FITNESS FOR DUTY CERTIFICATION

To:     Physician or Practitioner

           Please complete all of the following and sign.

Employee’s Name:     






Notice to Physician or Practitioner

The employee named above has been off of work from 




through 


  on a Family and Medical Leave, or

The employee named above has been absent from work either intermittently or on a

reduced schedule as follows (describe schedule and duration of schedule):

The Serious Health Condition that caused this Leave was diagnosed as follows (from

medical certification):

I hereby certify that this employee is 

or is not 
 (Check One) able to return to work and/or to his/her regular schedule based on the Serious Health Condition diagnosed above without any restrictions, or certify that this employee may return to work and/or to his/her regular schedule but only with the below described restrictions to work and/or schedule:

Physician or Practitioner Information:

Name:         






Address:      






Telephone:  






Fax:             






I hereby certify that the above information is correct based upon reasonable 

medical certainty:

Date:                            





Physician Signature:    




RETURN TO:             Name:    
 






                                    Address:        
 





                                    Telephone:     
 






                                    Fax:               
 




    
