
Leading Teams - HR toolkit

1. Providing a safe workplace
• WorkSafeBC requires all employers to ensure a healthy and safe workplace for their em-

ployees.

• Reviewing the Occupational Health and Safety info sheet will help with understanding 

employer responsibilities.

• The following templates can help you plan for a safe workplace. 
• First aid record
• Hazard report
• Workplace incident report
• Workplace inspection checklist

2. Fostering a successful workplace culture
• The Workplace Relationship Assessment form can provide you with a baseline represen-

tation of your clinic’s current work environment and will be helpful in the future as you 

continue to measure successes and challenges.  

• More information about creating a culturally sensitive, respectful, and safe workplace 

can be found in the Words Matter: Guide on using inclusive language in the workplace 

developed by the BC government.

• Build skills to successfully manage employees through effective communication, motiva-

tion, and conflict resolution. The following resources can provide you with a comprehen-

sive overview in three key areas:
• Managing relationships with employees — Government of BC
• Managing problems with employees — Government of BC
• Dealing with conflict — Canadian Medical Protective Association (CMPA) 

• Encourage employees to maintain a healthy work-life balance by offering flexible work 

options using this Sample Remote Work Policy.

https://www.worksafebc.com/en/health-safety/create-manage/rights-responsibilities
https://www.doctorsofbc.ca/sites/default/files/bp_ohsroles.pdf
https://www.doctorsofbc.ca/sites/default/files/bp_firstaidrecord.docx
https://www.doctorsofbc.ca/sites/default/files/bp_hazardreport.docx
https://www.doctorsofbc.ca/sites/default/files/bp_workplaceincidentreport.docx
https://www.doctorsofbc.ca/sites/default/files/bp_workplaceinspectionchecklist.docx
https://www.doctorsofbc.ca/sites/default/files/bp_workrelationshipassessmentform.pdf
https://www2.gov.bc.ca/assets/gov/careers/all-employees/working-with-others/words-matter.pdf
https://www2.gov.bc.ca/gov/content/careers-myhr/managers-supervisors/employee-labour-relations/relationships-with-employees
https://www2.gov.bc.ca/gov/content/careers-myhr/managers-supervisors/employee-labour-relations/problems-with-employee
https://www.cmpa-acpm.ca/en/education-events/good-practices/physician-team/dealing-with-conflict
https://www.doctorsofbc.ca/sites/default/files/bp_sampleremoteworkpolicy.docx


3. Managing leaves of absence and leave requests
• Under the Employment Standards Act, employers cannot prevent employees from access-

ing their entitled leaves. 

• Employees on leave are still considered employed and remain eligible for vacation, wage 

increases, and benefits.

• The following templates can help manage employee leaves of absence:
• Leave of absence checklist.
• Leave of absence form.
• Confirmation letter.
• Medical duty to accommodate letter.
• Return to work plan.

4. Investing in human capital for retention
• Stay interviews can help you to understand how your team feels about the work environ-

ment and supports retaining valuable employees.

• The Stay Interview Form and Stay Interview Guide can be used to gather valuable informa-

tion from your current employees.

• This process will show that you view knowledgeable employees with insight into organiza-

tional context as valuable assets. 

5. Planning ahead to keep things running smoothly
• Planning ahead for potential vacancies using the Succession Planning template will ensure a 

smooth transition in the event of an employee departure.

https://www2.gov.bc.ca/gov/content/employment-business/employment-standards-advice/employment-standards/time-off/leaves-of-absence
https://www.doctorsofbc.ca/sites/default/files/bp_leaveabsencechecklist.docx
https://www.doctorsofbc.ca/sites/default/files/bp_leaveabsenceform.docx
https://www.doctorsofbc.ca/sites/default/files/bp_leaveabsenceconfirmationletter.docx
https://www.doctorsofbc.ca/sites/default/files/bp_medicalduty.docx
https://www.doctorsofbc.ca/sites/default/files/bp_samplereturntoworkplan.docx
https://www.doctorsofbc.ca/sites/default/files/bp_stayinterviewform.docx
https://www.doctorsofbc.ca/sites/default/files/bp_stayinterviewguide.pdf
https://www.doctorsofbc.ca/sites/default/files/bp_employeesuccessionplantemplate.docx
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First aid record 

 

Name: Enter name. 

Position: Enter position. 

Date of incident: Enter date. 

Time of incident: Enter time. 

 

Description of how the injury or illness occurred (What happened?) 

 

 

Description of the nature of injury or illness (What are the signs and symptoms?) 

