Full Name:

Employee Number:

Department:

Contact Number:

Email Address:

Physician's Name:

Medical Facility:

Address:

Phone Number:

Date of Injury/lliness:

Type of Injury/lliness:

Date of Medical Assessment:

Cleared to Return to Work on:

Does the employee have any restrictions? (Check one):
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o U Yes
o [ No

o If yes, describe restrictions:

e | hereby certify the above information is accurate.

e Physician's Signature:

e Date:
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