Return to Work Authorization Form

Enployee Narme:

| |

Enployee ID:

| |

Department:

| |

Date(s) of Absence:

| |

Reason for Absence:

| |

Physician Name:

| |

Date Examined:

| |

Return to Work Date:

| |

Restrictions (if any):

| |

Physician Signature:

| |

Date:

| |

Submit




	Return to Work Authorization Form

