
Return-to-Work Medical Clearance Form
Employee Information

Name: 

Employee ID: 

Department: 

Date of Birth: 

Medical Information
Diagnosis:

Treatment Provided:

Are there any work restrictions?
 Yes  No

If yes, please specify:

Physician Clearance

Date employee is cleared to return to work: 

Physician's Name: 

Physician's Signature: 

Date: 

Submit
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