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Sick Leave Bank (SLB) 

                                         Physician’s Statement Form

The patient is responsible for the completion of this form without expense to NMSU.  When making a request for a withdrawal from the Sick Leave Bank, the patient is required to submit a completed Sick Leave Withdrawal Form in addition to a completed Physician’s Statement Form.  
	Authorization to Release Information (completed by patient/employee)

	I hereby authorize the physician and or the physician representatives to provide NMSU HR Services/Benefit Services, or any of its representatives, all information, facts and particulars which may be requested regarding the physical condition of, or treatment of (Print Employee Name)    _________________________  . A copy or facsimile of this form shall have the same effect as the original.  

	
	
	
	
	

	Signature of Employee or Legal Representative                                                                      
	
	Date  
	
	Aggie ID or Date of Birth

	The following sections must be completed by the treating physician.

	Physician Information 

	Name of Physician (please print)
     
	Office Phone (xxx-xxx-xxxx)
     

	Office Mailing Address (Street, City, State, Zip)
     
	Office Fax (xxx-xxx-xxxx)
     

	Patient Information and History 

	Name of Patient (Last, First, Middle) 
     
	Date of Birth (mm/dd/yy)
     

	When did the symptoms first appear or accident happen (mm/dd/yy):
     
	Is this a work related injury or illness with NMSU? 

  FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No

	Is this a work related injury or illness with another employer? 

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	If yes, list name and phone number 
     


	Was the patient referred to you by another medical doctor? 

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	If yes, list referring doctor’s name and phone number
     

	

	Patient Present Condition 

	Is the patient’s present condition the same condition or related to, resulting from, or recurring from a previously diagnosed condition for which he/she previously received treatment?  

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No

	For the present condition, was the patient hospitalized?  

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	For the present condition, did the patient have surgery?  
 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No

	If yes to hospitalization or surgery, please list all dates. 

     



	Appointment Information (completed by physician) 

	Date of first visit for this condition (mm/dd/yy)  

     
	Date of next visit for this condition (mm/dd/yy)  

     

	Was the patient seen today?  

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	If no, then date of last visit for this condition (mm/dd/yy)
     

	

	Patient Incapacity - EMPLOYEE

	Status of condition:  

 FORMCHECKBOX 
  In recovery, expected to return to work             FORMCHECKBOX 
 Serious, not able to return in the foreseeable future 

	Is the patient temporarily unable to perform any duties of his/her job?  

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	If yes, beginning date (mm/dd/yy)
     
	If yes, end date  (mm/dd/yy)
     

	

	Patient Incapacity –FOR USE ONLY IF A FAMILY MEMBER IS THE PATIENT

	Status of condition:  

 FORMCHECKBOX 
 In recovery, employee assistance needed in short term     FORMCHECKBOX 
 Serious, employee assistance needed in long term

	Will the employee need to be absent from work to assist in care of the patient?
 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	If yes, beginning date (mm/dd/yy)
     
	If yes, end date  (mm/dd/yy)
     

	

	Extent of Disability for patient’s regular occupation (completed by physician)

	What is the usual recovery period for this condition?   
     

	Comments or Concerns:  
     

	Genetic Information Nondiscrimination Act of 2008 

	The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. “Genetic information” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services. FORMTEXT 


	Certification

	I hereby certify that the above information is true and correct. I confirm that I am the treating physician for the patient above with the injury/illness for which the statements above are referenced. I certify the information provided is objective and relative to this patient’s application to the New Mexico State University Sick Leave Bank.   FORMTEXT 



	
	
	

	Signature of Medical Doctor/Surgeon
	
	         Date
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