
University of Arkansas, Fayetteville  
State of Arkansas 

Catastrophic Leave Bank Program 
Physician’s Certification for Catastrophic Leave 

 
Name:  
(Print or Type)          Last                                               First                                    Middle 
 
Address:   
                                      Street                                                            City/State                                Zip 
 
Authorization to Release Information:  I hereby authorize the undersigned physician to release any 
and all information acquired in the course of my examination or treatment for the purpose of 
consideration by the Catastrophic Leave Committee. 
 
                              
                       (Date)                                                                                           Employee’s Signature  
                              (or Legal Representative) 
 
Brief Description of Employee’s Job Duties: 
 
 
 
 
 
 
 
 
 
 
 

 
The employee is responsible for the completion of this form at his/her own expense. 

All information listed on this form will be kept confidential. 
(To be Completed by the Attending Physician) 

 
The following questions apply only to this illness/injury: 
1. History 
   (a) When did illness/injury first appear?     Month     Day  Year   
   (b) Could this illness/injury be work related?          Yes ______      No ______ 
   (c) To your knowledge has patient ever had the same or a similar condition?    Yes ___ No___ 
         If “Yes” state when and describe:     
     
     
     



2. Present Condition 
   (a) Is surgery:  Required?    Yes ____  No ____  Elective?    Yes ____  No ____ 
         If surgery is required, when was this patient informed by the attending physician? 
         Month    Day   Year  
   (b) Is patient? (Check One) 
         Ambulatory             House Confined             Bed Confined   Hospitalized   
   (c) Give a brief narrative of the nature and extent of the illness/injury:   
  
  
  
 
3. Diagnosis:   
  

  
 

4. Treatment for this illness/injury 
    (a) Date of first visit?              Month __________ Day ______ Year _______   
    (b) Frequency of visits?            Weekly ___  Monthly ___ Other ____________  
    (c) When did you last examine the patient?     Month __________ Day ______ Year ________ 
    (d) Give a brief description of the treatment:    
  
  
  
  
 
5. Prognosis 

(a) If there are no further complications, what is the minimum recovery time to return to 
 work?  Approximate return date:  ______________________________________________ 
(b) What is the maximum recovery time to return to work? 

Approximate return date:  ____________________________________________________ 
(c) Would there be the possibility of this patient returning to work on a part-time basis with 
      job duties altered within reason to better fit his/her needs?  Yes______  No______ 
     (if so, how soon)  Approximate return date:  _____________________________________ 
Please explain limitations:    
  
  

Please Feel Free to Attach Any Additional Documentation 
                             

                Clinic Name                                                                            Signature of Attending Physician 

                              
                  Address                                                                                                        Date 

  
                Telephone         AR 0043 