 

 

Description of the treatment given (What did you do?) 

 

 

Name of witnesses 

1. 2. 

 

 

Arrangement(s) made relating to the worker (return to work/medical aid/ambulance/follow-up) 
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Signature: __________________________  Signature:_____________________________ 
  (First aid attendant)      (Patient) 
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Hazard report 
 

INVESTIGATIVE TEAM 
Name Position Role 
  Employer representative 
  Worker representative  
   
   

 

Hazard Risk Recommendation Date completed 
 Degree of risk: 

☐ High ☐ Moderate ☐ Low 
 Enter date 

 Degree of risk: 
☐ High ☐ Moderate ☐ Low 

 Enter date 

 Degree of risk: 
☐ High ☐ Moderate ☐ Low 

 Enter date. 

 Degree of risk: 
☐ High ☐ Moderate ☐ Low 

 Enter date 

 Degree of risk: 
☐ High ☐ Moderate ☐ Low 

 Enter date 

 Degree of risk: 
☐ High ☐ Moderate ☐ Low 

 Enter date 
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Workplace incident report 
 

INVESTIGATIVE TEAM 
Name Position Role 
  Employer representative 
  Worker representative  
   
   

 

INCIDENT DETAILS 
Date of incident:  
Time of incident:  
Location of incident:  

 

TYPE OF OCCURANCE 
Type Yes Type Yes 

Death of a worker ☐ Minor injury or no injury but with potential 
for serious injury ☐ 

Serious injury to worker* ☐ Injury requiring medical treatment beyond 
first aid (Physician ER) ☐ 

Major structural failure or collapse ☐  ☐ 

Incident of fire or explosion with potential 
for serious injury ☐  ☐ 

*Serious injury = Life threatening, traumatic injury, loss of consciousness, permanent change 

DESCRIPTION OF INCIDENT 
What happened? Describe the environmental/surrounding conditions; activities taking place in the 
space; availability, use and functionality of necessary equipment. 
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CONTRIBUTING FACTORS AND/OR DIRECT CAUSES 
 

ENVIRONMENT RELATED CAUSES 

☐ Variations in floor surface ☐ Working alone 

☐ Wet/slippery ☐ Inadequate security equipment/measures 

☐ Personal Protective Equipment not sufficient ☐ Limited space 

☐ Noise ☐ Lighting 

☐ Other (specify):  

 

ORGANIZATIONAL RELATED CAUSES 

☐ Excessive workload ☐ Inadequate job/skill training 

☐ High staff turnover ☐ Inadequate Staffing 

☐ Poor communication ☐ Inadequate/unavailable standard operating 
procedures 

☐ Other (specify): 

 

EQUIPMENT RELATED CAUSES 

☐ Inadequate signage/labeling ☐ Defective equipment 

☐ Inadequate/unavailable equipment ☐ Preventative maintenance/inspections 
inadequate 

☐ Material/equipment failure ☐ Incorrect equipment 

☐ Other (specify): 

 

HUMAN RELATED CAUSES 

☐ Knowledge/skill/experience lacking ☐ Illness 

☐ Pre-existing condition ☐ Violent behaviour 
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☐ Fatigue ☐ Physical limitations (reach, height, etc.) 

☐ Other (specify): 

 

DETERMINATION OF CAUSES OF INCIDENT 
Why did the event occur? 

 

CORRECTIVE ACTION 
How can a reoccurrence be prevented? 

 

CORRECTIVE ACTION PLAN 
Action 
(Description of action 
required to prevent 
reoccurrence of incident) 

Assigned to: (position 
of the person 
performing the 
action) 

Expected completion date Completion date 

  Enter a date. Enter a date. 

  Enter a date. Enter a date. 

  Enter a date. Enter a date. 

  Enter a date.. Enter a date. 

  Enter a date. Enter a date.. 
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WORKPLACE INSPECTION CHECKLIST 
 

OCCUPATIONAL HEALTH AND SAFETY  WORKPLACE INPSECTION CHECKLIST 
Site:  Date of inspection: 

Name of inspector: Name of inspector: 

 

