
RETURN TO WORK RELEASE FORM 
 
____________________________         ____________________________ 
(Print or type client's/patient's name)   Recovery Specialist 
_____________________________         ____________________________ 
                   SSN#      LIC # 
 
The above health professional has been under my/our care since _______(date).   
He/she is released to return to work in ______________________________as  
                                                   (Type of work/profession)     
of__________________ provided the health professional is compliant with return  
              (Date) 
to work guidelines. 
 
 
Healthcare Provider comments or conditions to release, if any: 
 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
________________________________________________________________ 
Print Name & Credentials of Healthcare Provider 
 
________________________________________________________________
Print Name of Treatment Program/Hospital 
_________________________________________________(______)________ 
Address                                                                                       Phone Number 
________________________________________________________________ 
Signature of Provider                                                                   Date 
 
  
FOR USE BY RPP STAFF ONLY: 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
________________________________________________________________ 
RPP Medical Director                                                                                       Date 

 
 
 

300-A Outlet Pointe Boulevard, Suite 100, Columbia, South Carolina 29210 
Telephone 803-896-5700 Toll Free 24hour helpline 1-877-349-2094 

Fax (803) 896-5710 
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