TREATING PHYSICAN'S QUALIFYING STATEMENT

The information that you provide will be used to assist (qualify) the employee in question in receiving Donated Leave from another employee as provided for by the Mississippi Legislature.

Date:____________________

Patient Name ( Last, First, MI)________________________________________________________

Date of Treatment/Surgery:__________________________________________________________

Treatment Classification: (i.e. Major or Minor)____________________________________________

Description of the Catastrophic Illness/Injury/Surgery (please be specific to include brief description of procedure):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prognosis for recovery ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anticipated date the employee will return to work( if no recovery date can be determined please provide explanation).

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would the current condition result in intermittent absences from the employee's job, if the employee were required to work?
 Yes_____
No_____

Would the current condition/treatment that the employee suffers from be deemed long term in nature requiring a long recuperation time?  

    Yes_______No________ (if no, please provide explanation)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would you classify the employee as disabled during the recuperation period?

Yes______
No_______ (if no, please provide explanation)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Physician_______________________________________________

Business:_________________________________________________________

Address:__________________________________________________________

Telephone:_____________________________  FAX:___________________________________
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