

	Name:
	_________________________________________

	Supervisor:
	_________________________________________

	Date Leave Commenced:
	_________________________________________

	Date of Planned Return:
	_________________________________________

	
	

	I understand that my restoration to employment is subject to the following condition:



	As a condition of restoration, each employee must provide a written certification from his or her health care provider that the employee is able to resume working.



	
	

	
	

	_______________________________Employee’s Signature


	_______________________________Date



	I have examined ______________________________________ and certify that she/he is fully able to resume working on ______________________________.

	______________________________

Health Care Provider’s Signature
	______________________________

Date


Mississippi University for Women


Notice of Intention to Return from Medical Related Leave








Return to the MUW Office of Human Resources, 1100 College St, W-Box 1609, Columbus, MS  39701.


