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ALLETE/Minnesota Power/SWLP

Medical Verification 

Please have the medical care provider complete and sign this form and return to the HR Department within the time frame identified by your department or the HR Department.
****     TO BE COMPLETED BY EMPLOYEE     ****

Employee Name  
     
   
Job Title:  
     

Reason(s) for Absence (provide explanation):  
     

     

I hereby authorize my medical care provider to complete this form in its entirety and to forward directly to my employer via the secured fax line listed at the bottom of the form.

Employee Signature:  

Date  
     

****      TO BE COMPLETED BY HEALTH CARE PROVIDER      ****
Please provide the medical facts regarding this patient’s condition.

Patient’s Name:  

Date of Exam:  

Medical Condition:  



Date of Next Exam:  

ALLETE/Minnesota Power/SWLP offers a comprehensive Return-to-Work Program. Transitional or modified duty is available to anyone unable to perform their regularly assigned job responsibilities due to an illness or injury. If this is an option for your patient, identify below.*

This is to certify that the above named individual is under my care and

 FORMCHECKBOX 

Is unable to work at this time in any capacity and/or in a modified work schedule for the following days:  _______________________.  Projected Duration:  

If unable to work in any capacity, list specific medical restrictions:

     


 FORMCHECKBOX 

*Is able to return to work on modified duty as of  

with the


following restrictions and length of time (be as specific as possible):  

 FORMCHECKBOX 

Is released to return to work without restrictions as of 

Signature of Health Care Provider
Date

Clinic or Practice Name (please print)
Telephone Number

Fax completed form to:
Secure Fax:  218-355-3914


ALLETE/Minnesota Power



30 West Superior Street  

Duluth, MN  55802-2093


Attn:  Human Resources Dept.—Absence Mgmt







