Fitness for Duty Certification

District Name, address, contact person and fax number.
Employee: 














Department/Location: 













Status:     ( Full-time     ( Part-time     On leave since (date): 








Information below to be completed by health care provider:

Effective as of (date): 







 I have examined the employee, reviewed the information provided including pertinent medical records and the Essential Job Function Analysis for the above named employee, and hereby certify the following work status:
(
Unable to safely perform the essential job functions of position.

(
Full-time duties, no restrictions

(
Full-time duties, with the following ( permanent ( temporary work restrictions: (cite conditions and duration): 

(
Part-time duties, no restrictions

(
Part-time duties, with the following ( permanent ( temporary work restrictions: (cite conditions and duration): 

(
Intermittent duties, with the following restrictions (cite conditions and duration): 






Additional comments, if any: 












Name of health care provider: 












Address: 














Type of practice specialty: 





Telephone: 





Signature: 







Date: 





