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Physician Verification Required
To:


(Employee Name)
From: 

____________________: Labor Relations Officer




Subject:

Physician Verification of Sick Leave
Date: 


____________________
The Employer finds it necessary to require you to provide a physician’s verification for all future (non-FMLA related) absences due to illness or injury.  The verification must be from a physician who has examined you.  If the absence is due to illness or injury of a member of your immediate family, physician verification must be provided from the treating physician.  The physician’s verification must be personally written and signed by the attending physician or his/her designee.  The physician’s verification must be provided within three (3) business days after returning to work.

This requirement may be lifted once you have maintained at least sixteen (16) hours of sick leave for three (3) or more consecutive pay periods.  When you have achieved this target level you should notify your supervisor.  He/she will work with this office in order to make a final determination and you will be notified of the decision as soon as practicable.

By signing this notice below where indicated, the employee acknowledges receipt of a copy of this notice from the employer.
____________________________________
Employee

Supervisor

c:
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PHYSICIAN VERIFICATION

