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NOTE:  Before using this form, you should have an agency policy in place that addresses attendance issues.  You should state in that agency policy that after ____ days or occurrences of sick leave that was not pre-approved, you will be placed on Verification of Personal or Family Illness Requirement.  Please remove this paragraph before issuing as an official form.
TO:

FROM:

DATE:

SUBJECT:
Verification of Personal or Family Illness Requirement

Effective _______(date), you are required to submit a healthcare provider’s statement in order to receive approved sick leave.  The statement from your healthcare provider must meet the following requirements:

1) It must be an original document that reflects the signature of the healthcare provider.

2) The statement must verify that you were unable to work due to illness, injury or treatment of yourself or an immediate family member.

3) The statement must confirm the specific dates that you were unable to work and that you are able to return to work.

You are required to submit the statement on the first day of your return to work.  In the case of an extended absence, you may be notified that you are required to provide the statement prior to your return. 

Failure to provide the statement will result in the denial of the use of paid leave and your leave being charged to unauthorized leave without pay.

This requirement is in effect for six months ending ________(date); at which time your time and attendance will be reviewed and a decision made regarding the continuance of this requirement.

Employee Signature


Date

____________________

______________

Supervisor Signature


Date

_____________________

_______________

