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Return-to-Work/
Fitness-for-Duty Certification


	PART 1: To Be Completed by Employee (Please Type or Print.)

	Name: 

	Position Title:

	Supervisor:
	Department: 

	Date Leave Commenced:  
	Date of Planned Return to Work:

	Signature:
	Date:

	PART II: To Be Completed by Employee’s Health Care Provider

	Name of physician or other professional health care provider:

	Address:

	City:
	State:
	Zip:

	Contact Name:
	Title:

	Phone:
	Fax:
	E-mail:

	
|_| Unable to determine a return to work date at this time; patient continues to be unable to return to work.

|_| I certify that the above named employee is able to return to work on or about_________________________ (Date) 
     with:

[bookmark: Check1][bookmark: Check2]          |_| No Restrictions    or      |_| The Following Restrictions:





           

________________________________________________________________________________________________

|_| Patient continues under my care; or   |_| Patient has been released from my care

|_| Patient has or will be scheduled to have a follow up appointment on ____________; or

|_| Patient is not at this time to have a follow-up appointment

	Provider’s Signature:
	Date:
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