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Work Excuse Note
For independent and group outpatient practices




	Provider & Clinic
	

	PROVIDER NAME & CREDENTIALS
	[Full name, MD / DO / NP / PA]

	CLINIC NAME
	[Clinic name]

	CLINIC ADDRESS
	[Street, City, State, ZIP]

	PHONE/FAX
	[Phone or fax for employer verification]



	Patient
	

	PATIENT FULL NAME
	[Last, First]

	DATE OF BIRTH
	[MM/DD/YYYY]



	Visit & Clinical Basis
	

	DATE OF VISIT
	[MM / DD / YYYY]

	CLINICAL BASIS/REASON
	[e.g., "acute respiratory illness" — omit specific diagnosis if patient requests privacy]



	Work Impact
	

	ABSENCE START DATE
	[MM / DD / YYYY]

	ABSENCE END DATE
	[MM / DD / YYYY]

	RETURN-TO-WORK-DATE
	[MM / DD / YYYY]

	RETURN CONDITIONS
	[No restrictions — OR — specify restrictions]



	Attestation
	



This is to confirm that the patient named above was seen in this office on the date indicated for a medical condition.

· The patient was unable to attend work during the absence period noted above.

· The patient is medically cleared to return to work on the return date noted above, subject to any conditions listed.


	Provider Signature
	

	PROVIDER FULL  NAME & CREDENTIALS
	[Full name, MD / DO / NP / PA]

	NPI NUMBER
	[NPI]

	STATE LICENSE NUMBER
	[License #]

	DATE
	[MM/DD/YYYY]




	
	
	

	PROVIDER SIGNATURE
	
	DATE SIGNED




Provided by Commure Scribe | getscribe.commure.com  

For clinical and administrative use. This template does not constitute legal or medical advice. Clinicians are responsible for the accuracy and completeness of all documentation they sign.
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