Afya Primary Care




Address
470-645-2849/470-890-0848
	Name
	DOB:

	

	Date of Illness/Injury:

	

	
	

	_____
	May return to work on ____________________ with no limitations or restrictions.



	_____
	May return to work on ___________________ with the following restrictions and limitations.



	

	Limits and Restrictions



	Duration of activity per day:

	

	Lifting limitations and restrictions


	

	Walking duration and restrictions


	

	Driving limits


	

	Activates to be specifically avoided


	

	Others:


	

	Comments:



	

	__________________________________________________                    ______________________________

Signature of Provider                                                                            Date       


Return to Work








