HEPS
(N
RETURN TO WORK MEDICAL CERTIFICATION FORM

(To be completed following FMLA, LOA, or other medical leave for personal illness and maternity reasons only.)

Return to: HR Benefits Office
© 102 S. Hickory Avenue, Bel Air, MD 21014 ¥, Phone: 410-588-5275 @@ Fax: 410-809-6252

e This form should be submitted to the Benefits Office at least two (2) business days before your anticipated return-to-
work date, where applicable.

o All sections must be fully completed. Corrections in the provider’s section must be initialed and dated by the provider.
Forms containing white-out will not be processed and will be returned.

o Employees may not return to work without written medical clearance from their healthcare provider confirming that
they can perform the essential duties of their position, with or without restrictions. A copy of the job duties can be
available upon request to the provider.

e For Extended Maternity/Paternity/Childcare Leave: Medical clearance must reflect the employee’s health status
following delivery. If leave extends beyond the standard 6- or 8-week postnatal recovery period, this form must
indicate the medical clearance date, not the planned return date. Employees may continue approved bonding leave up
to the maximum allowed under FMLA.

To Be Completed by the Employee:
Employee Name: Employee ID:

Location/School: Job Title:

To Be Completed by Healthcare Provider:

[ certify that can return to work and is medically able to perform the essential
(Employee's Full Name)

functions of their job:

Please select one:

[ Without restrictions, effective __/__/___ (skip to bottom of the page)
[ With restrictions, effective __/__/ (complete section below)
Restrictions: Clearly describe any work restrictions and required assistive devices required (e.g., lifting limits, walker,

sling, boot, etc.) if applicable. All restrictions will be reviewed for possible accommodation, and the HR Case Manager will

follow up regarding return-to-work eligibility.

Restrictions are to be in effectfrom __/__/__ _to__/__/___
Restrictions will be re-evaluatedon: __/_/ L1 N/A (end date above is end of restrictions)

Healthcare Provider Information

¢ Provider Name:  Telephone Number:

e Practice Address:

Provider Signature (no stamps/designee signatures): Date Signed: __/__/

Employees are notified of the return-to-work requirements in their FMLA rights and responsibilities notice.



