FILE:  GCCAAA-E(3)
PHYSICIAN’S CONFIRMATION OF SICK LEAVE

Name of employee, spouse or child (circle one)

School or department of employment

I hereby certify that the above named employee (or employee’s spouse or child) has been under my care for treatment of 





 which has required that the employee miss work for an extended period and is considered a catastrophic illness/injury.  The employee should be able to return to performance of duties associated with his/her job on or about 




 (date).

Physician’s comments:  











Physician:  Please add further supportive documentation, where available.

Signature of attending physician



Date
Newberry County Board of Education


