EXHIBIT D14
MODIFIED DUTY WORK AGREEMENT

NAME: DATE:

1. Itis the purpose of this agreement to establish a modified (].uty assignment to prevent any
misun&erstanding‘ as to the terms and time specitie(].. This agreement is specitically desig’ned to meet
the needs of each individual, and is uniquely suited to the individual.

2. 1, , agree to the terms of this agreement for a period of

from the date of this agreement, or less if released l)y my treating

pliysician. I understand that notification of failure to comply with the terms of this agreement will be

communicated to and may result in my termination. I further

understand that I must inform my supervisor if the duties I am pertorming’ are not within my treating

physician’s restrictions.

3. I agree to return to work and pertorm the duties of a , except as modified

t)elow:

4. T agree to continuing medical treatment as prescri]oecl ]Jy my treating doctor.

5.1 iierel)y authorize the rehabilitation tiierapist to contact and excliang'e information pertaining to my
temporary condition with my physician, my supervisor, the UTD Workers’ Compensation Insurance

Ottice, and the UTD Environmental Health and Satety Office. Information given will be limited to
that which is reasona])ly necessary to assess my al)ility to pertorm jol)-relatecl functions.

6. I understand that at the end of this agreement, | will be reevaluated and the tollowing alternative will
be considered:

Return to full work (luty with no restrictions.

S

Recommended continued temporary reassignment, up to a maximum of three 3) months total

time.

c. Permanent transfer to a position which is consistent with my physical capai)ilities. Employee
must bid on position and meet all jot) specifications.

d. Termination of employment (in accordance with UTD Policy & Procedure for Discipline and

Dismissal, D8- 100.0).

7. I understand that this is not a contract for employment and that I am sut)ject to all UTD rules ,
reg’ulations and policies applicai)le to my employment.

APPROVED:
Sig’nature of Pliysician Date Signature of Employee Date
WCI Representative Date Pliysical Tlierapist Date

(it applical)le)

Department Manag’er Date (6/ 04)