Safe or 
n/a 

Not 
safe Exterior/Outdoor 

☐ ☐ Entrances/Exits – not blocked  

☐ ☐ Lighting – adequate  

☐ ☐ Sidewalks, ramps – even surface, uncluttered  

☐ ☐ Steps – non-slip, handrail, good repair, even surface  

☐ ☐ Fences, gates – good repair  

☐ ☐ Main building structure – good repair  

☐ ☐ Tables and seating – good repair  

☐ ☐ Outdoor maintenance equipment – working order, accessible, secured  

☐ ☐ Exterior parking area – even surface, well-lit, uncluttered  

☐ ☐ Security cameras – in good working order  

  Interior 

☐ ☐ Entrance/Exit Areas – not blocked, signed  

☐ ☐ Security systems controlling access – in working order  

☐ ☐ Security cameras – in working order  

☐ ☐ Doors – good repair, not blocked, fire doors close  

☐ ☐ Ceiling – good repair  
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☐ ☐ Lighting – adequate, accessible, working  

☐ ☐ Floors – clean, dry, even surface  

☐ ☐ Stairs – railings, unobstructed, well lit, good repair  

☐ ☐ Hallways – uncluttered, well lit  

☐ ☐ Windows – good repair  

☐ ☐ Carpets – good repair, fastened, no upturned edges, no holes  

☐ ☐ Furniture – good repair  

☐ ☐ Electrical cords, plugs – good repair, out of the way  

☐ ☐ Electrical sockets, switches – good repair, accessible  

☐ ☐ Shelving – secured to wall, uncluttered  

☐ ☐ Bathrooms – dry, clean, fixtures in working order, uncluttered, entry/exit not 
blocked  

☐ ☐ Cleaning supplies – labelled, stored securely, uncluttered  

☐ ☐ Electricity panel – accessible, labelled  

☐ ☐ Hot water temperature – non-scalding, tank secured to wall  

☐ ☐ Heating – working order  

☐ ☐ Ventilation – working order  

☐ ☐ Air conditioning – working order  

☐ ☐ Common rooms – uncluttered, entry/exits not blocked  

☐ ☐ Storage rooms – uncluttered, stored items accessible and secured 

☐ ☐ Work rooms – uncluttered, adequate storage  

☐ ☐ Meeting rooms – uncluttered  

☐ ☐ Elevator – good repair, inspected, works, entry/exit not blocked  
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☐ ☐ Office(s) – uncluttered, accessible, in good repair, security features in good repair  

☐ ☐ Kitchen space – uncluttered, space to move about, entry/exit not blocked  

☐ ☐ Large appliances – working order, cords in good repair  

☐ ☐ Cupboards – accessible, contents stable  

☐ ☐ Small electrical appliances – working order, safely stored, accessible, cords in 
good repair  

  Work procedures 

☐ ☐ Cleaning supplies storage – secure, accessible, uncluttered  

☐ ☐ 
Handling and disposal of infectious materials (e.g. needles, clothing, etc.) – safe 
work procedures followed, tools available and used, protective equipment available 
and used  

☐ ☐ Universal precautions – in use  

☐ ☐ Cleaning procedures - in use, protective equipment and tools available and used  

☐ ☐ Personal protective equipment (e.g. gloves, goggles, etc.) – available, in use  

☐ ☐ Security procedures – in use  

☐ ☐ Personal security equipment (e.g. cell phones, etc.) – available, in good working 
order  

☐ ☐ Non-violent crisis intervention and de-escalation skills – in use  

☐ ☐ Critical incident reporting – being completed as needed  

  Fire/Disaster 

☐ ☐ 
Fire drill (conducted once a year)  
Date of last fire drill: ____________________________  
Date of next fire drill: ____________________________  

☐ ☐ 
Fire alarm system (batteries changed and system tested once per year)  
Date of last time batteries were changed: ____________________________  
Date of last fire alarm system test: ____________________________  

☐ ☐ 
Sprinkler system (inspected once a year):  
Date of last inspection: ____________________________  
Date of next inspection: ____________________________  

☐ ☐ 
Fire extinguishers (inspected once a year):  
Date of last Inspection: ____________________________  
Date of next Inspection: ____________________________  

☐ ☐ 
Emergency response plan (drill conducted once a year)  
Date of last emergency response drill: ____________________________  
Date of next emergency response drill: ____________________________  
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☐ ☐ Staff know the location of and how to use fire extinguishers  

☐ ☐ Emergency lighting – in good working order  

☐ ☐ Fire exits - clearly marked, uncluttered  

  First aid 

☐ ☐ Staff first aid kit – stocked, accessible, staff know location  

  Policy and OHS manuals, accident/inspection reports, WCB regulations 

☐ ☐ Accessible, staff know their location(s) 

  Other (write in as needed) 

☐ ☐ 
 

☐ ☐ 
 

☐ ☐ 
 

☐ ☐ 
 

☐ ☐ 
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Sample Remote Work Policy 

 

The Sample Remote Work Policy below provides guidelines for the overall remote working program. 
This is a sample only and is not intended as legal advice. 
 
