Attending Physician Statement Form
Centennial Education Association 

Personal Leave Donation Bank 

This form is to be completed by the licensed physician treating the CEA member for a debilitating illness/injury or life threatening disease. 

******************************************************************










___________________










Date completed

Patient Name: __________________________________________

I certify that the above listed person has a debilitating illness/injury or life threatening disease that has resulted in or will result in an inability to perform the essential functions of his/her job.

Date Range employee has been or will be unable to work:

Consecutive Leave
From ________________________ to ____________________________

OR
Intermittent leave     
Estimated frequency (i.e. X per week)  ____________________________




Duration (i.e. 6 months)   _______________________________________

Licensed Physician:


Print Name 
_______________________________________________________

Signature  
_______________________________________________________

Contact info 
_______________________________________________________



_______________________________________________________
Please attach any additional forms/paperwork provided by physician. 

ar: 2/24/11

