
RETURN TO WORK/SCHOOL FORM 
 
Date:________________________ 
 
This certifies that__________________________________has been under my professional  
 
care for____________________________________________________________________ 
 
and is cleared to return to work/school on: ______________________________________. 
 
Notes: 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
 
Doctor Name: __________________________________ 
 
Address: __________________________________________________________________ 
 
___________________________________________________________________________ 
 
Phone: _________________________________ 
 
Signature: _____________________________ 
 


