[image: ]		Allegion Benefits 
		11819 N. Pennsylvania Street
			Carmel, IN 46032
		844-623-9008
Return from Medical Leave of Absence

This form must be completed and submitted to Allegion Benefits at least two business days prior to returning to work.  Submit form by emailing Allegion.USBenefits@allegion.com or fax to 317-810-3986.  

	Section I:  Completed by the Employee

	Because my leave of absence was due to my own medical condition and/or illness, I understand that I must provide a medical clearance signed by my medical provider indicating my fitness for duty, my restrictions (if any) and my release date before I am permitted to return to work.



	Employee Name:	
	
	Employee Telephone Number:

	
	
	

	Employee Job Title:
	
	Supervisor/Manager:

	
	
	

	Leave Start Date: 
	
	Leave End Date:

	
	
	

	
	
	

	
	
	

	
	
	

	Employee Signature			
	
	Date



	[bookmark: _Hlk202787393]Section II:  For Completion by Health Care Provider


I have examined the employee identified in this documentation.

	This is to certify that
	
	may return to work on
	

	
	Name of Patient
	
	Return to Work Date



	Restrictions or Limitations:  
	None
	
	
	Yes
	



	If yes, please explain limitations or restrictions:

	

	

	



	Are these restrictions:  
	Temporary
	
	
	Permanent
	



	If temporary, please provide estimated duration or next appointment date:

	

	
	

	
	



	
		
	

	Signature of Health Care Provider	
	
	Date

	
	
	

	Printed Name of Health Care Provider		
	
	Telephone of Health Care Provider 
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