Disclaimer: This document is offered as a conceptual sample. Your own document should reflect your clinic's 
policies as well as local, provincial, and federal regulations. Be sure to consult an attorney familiar with 
employment law before using any such document. 

 

Remote working is the concept of working from home or another location on a full- or part-time basis. 
Remote working is not a formal, universal employee benefit. Rather, it is an alternative method of meeting 
the needs of the clinic and employee. The clinic has the right to refuse to make remote working available 
to an employee and to terminate a remote working arrangement at any time. 

The clinic's policies for remote working are as follows: 

Compensation and Work Hours 

The employee’s compensation, benefits, work status and work responsibilities will not change due to 
participation in the remote working program. The amount of time the employee is expected to work per 
day or pay period will not change as a result of participation in the remote working program. 

Eligibility 

Successful remote workers have the support of their supervisors. Employees will be selected based on 
the suitability of their jobs, an evaluation of the likelihood of their being successful remote workers, and an 
evaluation of their supervisor’s ability to manage remote workers. Upon acceptance to the program both 
the employee and manager will be expected to complete a training course designed to prepare them for 
the remote working experience. All remote workers must sign an agreement. 

Equipment/Tools 

The clinic may provide specific tools/equipment for the employee to perform their current duties. This may 
include computer hardware, computer software, phone lines, email, voice-mail, connectivity to host 
applications, and other applicable equipment as deemed necessary. The use of equipment, software, 
data supplies and furniture when provided by the company for use at the remote work location is limited 
to authorized persons and for purposes relating to clinic business. The clinic will provide for repairs to 
clinic equipment. When the employee uses their own equipment, the employee is responsible for 
maintenance and repair of equipment. A loaner laptop may be provided when available. Loaner 
computers will vary in performance and configuration. Loaners must be returned upon request. 

Workspace 

The employee shall designate a workspace within the remote work location for placement and installation 
of equipment to be used while remote working. The employee shall maintain this workspace in a safe 
condition, free from hazards and other dangers to the employee and equipment. The clinic must approve 
the site chosen as the employee’s remote workspace. Any clinic materials taken home should be kept in 
the designated work area at home and not be made accessible to others. The clinic has the right to make 
on-site visits (with 48 hours advance notice) to the remote work location for purposes of determining that 
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the site is safe and free from hazards, and to maintain, repair, inspect, or retrieve clinic-owned equipment, 
software, data or supplies. 

Office Supplies 

Office supplies will be provided by the clinic as needed. Out-of-pocket expenses for other supplies will not 
be reimbursed unless by prior approval of the employee’s manager. It will be the employee’s 
responsibility to determine any tax implications of maintaining a home office area. The clinic will not 
provide tax guidance nor will the clinic assume any additional tax liabilities. Employees are encouraged to 
consult with a qualified tax professional to discuss tax implications. 

Communication 

Employees must be available by phone and email during core hours. All client interactions will be 
conducted on a client or clinic site. Employees will still be available for staff meetings, and other meetings 
deemed necessary by management. The clinic will pay work-related voice and data communication 
charges 

Evaluation 

The employee shall agree to participate in all studies, inquiries, reports and analyses relating to this 
program. The employee remains obligated to comply with all clinic rules, practices and instructions. 

Worker’s Compensation 

During work hours and while performing work functions in the designated remote work area, remote 
workers are covered by worker’s compensation. 

Liability 

The employee’s remote workspace will be considered an extension of the clinic's workspace. Therefore, 
the clinic will continue to be liable for job-related accidents that occur in the employee’s remote 
workspace during the employee’s working hours. The clinic will be liable for injuries or illnesses that occur 
during the employee’s agreed-upon work hours. The employee’s at-home work hours will conform to a 
schedule agreed upon by the employee and their supervisor. If such a schedule has not been agreed 
upon, the employee’s work hours will be assumed to be the same as before the employee began remote 
working. The clinic assumes no liability for injuries occurring in the employee’s remote workspace outside 
the agreed-upon work hours. The clinic is not liable for loss, destruction, or injury that may occur in or to 
the employee’s home. This includes family members, visitors, or others that may become injured within or 
around the employee’s home. 

Dependent Care 

Remote working is not a substitute for dependent care. Remote workers will not be available during clinic 
core hours to provide dependent care. 
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NOTE: Please forward this form with the employee’s Leave of Absence Form and any 
supporting documentation to the HR department for final approval and processing. 
 

