Date:

In order to ensure your form is completed correctly, please fill out this worksheet.

Due to the complexity of the form, the information required and physician
signatures this process takes 10-14 business days.

Please be sure that the employee section of your disability or FMLA form is filled out completely
and signed by you.

Our new policy states a charge of $25.00 will be assessed to complete each form. Payment is
expected when the form is left at the office for completion. This form will not be completed until
this fee has been collected.

Patient Name:

Date of Birth: / / Physician:

Is this form for someone other than the patient? YES or NO

If so: Name of Person Requesting paperwork and Relationship to patient.

Name Relationship to Patient
Are You Requesting: [0 FMLA (Questions 1-5-BLOCK OF TIME ONLY)
O Intermittent Leave-FMLA (Skip Questions 1-5)
O Short Tem Disability
OO0 Insurance Benefit such as AFLAC

O Other, Please specify type of form:
If you are requesting disability/FMLA due to an absence from
work(i.e. hospitalization), the information below is required:

First DATE you were unable to work:

Date returned or expected to return to work:

Brief Job Description:

Recently Hospitalized? Yes or No Date/s:

Have you followed up with your physician since discharged from the hospital?
Yes or No If No, Please schedule a follow up

6. Name & Specialty of other treating physicians, Please list:

EANE SRRVER S o

‘When ready:
Please Call @ Pick Up @
Name Phone # Location
Faxto
Name/ Company Fax #
Comments:
Thank You
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Received By: Location: Completed By: Date:




