MONONA GROVE SCHOOL DISTRICT

CATASTROPHIC SICK LEAVE BANK

REQUEST FOR MEDICAL INFORMATION/STATEMENT FROM ATTENDING PHYSICIAN

I, _____________________________, hereby authorize 
__________________________



Patient

Medical Provider/Physician


_____________________________
__________________________




Address


Address



________________________,___________________
________________________,_______________


City                                         State               Zip
City                                         State               Zip

to release medical information as requested on this form concerning my diagnosis and treatment for my absence from work: 

From _______________ To ___________________.

The medical information released on this form my include but is not limited to medical information concerning treatment of; alcohol abuse, alcoholism, drug abuse, or drug related conditions, HIV testing or treatment of HIV related conditions, injury, illness, psychiatrics/psychological conditions, surgery or other relevant medical information related to absence from work.

Please provide the following information to:  
Catastrophic Sick Leave Bank Committee



Monona Grove School District



5301 Monona Drive



Monona, WI 53716

Patient’s Name:________________________________________________________________

Diagnosis of medical emergency:_____________________________________________________________

________________________________________________________________________________________

Simple explanation of diagnosis in layman’s language:____________________________________________

________________________________________________________________________________________________________________________________________________________________________________

Current Status:____________________________________________________________________________

________________________________________________________________________________________

Is immediate treatment required?______________________________________________________________

Can patient perform assigned duties at work if modifications are made to the working environment? ________________________________________________________________________________________

If yes, please explain modifications required:____________________________________________________

________________________________________________________________________________________

Prognosis:________________________________________________________________________________

How many days if sick leave do you estimate this patient will need before he/she will be able to return to work?___________________________________________________________________________________

Will modifications to the working environment be necessary at that time?_____________________________

If yes, please explain specifics:_______________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________

Do you expect that this patient will be able to return to work in his/her present assignment?____

Any comments/recommendations:_____________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________

_________________________________

   _________________________________

Printed name of attending physician


   Signature of attending physician

_________________________________

   _________________________________

Address





   Specialty area(s)

_________________________________

   ________________            ___________

City, State, Zip




   Phone Number

Date

