University of California

REQUEST FOR STAY AT WORK/ RETURN TO WORK BENEFITS

Stay at Work/Return to Work({ SAW /RTW) allows you to either continue to work or to return to work
gradually on a structured pari-time basis for a limited period, with the goal of increasing your hours at
work to full-time. If approved for SAW/RTW, you continue to receive a modified disability benefit based
on your disability period guidelines and the definition of disability that applies.

Name:

Campus/Laboratory /Medical Center:

Claim No.:

[1 Initial SAW/RTW Request O Request for an extension

Date you plah to return to work part time or stop working full time: |
Number of hours per week you will be working:

Please indicate the actual days and hours you are scheduled to work:

Mon Tue Wed Thurs  Fri Sat Sun

M Il 3 O ] 0 1

Type of work you will be performing:

- Will you be returning to the same job/type of work that you were performing before your period
of disability? If no, please explain how the work differs from your previous
duties.

Please indicate your hourly wage upon return to work.

Does your attending physician agree with your modified return to work plan?

Yes No

Note: You will need to supply a written statement from your attending physician outlining any
specific limitations or restrictions that he/she is placing on your ability to work.

Anticipated date of return to work on full-time basis:”

I understand that this application is for a period of no more than 3 months of SAW/RTW
benefitsand after 3 months I will be required to provide additional proof of partial disability.
Further information will be required from my attending physician to extend my SAW/RTW
benefits. I agree to reimburse Liberty Mutual for any overpayment of SAW/RTW benefits paid to
me under the terms of the plan.

Signature Date



