
 

Patient Signature: _________________________________________       Date: _____________________ 

     

Medical Release Form: 

Patient’s Name: _________________________________   Appointment Date: _____/_____/_____ 

Physician’s Name: ________________________________ Next Appt Date: _____/_____/_____ 

Referral To: _____________________________________ Appointment: _____/_____/_____ 

Employer Contact: _______________________________ Phone Number: ____________________ 

Diagnosis / Condition: ______________________________________________________________ 

Date of Injury: _____/_____/_____      Work Related:  (Yes)   (No)    (Not Determined) 

RETURN TO WORK STATUS: 

Totally Off Work From: _____/_____/_____ To: _____/_____/_____ 

RESTRICTIONS START: _____/_____/_____   (Re-evaluate at next Appointment-See above) 

FULL RELEASE: _____/_____/_____       MEDICALLY STABLE: _____/_____/_____ 

Please complete physical limitations worksheet below or approve attached job specific forms: 

 Time of injury Position:  Approved (   ) Disapproved (   )    

 Transitional Position:  Approved (   )      Disapproved (   ) 

 

By signing this document, I am verifying this information has been reviewed with me by the provider.  

 

Physician Signature: ________________________________________ Date: _____________________ 

 

Print Name: ______________________________________________ Date: _____________________ 


