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Return to Work Program - Health Status Form 

Part 1 - General Information

Employee’s Name: Employee ID Number

Healthcare Provider Name: Facility Name: 

Healthcare Phone Number: Healthcare Fax Number:

Part 2 - Completed by Employee 

If an extension of leave is required or ADA Accommodation is needed, please contact AskHR

I affirm my intent to return to work on: I am requesting additional leave.  

Employee's Signature: Date 

Part 3 - Health Care Provider’s Release to Return to Work – Completed by Health Care Provider

Please complete the information below. If the estimated return date exceeds the return date on the initial medical 
certification, an updated medical certification may be required.  

Employee is released to return to work at full duty, without accommodation, effective: 

Employee may resume work with the following accommodation(s) effective: 

Expected duration of the accommodation is: 

Full-time or Part-time Hours per day: Number of days per week:

Please list the employees’ condition and any restrictions and job modifications the department may need to 
consider: 

Indicate these restrictions are: Permanent Temporary Until Date:
(specify date, must be after employee has returned to work)

Health Care Provider’s Signature Date 

https://umass.sharepoint.com/:f:/s/LeaveAbsenceTeam/IgB1OYA6BARjQ4J6zzGEQJrSAbH3WnTNgNf9ZYDCzzyvyRw?xsdata=MDV8MDJ8YmJhY2h1QHVtYXNzLmVkdXxkOTIzMzY2ZjQ0MDg0ZDBlZjJkZjA4ZGU2Mjk0YTRkOXw3YmQwOGIwYjMzOTU0ZGMxOTRiYmQwYjJlNTZhNDk3ZnwwfDB8NjM5MDU2NTg3NzE2NzAyMzU1fFVua25vd258VFdGcGJHWnNiM2Q4ZXlKRmJYQjBlVTFoY0draU9uUnlkV1VzSWxZaU9pSXdMakF1TURBd01DSXNJbEFpT2lKWGFXNHpNaUlzSWtGT0lqb2lUV0ZwYkNJc0lsZFVJam95ZlE9PXwwfHx8&sdata=MkNzMUc5bW4zQzhVTE1TNzJ5dDlzL21yOEk3SWhyeVhnajgwZndQOUZRUT0%3d
https://umass.tfaforms.net/f/askhr
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