[image: image1.emf]

FITNESS FOR DUTY

(Return to work certification)

Employee: 
     

Department: 
     

Status:
 FORMCHECKBOX 
 Full time
 FORMCHECKBOX 
 Part time
On leave since: 
     

You have my permission to contact the physician indicated on this certification for purposes of clarification and authentication.

Patient/Employee Signature

 Date

To be completed only by Physician

Effective 
 the above-named employee is certified as fit to resume work duties as follows:


 FORMCHECKBOX 

Full time duties, no restrictions
 FORMCHECKBOX 

Full time duties, with restrictions


Able to perform all essential duties

Released to work with restrictions

(see attached description of essential job duties) 
(describe restrictions as they relate to the attached description of essential job duties):


 FORMCHECKBOX 

Part time duties, no restrictions
 FORMCHECKBOX 

Part time duties, with restrictions 


Able to perform all essential duties

Released to work with restrictions


(see attached description of essential job duties) 
(describe restrictions as they relate to the attached description of essential job duties):

Additional comments, if any:

Name of Health Care Provider: 

Telephone: 

Address: 





Type of practice/specialty: 



Signature: 


Date: 


This form may be completed and faxed to:
ATTN: 
HUMAN RESOURCES, FMLA



SHAWNEE STATE UNIVERSITY



Fax: 740 351.3505 
or
Phone: 740 351.3420
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