Employer Statement for Disability Benefits

— Employee Information
Enployee Name: | |

Employee ID/SSN: | |

Job Title: | |

Departent: | |

— Employment Details
Date Hired: | |

Last Date Worked: | |

Reason for Leave: | |

Expected Return Date: | |

— Income Information

Weekly Wage: | |

Other Income (if any): | |

— Employer Confirmation

Enmployer Name: | |

Title: | |

Signature: | |

Date: | |
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