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	RETURN TO WORK REPORT



	EMPLOYEE NAME:
	 
	

	EMPLOYEE ID NO:
	     
	

	FIRST DAY OF ABSENCE:
	     
	

	DATE RETURNED TO WORK:
	     
	

	
	
	

	DETAILED DESCRIPTION OF ILLNESS OR OTHER REASON TO WHICH ABSENCE WAS DUE:



	     

	     

	     

	NATURE OF MEDICAL ASSISTANCE RECEIVED IF APPLICABLE:



	     

	     

	     

	IS THE CONDITION NECESSITATING THE ABSENCE CHRONIC?
	YES    FORMCHECKBOX 


	
	NO      FORMCHECKBOX 



	IF YES, PROVIDE BRIEF HISTORY:
	     

	     

	     

	

	     
	
	     
	

	EMPLOYEE SIGNATURE
	
	DATE
	


Advanced Sciences and Technologies, LLC


20 East Taunton Road, Suite 301


Berlin, NJ  08009


Phone:  856-719-9001 / Fax:  856-719-9007


www.adv-sci-tech.com
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