
Surgical & Medical Operation Assessment: 

Medical Office Name: _________________________________ Medical Office #: ________________ 

Tree Surgeon Name: ________________________________ Tree Surgeon #: ___________________ 

Location of work/Contact Info: ___________________________________________________________ 

_________________________________________________________________________________________ 

Positive Medical and Tree work: __________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Negative Medical and Tree work: _________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Overall Medical Recommendation: _______________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Medical Certifier: ____________________________ Date: ______________ Time: ______________ 

Notes: __________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Medical Verifier Signature: ____________________________________ Date: ___________________ 

Customer Signature: ___________________________________________ Date: __________________ 

MO / TS Signature: ____________________________________________ Date: __________________ 