 

Leave of absence checklist 

 

To ensure a smooth transition to and from an employee’s leave of absence, it is important to discuss and 
clarify the following: 

SUPPORTING DOCUMENTATION 

☐ Where applicable, I have supplied [ORGANIZATION NAME] with the required supporting 
documentation. 

 

PROPOSED START DATE OF LEAVE 

☐ Taking into consideration my needs and the needs of [ORGANIZATION NAME], the following 
proposed start date for the requested leave has been agreed upon: 

DATE: Enter date. 

 

PROPOSED RETURN DATE FROM LEAVE 

☐ Taking into consideration my needs and the needs of the Division, the following proposed return date 
for the requested leave has been agreed upon: 

DATE: Enter date. 

 

PAYROLL (please check one) 

☐ I understand that this will be an UNPAID leave of absence. 

☐ I understand that this will be an UNPAID leave of absence. I will be using accrued sick and 
vacation days up until the start date of my leave. 

☐ I understand that this will be a PAID leave, up until the proposed return date. Any extension(s) 
of leave beyond the agreed upon return date will require further negotiation. 

 

GROUP HEALTH & WELFARE BENEFITS 

☐ I will be continuing my Group Health & Welfare Benefits while on leave. I understand I will be sent a 
Payroll Benefits Memo and it will be my responsibility to pay the Employee portions of the premiums for 
such coverage in advance of the start date of my leave of absence. 

OR 
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NOTE: Please forward this form with the employee’s Leave of Absence Form and any 
supporting documentation to the HR department for final approval and processing. 
 

☐ I will be continuing my Group Health & Welfare Benefits while on leave. I understand I will be sent a 
Payroll Benefits Memo and it will be my responsibility to pay the Employee AND Employer portions of the 
premiums for such coverage in advance of the start date of my leave of absence. 

OR 

☐ I will not be continuing my Group Health & Welfare Benefits while on leave. They will cease on the 
start date of my leave and will resume upon my return to work. 

 

RECORD OF EMPLOYMENT (ROE) 

☐ I will require a Record of Employment to be issued to Services Canada. 

 

WORKLOAD 

☐ We have discussed my workload and outstanding projects and have made satisfactory arrangements 
to ensure adequate coverage in my absence. 

 

EQUIPMENT, TOOLS & ACCESS 

I currently possess the following clinic equipment and tools (laptop, cellphone, etc.): 

Description: Enter text. 

☐ The equipment in my possession will be returned before going on leave. 

☐ The equipment will NOT be returned before going on leave and will remain in my possession, with the 
approval of the Executive Director. 

 

COMMUNICATION 

1. While on leave: 
• I wish to be informed of critical work-related events (e.g. passing of clients, change in 

staffing, etc.). ☐ YES  ☐ NO 
• If YES, while on leave, my preferred mode of communication is: 

☐ Work email ☐ Personal email Enter email address. 
 

2. While on leave: 
• I wish to be considered for jobs should a vacancy or new job occur during my absence. 

☐ YES  ☐ NO 
• If YES, Describe roles you would be interested in. 

 
3. In anticipation of my return: 

• I understand it is my responsibility to connect with my manager at least four (4) weeks in 
advance of my return to discuss details of my transition back into the workplace and 
ensure that Payroll has due notice to re-establish employer-paid benefits (if eligible). 
 ☐ YES  ☐ NO 
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NOTE: Please forward this form with the employee’s Leave of Absence Form and any 
supporting documentation to the HR department for final approval and processing. 
 

• I understand that if I would like to return to work with a modified schedule and/or list of 
duties, I must provide [ORGANIZATION NAME] with supporting documentation (e.g. 
Physician & Counsellor Planning Form) ☐ YES  ☐ NO 

ADDITIONAL ARRANGEMENTS & NOTES 

 

 

Signature: ___________________________________ Date: __________________________________ 

(Employee) 

 

Signature: ___________________________________ Date: __________________________________ 
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NOTE: Send this form along with the a) Employees written request; b) Leave of absence checklist; and c) any supporting documentation to the HR department. 
 

 

Leave of absence form 
 

PERSONAL INFORMATION 

LAST NAME FIRST NAME LEAVE TERM 

  ☐ LEAVE ☐ LEAVE EXTENSION ☐ VACATION 

STATUS DEPARTMENT RECORD OF EMPLOYMENT REQUESTED 

☐ REGULAR  ☐ CASUAL  ☐ YES   ☐ NO 

ADDRESS WHILE ON LEAVE PRIMARY PHONE NUMBER 

  

POSITION  EMPLOYEE ID 

     

DETAILS OF LEAVE 

LEAVE START DATE LEAVE END DATE LEAVE TYPE PAID/UNPAID 

BENEFITS 
A. Employee will receive benefits and pay 

employee portion of premium. 
B. Employee will receive benefits and pay 

employee and employer portions of 
premium. 

