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Physician Provider Certificate
Exhibit A

I, a health care provider duly licensed as a
(Name of Hesalth Care Provider)

to practice in the State of Rhode Island, do hereby certify to a

(Health Care Provider Licensure)
a reasonable degree of medical probability that:

I examined treated
(check one or both) (Neme of Patient / Town of Smithfield Employee)
on
(Date/Dates of Examination / Treatment)
The illness injury condition symptoms which I
(check all that apply)
diagnosed treated did functionally impair
(check one or both) (Name of Patient / Town of Smithfield Employee)
from performing his I her regular duties and responsibilities as a
for the Town of Smithfield
(Job Title or Position)
from and continuing through .
(Initial Date of Impairment) (Ending Date of Impairment)

I further certify and confirm that I have been provided with sufficient information, including a
description of the regular tasks, duties, responsibilities and work schedule of

{Name of Patient / Town of Smithfield)
is fit for full and unrestricted duty unless specifically
(Name of Patient / Town of Smithfield)
noted below.
Name of Physician:
(Print Full Name)
Signature of Physician:
(Sign Here)
Date of Signature:

(Enter Date of Signature)



