Statement of Fitness for Work
For social security or Statutory Sick Pay
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and, because of the

following condition(s): m%;a\ .

| advise you that: D you are not fit for work.
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If available, and with your employer’s agreement, you may benefit from: =~

D a phased return to work Bgmended duties
lZFltered hours D workplace adaptations

Comments, including functional effects of your condition(s): . »
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This will be the case for l 2 M/gj a J
or from { / / ‘ to I / / \

I will/will not need to assess your fitness for work again at the end of this period.
(Please delete as applicable)
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