C. Employee will not be on benefits. 

[YYYY/MM/DD] [YYYY/MM/DD]  ☐ PAID     ☐ UNPAID ☐ A          ☐ B           ☐ C 

ADDITIONAL INFORMATION OR DIRECTIONS 
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NOTE: Send this form along with the a) Employees written request; b) Leave of absence checklist; and c) any supporting documentation to the HR department. 
 

SIGNATURES 

SIGNATURE (Supervisor) NAME (Print) DATE 

   

SIGNATURE (Executive Director) NAME (Print) DATE 

   

SIGNATURE (Human Resources) NAME (Print) DATE 

 

SUPPORTING DOCUMENTATION 
 

Bereavement Leave: 

• Employee requests for leave do not have to be made in writing. 
• Employee may be asked, as soon as practicable, to supply reasonable proof (e.g. death certificate) of leave entitlement. 

Compassionate Care Leave: 

• Employee requests for leave do not have to be made in writing. 
• Employee must supply a medical certificate as proof that the family member needs care or support and is at risk of dying within 26 weeks. 

Court/Jury Duty: 

• Employee must supply a copy of jury duty summons or other documentation indicating the dates the employee is required to be at court. 

Critical Illness or Injury Leave: 

• Employee requests for leave do not have to be made in writing. 
• Employee must supply a medical certificate as proof that the family member is critically ill or injured and requires the care or support of one or more family 

members. The certificate must also set out the period for which the family member requires care or support (Employment Standards Act 52.11, Critical 
illness or injury leave). 

Domestic or Sexual Violence Leave: 

• Employee may be asked, as soon as practicable, to supply evidence for how the leave time is being used to address domestic or sexual violence. 

Family Responsibility Leave: 

• Employee may be asked, after the event, to supply reasonable proof that the request for a leave was valid. 
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NOTE: Send this form along with the a) Employees written request; b) Leave of absence checklist; and c) any supporting documentation to the HR department. 
 

General Leave Without Pay: 

• Not applicable. 

Leave Respecting the Death of a Child: 

• Employee requests for leave do not have to be made in writing. 
• Employee may be asked, as soon as practicable, to supply reasonable proof of leave entitlement. 
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Leave of absence confirmation letter 

 

Enter employee’s address. 

Enter the date. 

Dear Enter employee’s name, 

This letter is to confirm your leave of absence from the company starting Enter date and ending Enter 
date. As such, your last day at work will be Enter date. 

Should you wish to return to work at an earlier date, you are required to provide your supervisor with a 
written request of your intention to return to work. This must be received at least Enter number in 
advance of your anticipated early return date). 

The following summarizes the terms of your leave: 

PAYROLL 

Option 1: This is an unpaid leave of absence. You will be paid for your days worked up to the start of your 
leave of absence. 

Option 2: This is an unpaid leave of absence. You will be using a total of [insert number of vacation 
and/or sick days] until the start of your unpaid leave of absence on [date]. 

Option 3: Your salary will continue for the duration of the above term of your leave of absence. In the 
event your leave of absence is extended beyond the existing agreed upon term, the details of your leave 
will need to be reviewed and may change. 

HEALTH AND WELFARE BENEFITS 

Option 1: Your health and welfare benefits will continue while on leave. Attached is an invoice for the 
employee portion of your health and welfare benefits while on leave. You are responsible for submitting 
separate cheques to the HR department each month to pay for the employee portion of your health and 
welfare benefits. Payment instructions are included in the invoice. 

Option 2: Your health and welfare benefits will continue while on leave. Attached is an invoice for the 
employer and employee portions of your health and welfare benefits while on leave. You are responsible 
for submitting separate cheques to the HR department each month to pay for the employer and employee 
portions of your health and welfare benefits. Payment instructions are included in the invoice. 

Option 3: Your health and welfare benefits will cease while on leave and will resume upon your return to 
work. 

COMMUNICATION 

Option 1A: While on leave, you wish to be informed of critical work-related events (e.g. passing of clients, 
change in staffing, etc.). Your preferred method of communication is via your work email address. 

