 AUTHORIZATION FOR ABSENCE   
Date:_______________            

This is to certify that:
____________________________________________________________
is under my care. In order to avoid aggravation of a health condition, I recommend that this patient be excused from:
☐ Work 
☐ School
☐ P.E.
Until:________________________             
At this time, this patient should not be:
☐ Bending/Twisting 
☐ Pushing/Pulling 
☐ Lifting greater than ______ lbs
☐ Standing for more than _______ minutes
☐ Sitting for more than ________ minutes
Remarks: ____________________________________________________________________________________________________________________________________________________________________________________
Authorizing Doctor: _______________________
Shannon Myers, D.C.


