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TEMPORARY MEDICAL WORK RESTRICTION AGREEMENT 
Supplemental 

 

Employee Name: ______________________________________   MWRA Date: _________________ 

Supervisor Name: ______________________________________ Phone No# ____________________ 

Medical work restrictions continued from Page 1: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reasonable Accommodation Identified continued from Page 2: 
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