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Sick Leave Bank (Physician’s Statement)

This completed certificate is required before a member may use his/her sick leave bank entitlement.
To be completed by member

	Member Name
	__________________________________________

	Social Security #
	__________________________________________

	Position
	__________________________________________

	School/Department
	__________________________________________

	Name of Family Member
	__________________________________________


To be completed by physician
	Nature of illness or disability:
	__________________________________________________________

	_______________________________________________________________________________________


I hereby certify that the above name family member is totally unable to work because of the illness or disability indicated above and that an approximate return to work date is ________________________.

__________________________________________                                       _________________________

	Typed or Printed Name
	____________________________________________

	Address
	____________________________________________

	
	____________________________________________

	Telephone
	____________________________________________


Physician’s Signature                                                                                                                                          Date

