Employee Short-Term Disability Claim Form

Employee Information

Full Name: ’ ‘

Enployee ID: ’ ‘

Department: ’ ‘

Email Address: ’ ‘

Disability Information

Start Date of Disabilty: |

Expected Return Date: ’ ‘

Reason for Disability:

Physician's Name: ’ ‘

Physician's Phone: ’ ‘

Authorization

[ 1 authorize the release of my medical information for the purpose of disability benefits processing,
my

Enployee Signature: ’

Date: ’ ‘

Submit Claim
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