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ADVANCE \u10Long-Term Family and Medical Leave 

Return to Work Certification

For Academic Student Employees

(12/2010)

	
	Employee Name:
	Last 

	First

	Middle Initial


	
	Department:  

	
	Department Contact:  

	
	Telephone:  

	
	ADVANCE \u3



	
	PLEASE COMPLETE THE FOLLOWING AND RETURN DIRECTLY TO THE DEPARTMENT PRIOR TO THE RETURN TO WORK DATE.

	
	Please review the attached job description.  Is the employee able to perform all the functions of his or her job?






 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes, with restrictions or accommodations



	
	Please list any restrictions or describe accommodations which the department should consider:



	
	

	
	

	
	

	
	Are the restrictions:
 FORMCHECKBOX 
  Permanent

 FORMCHECKBOX 
  Temporary, until (date):       


	
	Comments:



	
	

	
	

	
	Employee is released to return to work effective (date):  

	
	Name of Health Care Provider:  

	
	Specialty:  

	
	Address of Health Care Provider:  

	
	_______________________________________________________________________

Signature of Health Care Provider




Date
	
Place address stamp here.


RETN:  3 YEARS
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