Option 1B: While on leave, you wish to be informed of critical work-related events (e.g. passing of clients, 
change in staffing, etc.). Your preferred method of communication is via your personal email: Enter your 
email address 



[ORGANIZATIONAL LOGO] 
 

Option 2: While on leave, should a vacancy or new job be posted, you wish to be considered for it. As 
such, you will submit an updated resume to the HR department. Failure to do so, indicates your lack of 
interest in being considered. 

We respectfully request that you contact the company requires a minimum of four (4) weeks in advance of 
your anticipated return date, in order to allow time for discussion about your transition back into the 
workplace. 

While on leave, please contact your supervisor and/or the HR department with any questions or concerns 
you may have. 

We wish you all the best on your leave, 

 

Enter organization, name(s), signature, and title. 

 

Cc. Enter name of employee supervisor, title 

Cc. Employee File 
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Medical Duty to Accommodate letter 

 

Enter date. 

 

Enter employee’s name 

Enter employee’s address 

Re: Confirmation of Medical Duty to Accommodate Agreement 

 

Dear Enter name 

 

This letter is to confirm the Medical Duty to Accommodate Agreement reached between you and 

Enter organization based on the medical assessment received by your health care provider on 

Enter a date.  

 

The terms of this agreement are outlined below: 

EMPLOYMENT DETAILS (pre-medical duty to accommodate agreement) 

Department/Program:  

Position:  

FTE/Bi-weekly hours:  

RESTRICTIONS REQUIRING ACCOMODATION 

[Insert list of limitations] 
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TERMS OF AGREEMENT 

Start date: Enter a date. Expected end date: Enter a date. 

 
Description of the modifications: 

 

This Medical Duty to Accommodate Agreement does not abrogate [Organization]’s right to 

review the terms of this Agreement at any time in relation to operational needs, policy, and/or 

plan changes, or due to changes in your personal circumstances. You acknowledge that the 

terms and conditions of your employment may be adjusted accordingly. Nothing in this 

Agreement supersedes the principles of just cause or the duty to accommodate.  

 

Should you have any questions regarding your accommodation, please feel free to contact me 

at Enter contact information. 

 

Sincerely, 

Enter name 

Enter title 

Enter organization name 

Enter contact information 
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To confirm your agreement with the terms of the Medical Duty to Accommodate Agreement as 

outlined above, please sign in the appropriate space below: 

 

X  

Employee signature Date 

X  

Supervisor signature Date 

X  

HR department signature Date 
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NOTE: Please include this form in the employee’s CONFIDENTIAL personnel file along with any 
supporting documentation. 
 

 

Sample return to work plan 

 

Employee name: Claim number:  

  

Pre-injury position (attach job description): Injury date: 

  

Pre-injury workplace location: 

 

 

RETURN TO WORK GOAL 

Plan start date: Plan end date:  

 
Return to work plan goal (select one): 
 
☐ Pre-injury job  
☐ Pre-injury job, accommodated  
☐ Alternate work. If alternate work, provide position and description of work  

 

HEALTH RECOVERY 

Accepted area of injury:  

 
Is there an active treatment plan that impacts return to work? 
☐ No 
☐ Yes, provide details 

 
Treating health professional(s): 

 
Phone number(s):  
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NOTE: Please include this form in the employee’s CONFIDENTIAL personnel file along with any 
supporting documentation. 
 

FUNCTIONAL ABILITIES 

 
List functional abilities (what the employee can do) : 

 
List precautions, if any: 

 

PRE-INJURY JOB DUTIES YES NO 

Are the physical demands of the job within the employee’s functional abilities?   

Are the essential duties of the job within the employee’s functional abilities?   

List job duties the employee can perform: 

List job duties the employee is unable to perform: 

 

ACCOMODATIONS/SOLUTIONS YES NO 

Are accommodations/modifications to the job duties required?   

Are accommodations/modifications to the workplace/workstation required?   

Is training required?   

Provide details on the type of accommodation/solution required. 
Attach additional pages, as required. 

Date to be 
implemented 

Expected 
duration 
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NOTE: Please include this form in the employee’s CONFIDENTIAL personnel file along with any 
supporting documentation. 
 

 
 

WORK SCHEDULE 

Days and hours scheduled each week 

Work week (date) Mon Tue Wed Thu Fri  Sat Sun Comments 

         

         

         

         

 
How will the employee be paid for the duration of the Return to Work Plan? 
 
