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EMPLOYEE NAME:                                      SECTION:                                    DATE:                   


EMPLOYER REPRESENTATIVE:                                                            PHONE NUMBER:                       


ESSENTIAL DUTIES OF JOB TITLE:                                                                                          

		     DUTY							 IS EMPLOYEE ABLE TO PERFORM THIS DUTY:     YES        NO
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SIGNATURE OF PHYSICIAN									      DATE

                                                                      		                                          
PLEASE PRINT NAME OF PHYSICIAN								SPECIALITY
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