
Workplace Reintegration Approval
Date: 

Employee Name: 

Employee ID: 

Department: 

Position: 

This document certifies that the above-named employee is approved to reintegrate into the workplace as of the date stated. Any accommodations
or special conditions are noted below.

Accommodations / Special Notes:

Supervisor/Manager Name: 

Supervisor/Manager Signature: 

Date of Approval: 
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