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Physician’s Report on Work Status and
Extended Sick Leave
	To:

	Date


	From:

	Fax Telephone Number

(661) 336-5183

	In accordance with current collective bargaining agreement provisions, the District may require that absences, as a result of illness or injury, that exceed three (3) days duration be verified by a physician indicating the reasons and projected length of disability.  The District may also require you to document your ability to return to work and perform the essential functions of your position.  It is necessary for you to have your doctor complete this form and immediately return it to the Human Resources Department This form may be returned by regular U.S. Mail or faxed to the telephone number listed above---however the original copy must be received by the Human Resources Department.  

PLEASE NOTE: Completion and submittal of this form shall not constitute acceptance of the medical determination of the reporting physician.  The District also reserves the right to obtain an additional medical authorization before you may return to work if (1) dates are different from previous estimated date of return; or (2) if the return-to-work date is not in reasonable close proximity to the completion date of this form.  To return to work, you must be able to perform the requirements of your position without restriction OR, if restrictions are medically necessary, the Human Resources Department must verify your ability to perform the essential functions of your position with reasonable accommodations.


	Employee’s Consent


	I hereby authorize the release of medical information regarding my physical and medical condition relating to my absence and/or request to return to work from extended sick/medical leave to the SISC Safety and Loss Control department, my employer, Kern Community College District and my employer’s designee, the Human Resources Department.  Information disclosed pursuant to this form shall be used solely for the purpose of evaluating my ability to perform assigned work tasks.  I agree to hold my physician(s) and his/her agents blameless for any liability that might arise as a result of the release of such information. This authorization shall be immediately effective upon my signature and shall expire upon my accepted release to return to work from this illness or injury.  I understand that I have a right to receive a copy of this authorization.



	Employee’s Signature (Mandatory)

	Date
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To Be Completed By Attending Physician

(This information is subject to peer review by another doctor.)

	I hereby verify that this employee has been seen by me on the following dates:



	
	

	
	

	He/she is not able to perform the duties required in their position with the Kern Community College District as a result of illness. 



	Beginning Date
	Ending Date



	Diagnosis/Prognosis



	Estimated date of return to full duty and to perform the duties and responsibilities of their position as

contained in the attached employee’s job description _____________________________________________.

OR Estimated date of return to work with specific restrictions as noted below.



	Please be specific in identifying work restrictions prescribed to the patient/employee.  Your detailed description will enable the District/employer to make appropriate placement decisions without the need for potential telephone clarification.  The District/employer may have a variety of options regarding light duty assignments that may allow the patient/employee to rehabilitate and remain a productive member of the District staff without risk of re-injury.  Unless otherwise indicated, the restrictions will be in effect until the next re-evaluation date indicated below. 

Are any medications or braces/splints prescribed for the patient/employee?     Yes      No

If “yes” please identify and give an explanation.     Medications          Braces/Splints

Explanation:


	Patient/Employee’s re-evaluation date


	

	Physician’s Printed Name

	Telephone Number


	Physician’s Signature

	Date


	Attending physician can return completed form to patient/employee or mail to the Kern Community College District. 
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Original to:  KCCD Human Resources
Copies to:  Physician and Employee

DO/HR
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