 
Rate of pay (e.g., hourly): 

 

FOLLOW UP SCHEDULE 
 
Outline timeline/dates to monitor plan progress: 

 

SIGNATURES: 

I have agreed to this plan: 

Employee Name: ____________________________________________________________ 

Employee Signature: ______________________________________ Date: ______________ 

 

Supervisor Name: ___________________________________________________________ 

Supervisor Signature: ______________________________________ Date: _____________ 

 

Plan approved (if approval required): 

Senior Staff Lead Name______________________________________________________ 

Senior Staff Lead Signature: _________________________________ Date: ____________ 
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Stay Interview Form 
(For the employee) 

 

Date: Click or tap to enter a date. 

Employee Name: Click or tap here to enter text. 

Position: Click or tap here to enter text. 

Start date: Click or tap to enter a date. 

 

Employee Questions 

1.  [Add question about the employee from stay interview guide here] 
[Response] 
 
2.  [Add question about the employee from stay interview guide here] 
[Response] 
 
3.  [Add question about the employee from stay interview guide here] 
[Response] 
 

 

Job Questions 

1.  [Add question about the employee from stay interview guide here] 
[Response] 
 
2.  [Add question about the employee from stay interview guide here] 
[Response] 
 
3.  [Add question about the employee from stay interview guide here] 
[Response] 
 

 

Culture Questions 

1.  [Add question about the employee from stay interview guide here] 
[Response] 
 
2.  [Add question about the employee from stay interview guide here] 
[Response] 
 
3.  [Add question about the employee from stay interview guide here] 
[Response] 
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Work Environment Questions 

1.  [Add question about the employee from stay interview guide here] 
[Response] 
 
2.  [Add question about the employee from stay interview guide here] 
[Response] 
 
3.  [Add question about the employee from stay interview guide here] 
[Response] 
 

 

Technology Questions 

1.  [Add question about the employee from stay interview guide here] 
[Response] 
 
2.  [Add question about the employee from stay interview guide here] 
[Response] 
 
3.  [Add question about the employee from stay interview guide here] 
[Response] 
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Stay Interview Form 
(For the reviewer) 

 

Date: Click or tap to enter a date. 

Employee Name: Click or tap here to enter text. 

Position: Click or tap here to enter text. 

Start date: Click or tap to enter a date. 

 

Employee Questions 

Summarize key takeaways from employee response 
[Space to summarize] 
 
Opportunities for action / improvement / maintenance  
[Space to note action plan] 
 

    ☐ Monitor situation   ☐ Situation critical  ☐ Consider opportunities for improvement  

 

Job Questions 

Summarize key takeaways from employee response 
[Space to summarize] 
 
Opportunities for action / improvement / maintenance  
[Space to note action plan] 
 

    ☐ Monitor situation   ☐ Situation critical  ☐ Consider opportunities for improvement  

 

Culture Questions 

Summarize key takeaways from employee response 
[Space to summarize] 
 
Opportunities for action / improvement / maintenance  
[Space to note action plan] 
 

    ☐ Monitor situation   ☐ Situation critical  ☐ Consider opportunities for improvement  
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Work Environment Questions 

Summarize key takeaways from employee response 
[Space to summarize] 
 
Opportunities for action / improvement / maintenance  
[Space to note action plan] 
 

    ☐ Monitor situation   ☐ Situation critical  ☐ Consider opportunities for improvement  

 

Technology Questions 

Summarize key takeaways from employee response 
[Space to summarize] 
 
Opportunities for action / improvement / maintenance  
[Space to note action plan] 
 

    ☐ Monitor situation   ☐ Situation critical  ☐ Consider opportunities for improvement  

 







SUCCESSION PLANNING 
EMPLOYEE INFORMATION 

Position: Date: 
 

Consider the following:  
 

Risk of vacancy occurring (historically high 
turnover, etc.). 

☐ Very low 
☐ Low 
☐ Moderate 
☐ High 
☐ Very High 
☐ Unknown 

Impact on team, organization, and overall 
function of the clinic. 

 ☐Very low 
 ☐Low 
 ☐ Moderate 
 ☐ High 
 ☐ Very High 
 ☐ Unknown 

Role has potential, or already has, cross-
training (other staff also trained in position). 

☐ Yes 
☐ No 
☐ n/a 

Key function and associated procedures 
documented. 

☐ Yes 
☐ No 
☐ n/a 

 

  



PLAN FOR SHORT-TERM VACANCY 

• Need to reduce hours or services? 
• Implement cross-training options? 

 

 

PLAN FOR LONG-TERM VACANCY 

• Hiring fixed-term replacement? 
• Promote/lateral shift internal employee temporarily? 
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