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Medical Excuse / Return-to-Work Note
[Clinic or Hospital Letterhead] (Include Clinic Name, Address, and Phone Number)
Date of Issuance: [Current Date, 2026]
To: [Recipient Name, School, or Employer Name] [Address]
RE: MEDICAL VERIFICATION FOR [PATIENT FULL NAME]
Patient Information:
· Name: [Patient Full Name]
· Date of Birth: [MM/DD/YYYY]
· Date(s) of Evaluation: [Date(s) the patient was seen]
To Whom It May Concern,
Please be advised that [Patient Name] has been under my medical care and was unable to attend [work/school/functions] starting on [Start Date of Absence].
The patient is medically excused from all responsibilities from [Start Date] through [End Date].
The patient is cleared to return to [work/school] on [Return Date, e.g., Monday, February 16, 2026].
Upon returning, the patient is subject to the following restrictions for a period of [Number] days:
· [e.g., No lifting objects over 10 lbs.]
· [e.g., Must be allowed to sit for 10 minutes every hour.]
· [e.g., Excused from physical education (PE) classes.]
· [e.g., Full duty with no restrictions.]
I certify that the information above is true and correct based on my clinical evaluation. If you require verification of this note, please contact our office during standard business hours at [Phone Number]. Due to patient confidentiality laws (including HIPAA), we cannot discuss specific medical details without a signed release from the patient.
Sincerely,
(Signature)
[Practitioner’s Printed Name] [Title: MD, DO, PA-C, NP, etc.] [License Number & State] [Clinic Stamp - Optional but Recommended] | HugueTemplate.Net
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