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Sick Leave Bank Health Provider Medical Statement
To be completed by Health Care Provider
Your patient has requested a donation of leave time due to a medical need. In order for this request to be reviewed, a medical provider’s statement must be completed. Please provide general information regarding the medical needs of the employee and/or their immediate family member.
General Information
Patient Name:	Click or tap here to enter text.
Health Care Provider Name: Click or tap here to enter text.
Health Care Provider Address: Click or tap here to enter text.

Medical Statement
Diagnosis: Click or tap here to enter text.
Prognosis: Click or tap here to enter text.
Please provide a general description of the medical need including history of illness/injury and facts related to the condition. Include dates of treatment, hospitalization, duration of condition, etc.
Click or tap here to enter text.

Duration of Medical Need
Medical Leave Start Date: Click or tap here to enter text. 
Medical Leave End Date: Click or tap here to enter text.
Return to Work Estimated Date: Click or tap here to enter text.

Provider Certification
Medical Provider Signature: ____________________________________________________
Date: _______________________________________________________________________
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