	REHABILITATION PLAN AND AWARD 
	U.S. DEPARTMENT OF LABOR EMPLOYMENT EMPLOYMENT STANDARDS ADMINISTRATION 

OFFICE OF WORKERS' COMPENSATION PROGRAMS

	1.
Name of injured worker


	2.
Date of Birth
3.
OWCP No.









	4.
Address   



	5.
Rehabilitation service or program


	6.
Rehabilitation period (Full-Time Course Load)


From
To 

	7.
Name and address of rehabilitation facility (School, etc)


	8.
Is this the complete plan:          (Yes     ( No

Thirty days of follow up services is requested to ensure proper work place modifications are completed and function properly

	9.
Occupation after program


	10.
Estimate yearly earnings after rehabilitation program

 

	11.     Rehabilitation Cost

	a.
Fees - Specify


A. Placement Previous Employer (PPE) status : 


Follow Up

$
00.00
per Hour  x 0



	    $240.00

    
	e.
other costs - specify




$


per

x





$


per

x





$


per

x

	$






	
	
	f.
TOTAL OTHER COST 
---------------------------------------------SYMBOL 224 \f "Wingdings"
	$N/A


	b.
TOTAL FEE COST
------------------------------SYMBOL 224 \f "Wingdings"
	   $000.00   
	g.
Tuition 

  $


 per  Cred Hr.  x  0  =
--------SYMBOL 224 \f "Wingdings"
	$__________

	c.
Supplies (Books, Tools, Etc.)

         Books / Supplies_ $000.00 per Semster x 1 =

         Parking Fee          $000.00 per Semster x 1 =

         Studnt Assoc fee  $00.00   per Semster x 1 =

                              fee   $0.00     per Semster x 1 =
	    $000.00

    $000.00 

   $00.00

    $0.00
	FOR OWCP DISTRICT OFFICE USE ONLY

	

	 
	h.
Maintenance $46.15  per week x16  =
------------SYMBOL 224 \f "Wingdings"
	$000.00


	d.
TOTAL SUPPLIES COST
-----------------------SYMBOL 224 \f "Wingdings"
	    $0000.00



	TOTAL REHABILITATION COST
------------------------SYMBOL 224 \f "Wingdings"
	$0000.00

	12.
Injured Worker:  I understand and approve of the provisions of this plan of services.  I believe this plan will help me to obtain and keep suitable employment and I will cooperate in every way possible to carry out the plan successfully; including maintaining a "C" average, and full-time enrollment contingent upon my physical condition.


Signature   




Date signed





NAME



	13.
COUNSELOR RECOMMENDING PLAN:  A thorough vocational evaluation was performed and employment may reasonably be expected as a result of the implementation of the rehabilitation plan considering the interest and ability of the injured worker, the competence of the rehabilitation facilitator and the nature of the job market.  

         Signature  _____________________________________________


                 NAME                                                                                                      Date signed     ___________________________


	FOR OWCP DISTRICT OFFICE USE ONLY BELOW THIS SPACE

	14.
Date of Injury


	15.
Date of referral OWCP Rehab
	16.
Date of referral to Rehab Agency
	17.Date of maximum medical recovery



	18.
Was there a previous plan?

SYMBOL 113 \f "Wingdings"  No

SYMBOL 113 \f "Wingdings"  Yes -- Mark (x) one


SYMBOL 113 \f "Wingdings"  Successive to previous plan


SYMBOL 113 \f "Wingdings"  Change of previous plan -- enter date  


	19.
Payment -- This award is payable from the fund created by the following compensation law.


Mark (x) one



SYMBOL 113 \f "Wingdings"  Federal Employee's Act



SYMBOL 113 \f "Wingdings"  Longshoremen's Act



SYMBOL 113 \f "Wingdings"  District of Columbia Act

	20.
RECOMMENDATION OF OWCP REHABILITATION SPECIALIST:  The injured worker meets the eligibility requirements for OWCP rehabilitation services.  I have reviewed and rehabilitation plan and find it within the interest and ability of the injured worker.  The facilitator is competent to provide the service.  


Signature






Date signed






NAME



	21.
APPROVAL OF DEPUTY COMMISSIONER:  I concur with the OWCP rehabilitation specialist, and hereby award the foregoing benefits for payment (1) for the purpose of providing additional compensation for maintenance and/or (2) for the purpose of providing necessary rehabilitation services in connection with a rehabilitation plan.


Signature






Date signed






NAME



	FOR NATIONAL OFFICE USE ONLY


