
Registration #:

Medical Form Template

Other impacts:

Due to a diagnosed medical condition, injury and/or disability _________________________will require 
workplace adaptations for the following impacts (check all that apply): 

The following workplace adaptations are recommended (check all that apply):

The diagnosis is: Permanent ChronicTemporary Episodic

Addi�onal informa�on (op�onal):

Address/O�ce Stamp:

Date:Signature:

Tem
pla

te




