Fitness for Duty Certification

Return to Work MEDICAL RELEASE 

To be completed by physician

I have examined (employee’s name) _________________________________________

and can certify that she/he is able to return to work on (exact date) _____________

in the capacity of ____________________________(job title).

Date Leave Commenced: _____________

Date of Leave Ended: ________________

May Return to work:      FULL DUTY  FORMCHECKBOX 
 

RESTRICTED DUTY FORMCHECKBOX 

 FORMCHECKBOX 
  Lifting _____weight


Timeframe: _______________
 FORMCHECKBOX 
  Pushing/Pulling _____weight
Timeframe: _______________
 FORMCHECKBOX 
  Walking _______ time

Timeframe: _______________
 FORMCHECKBOX 
  Standing _____ time


Timeframe: _______________
 FORMCHECKBOX 
  Sitting _____ time


Timeframe: _______________
 FORMCHECKBOX 
    Other:

_____________________________                                      _____________________

Physician’s Signature




Date

===============================================================

To be completed by employee

I understand that my restoration to employment is subject to the following condition:

A written certification from a health care provider certifying that the employee is able to resume working.

Every attempt will be made to restore an employee returning from leave to his or her original position. If the employee’s original position is unavailable, the employee will be placed in an equivalent position. 

Occupational Health reserves the right to review all return to work documentation and make a final determination on fitness for duty.  Further information may be requested.
____________________________                                        ______________________

Employee Signature





Date

