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CERTIFICATE To RETURN To ScrooL Or Work

To whom this may concern:

This is to certify that Mr./Mrs./Ms éaw‘!ﬁ‘:"é“ . A“fe"’“\

has been under my care FROM: U iy for . ﬁo.- e
and will be able to return to work/schoo] ON: )
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Signature: W MD/PA-C Date: __ ["{[0%
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