
{Doctor's Name}
{Doctor's Address}

Date {00/00/0000}

RE: {Employee Name}

This is to confirm that the above-named person underwent medical evaluation at my office. 
This is to certify that {he/she} is sufficiently recovered to go back to work safely, 
with the following limitations.
{Limitation or special arrangements}

Sincerely,
{Doctor's signature}
{Doctor's name}



