 
Medical ability to Work Form
(To be filled by attending physician)
The purpose of this form is to provide the patient with information that they need to give to their employer to make decisions about accommodating the patient, providing disability leave, or assessing when the patient can resume work. 

Physician’s name and address
………………………………………….
………………………………………….
………………………………………….
I examined ………………………. On ………………………. 
Date of illness or injury ………………………………
The patient is medically able to work with limitations as of ……………………..
Restrictions or limitations 
In my opinion, these restrictions or limitations are:
Temporary:           
………………. Days                                ………………. 4 to 6 weeks 
………………. Less than 2 weeks        ………………. 6 weeks to 3 months
………………. More than 3 months 

Permanent
Date of next appointment is (indicate n/a if not applicable ………………..
My opinions are based on factors indicated below:
……….. Information provided by the patient 
……….. My examination of the patient and my assessment of the findings and health information

I have provided this form to the patient named above. 

Physician’s Name:
Physician’s signature:
Date: 
