SEDGWICK COUNTY

FAMILY MEDICAL LEAVE 

RETURN TO WORK CERTIFICATION FORM
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PART I: TO BE COMPLETED BY EMPLOYEE_________________________________________________________________

1. Name of employee:                        Date:       
3. I certify that on     , I will resume performing the functions of my position.

4. FML Return to Work is for:   FORMCHECKBOX 
 Employee (complete Part II)      FORMCHECKBOX 
 Covered family member or next of kin.

5. Signature of Employee:________________________________________  Date:____________________________

_________________________________________________________________________________________________

PART II: TO BE COMPLETED BY EMPLOYEE’S HEALTH CARE PROVIDER____________________________________ 

Has employee reached the end of his/her healing period?   Yes_____   No_____

Is employee able to perform all of the essential functions of his/her position?   Yes_____   No______

Essential functions were provided, please indicate any that are of concern in light of employee’s current condition.

________________________________________________________________________________________________

Is employee able to work his/her normal work schedule?   Yes_____   No_____   If no, please identify the number of hours per day/week employee can work, and the expected duration of the period for the reduced schedule.

________________________________________________________________________________________________

Is employee able to return to work without posing a significant risk or substantial harm to him/herself or others?   Yes_____  No_____

When can employee return to work?  _______________________________

Restrictions?   Yes_____   No_____   If yes, describe what restrictions apply and duration of restrictions in comments.

Comments:_______________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Physicians Signature________________________________________

Date___________________________

Health care provider’s name and address:____________________________________________________________

________________________________________________________________________________________________

