Office of Human Resources
Self-Certification Return-to-Work Form
If you have previously tested positive for COVID-19 or have been instructed by your healthcare provider to
begin home isolation consistent with current CDC guidance, please complete this form and return it 72 hours
before reporting to your on-campus, office location via email to kmoody@wileyc.edu. Employees must meet the
return-to-work criteria listed below based on the category of which you are associated. In addition, you must attach a
copy of your COVID-19 negative test confirmation along with this form.
Tested positive for COVID-19 with symptoms:
You may discontinue self-isolation once 72 hours have passed since recovery which includes:
 Fever free without the use of fever-reducing medications, and
 Improvement in symptoms (e.g., cough, shortness of breath), and
 At least 10 days have passed since symptoms ﬁrst appeared (onset date).

Tested positive for COVID-19 with no symptoms (asymptomatic):
Persons with laboratory-confirmed COVID-19 who have not had any symptoms may discontinue self-isolation
when at least 10 days have passed since the date of your first positive COVID-19 diagnostic test and have
had no subsequent illness.
Negative test with symptoms:
Persons suspected of having COVID-19 who have been tested and receive a negative test may discontinue
isolation precautions provided they feel well and have been fever free without medication for at least 72 hours.
Close contact with a confirmed, positive case:
If you are a close contact (defined as within 6 feet for 15 minutes) of a confirmed positive case, you may return to
work after the 14-day quarantine period has passed, as long as no symptoms develop. The quarantine period begins
from the last day of close contact.
By completing the information and signing below, I am attesting that I have met the aforementioned requirements.
Employee Name: ________________________________________ Department: _________________________
COVID-19 Test Date: _____________________ Positive COVID-19 Diagnosis Date: ______________________
Date of any onset of COVID-19 symptoms: _________________________
Date and time of resolution of fever without the use of fever-reducing medication: ___________________________
Date and time of last symptom of COVID-19 consistent with CDC guidance on symptoms: ____________________
_____________________________________________
Employee Signature

_______________________________________
Print Name

_____________________________________________
Date

______________________________________
HR Representative

