EmployeeReleasdo Returnto Work

Returnformto: Oregonlnstitute of Technology = Phone: 5418854028
3201Campudrive,Snell107 Fax: 5418516200
KlamathFalls OR97601

Employee ID#
Position/Job
SECTION: WORKSTATUS®selecbne)
[] OPTIONSOHR@@bsedo Modified Work Statusfrom (date): to:

Cognitive/Psychologic@lomponents

[ ]Yes[ ]No

Isthe employeeexpectedto materiallyimprovefrom medicaltreatment or the passageftime? [ ]Yes[ ] No

pp
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EmployeeReleasdo Returnto Work

SECTIOR: COGNITIVE/PSYCHOLOGICBMPONENTS

Doesemployeehaveanycognitiveor psychologicatonditionswhichwouldimpactreturn to work?
If no, please

SECTIOM: OTHERRESTRICTIONS

If there are other job restrictionsyou havenot describedelsewhere pleasedescribehere:

Isthe employeecurrently prescribedmedicationthat would impair job function or safety?If so,pleasedescribe:

Areall listedwork restrictionsmedicallynecessary? | [ ]Yes[ |No

SECTION: CERTIFICATION

| certify that the information providedin this form istrue and correctto the bestof my knowledge.

Medicalprovider'ssignature: Date:

Printprovider'sname: Phone:
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