
DISABILITY SLIP
Date _______________________

Date of Injury_________________

Claim # _________________

To whom it may concern:

This is to certify that

___________________________________________________

___________________________________________________

is under my professional care, and has been placed on disability

from ______________________ to _______________________

for the following:

Remarks:

Dr. ________________________________________________

Address ____________________________________________

Phone _____________________________________________

Dr. Signature ________________________________________
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