QSuper Form

Please complete this form in block letters, using blue or black ink.
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Graduated Return to

Work Agreement

When you should complete this form

Use this form if you are facilitating an employee who has been off work due to illness or injury to gradually

return to work. A safe and timely return to work helps employees return to suitable job tasks as part of their
recovery and rehabilitation. As part of our claims process, QSuper may engage with healthcare providers who will
collaborate with the you, the employee, and treating medical practitioners to support the return to work process.

Please complete all sections, before you return it to us.

Q Employee information

Organising

a graduated
return to work
agreement?

Q GRTW program details

Title Given names

Surname

Date of birth (dd/mm/yyyy) Employee/Payroll number

QSuper claim number

Is the employee’s graduated return to work (GRTW) to the same position?
/ Yes / No

If no, what position is the employee returning to?

New position title Gross fortnightly FTE income

Q Employer information

Employer, place of employment, and region

Employer rehabilitation/return to work contact name
Email address

Phone number Preferred method of contact?

Email Phone

Employee’s supervisor contact name
Email address

Phone number Preferred method of contact?

Email Phone

Q Super

GRTW program goal

Program length

weeks

Start date (dd/mm/yyyy) End date (dd/mm/yyyy)

Note: Dates should commence Monday through Sunday and cover at
least one full week.

Q Program example

Starting date - Monday (dd/mm/yyyy)

Employee hours:

Mon Tue Wed Thu Fri Sat Sun Total

Substantive N N
7251725725 725 72 .
hours 5 5 5 5 X 5“1/a n/a || 36.25
Program 1 49 5.00 5.00‘@.0%&00 n/a || n/a || 1500
hours

What are the employee’s duties while on GRTW?

e.g. Normal duties with restrictions listed below.

What are the restrictions or support needed?

e.g. The employee shouldn’t work more than 15 hours per week.

e.g. The maximum weight the employee should lift is 10kg.

Are there any days in this week that the employer is paying
in full (i.e. public holidays, sick leave, annual leave)?

e.g. Employer paying Queen’s Birthday public holiday
(Monday date dd/mm/yyyy)
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Graduated Return to Work Agreement

Graduated Return to Work Program:

Week 1 Week 3
Starting date - Monday (dd/mm/yyyy) Starting date - Monday (dd/mm/yyyy)
Employee hours: Employee hours:
Mon Tue Wed Thu Fri Sat Sun Total Mon Tue Wed Thu Fri Sat Sun Total
Substantive Substantive
hours 0 hours 0
Program Program
hours 0 hours 0
What are the employee’s duties while on GRTW? What are the employee’s duties while on GRTW?
What are the restrictions or support needed? What are the restrictions or support needed?
Are there any days in this week that the employer is paying Are there any days in this week that the employer is paying
in full (i.e. public holidays, sick leave, annual leave)? in full (i.e. public holidays, sick leave, annual leave)?
Week 2 Week 4
Starting date - Monday (dd/mm/yyyy) Starting date - Monday (dd/mm/yyyy)
Employee hours: Employee hours:
Mon Tue Wed Thu Fri Sat Sun Total Mon Tue Wed Thu Fri Sat Sun Total
Substantive Substantive
hours 0 hours 0
Program Program
hours 0 hours 0
What are the employee’s duties while on GRTW? What are the employee’s duties while on GRTW?
What are the restrictions or support needed? What are the restrictions or support needed?
Are there any days in this week that the employer is paying Are there any days in this week that the employer is paying

in full (i.e. public holidays, sick leave, annual leave)? in full (i.e. public holidays, sick leave, annual leave)?
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Graduated Return to Work Agreement

Week 5

e Important notes

Starting date - Monday (dd/mm/yyyy)

Employee hours:
Mon Tue Wed Thu Fri Sat Sun

Substantive
hours

Program
hours

What are the employee’s duties while on GRTW?

What are the restrictions or support needed?

Are there any days in this week that the employer is paying
in full (i.e. public holidays, sick leave, annual leave)?

Week 6

Total

0
0

Starting date - Monday (dd/mm/yyyy)

Employee hours:
Mon Tue Wed Thu Fri Sat Sun

Substantive
hours

Program
hours

What are the employee’s duties while on GRTW?

What are the restrictions or support needed?

Are there any days in this week that the employer is paying
in full (i.e. public holidays, sick leave, annual leave)?

Total

0
0

The GRTW program goal is to return the employee to their normal
hours and duties, by gradually increasing the hours and duties they
work as agreed by them, their treating medical practitioner, and
their employer.

Please provide both the number of substantive hours and number
of program hours the employee will be working during the
agreement period, along with any restrictions or support to be
provided. (Refer to the example on page 1.)

To assist with processing salary payments to the employee,
please ensure we receive this form at least seven days prior to
the commencement of the employee’s graduated return to
work agreement.
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Graduated Return to Work Agreement

Q Employee declaration a Treating medical practitioner declaration
Title Given names Title Given names

Surname Surname

Work phone number Postal address

Work email address

State Postcode

| confirm the following: Phone number Specialty

I'will let QSuper know immediately if there is any change to
this agreement.
. Comments
I understand and agree to the terms of this agreement.
| understand that | will be paid in accordance with the
information provided on this form.

Signature | have discussed this program with the employee and the
rehabilitation contact, and | fully support this agreement.
Signature
Date (dd/mm/yyyy)
Date (dd/mm/yyyy)

Rehabilitation and return to work

. . I will review the patient on this date (dd/mm/yyyy)
coordinator declaration

I attach supporting medical evidence.
OR Where to send this completed form

I have obtained a signature from the employee’s treating

medical practitioner to support this agreement. Once this form has been completed, you can:

Email your Claims Manager directly, or
| confirm the following:

Email us at insuranceclaims@gsuper.qld.gov.au

I have discussed this agreement with the employee.

I will contact QSuper immediately if there is a change to If you need he|p
this agreement.

Signature If you have any questions about this form, please call or
email your Claims Manager directly, or email us at
insuranceclaims@qsuper.qld.gov.au

Date (dd/mm/yyyy)
Member Centres Telephone 1300 360 750 (+617 3239 1004 if overseas) ABN: 60 905 115 063
Q 70 Eagle Street, Brisbane Monday to Thursday 8.30am — 5.00pm AEST SFN: 2610419 41
63 George Street, Brisbane Friday 9.00am - 5.00pm AEST CNCG1056 03/18 FO65
Sunshine Coast University Hospital, Ground Floor, Main Hospital Building, Fax 1300 242 070
6 Doherty Street, Birtinya Website gsuper.gld.gov.au

Postal Address GPO Box 200 Brisbane Qld 4001

This form and all products are issued by the QSuper Board (ABN 32 125 059 006 AFSL 489650) as trustee for QSuper (ABN 60 905 115 063). We take the privacy of your personal information very
seriously. We are collecting this information to assess your claim and are authorised to do this under the Superannuation (State Public Sector) Act 1990. We may pass your information on to your employer,
authorised service providers (e.g. external insurers), other superannuation funds, and government departments or agencies. We may also disclose this information to third parties if we need to, if
you have given consent to the disclosure, or if we are required to by law. If you want to know more about our privacy policy, you can download QSuper's Your Privacy factsheet from our website
or call us on 1300 360 750 to request a copy. This information is general information only and does not take into account your personal objectives, financial situation, or needs. Before you make
any decision regarding a QSuper product, you should consider the product disclosure statement (PDS), which you can download at gsuper.gld.gov.au, or call us on 1300 360 750 to request a copy.
© QSuper Board 2018
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