
Employer Verification of Disability for Insurance
Employee Information

Employee Name: 

Employee ID: 

Position/Title: 

Department: 

Date Hired: 

Disability Details

Type of Disability: 

Disability Start Date: 

Last Day Worked: 

Expected Date of Return: 

Current Status

Current Employment Status: Select

Employer Information

Employer Name: 

Contact Person: 

Phone Number: 

Employer Signature: 

Date: 

Submit
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