PHYSICIAN’S VERIFICATION OF ILLNESS
Date
Address

Dear      :

Our employee,      , has been absent from work on the following dates:       .

We have been advised that the employee has been under your medical care.  We would appreciate your filling out the form below for our records.  A stamped, self-addressed envelope is enclosed for your convenience in returning this form.

Sincerely,

Name

Job Title

Employee acknowledgment of request and permission to provide requested information.

Employee Signature

Date

	Physician’s Report

	As a duly licensed physician, I certify that between the dates of      

 and      

, 20     ,      



, was under my care and was medically unfit for work.

I saw and treated this patient on the following dates:       
.
I believe that this patient may return to work on      
with the 

following work restrictions 


.



	Physician’s Signature:


	Date:



