Return to Work Doctor's Note

[Healthcare Provider's Name]

[Healthcare Provider's Address]

[Healthcare Provider's Phone Number]
Date:
To:

[Employer's Name]

[Employer's Address]

Patient Name:

[Patient's Name]

[Patient's Date of Birth]
Diagnosis:
Date of Last Examination:

Current Restrictions or Limitations:

Recommended Accommodations or Modifications:

Date of Clearance to Return to Work:

Healthcare Provider Signature:
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