Work-Related Illness Documentation

Enployee Narme:

| |

Position/Job Title:

| |

Department:

| |

Date Iliness Began:

| |

Description of Ilness:

How is the illness work-related?

Medical Attention Sought:

| |

Number of Days Absent:

| |

Additional Notes:

Reported By:

| |

Date Reported:

| |
Submit
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