Medical Clearance Certificate
for Employee Return

Employee Details

Name:
Employee ID:
Department:
Position/Title:

Date of Birth:

Medical Assessment
Diagnosis:
Date of lliness/Injury:

Date of Medical Evaluation:

Current Health Status:

Clearance

Is the employee fit to return
to work?

Date of Return:

Remarks / Restrictions (if
any):

Medical Professional Details

Name:
Designation:
License Number:
Date:

Signature:
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