DOCTOR NOTES

Participant Number: ____________________________________________________
Patient Name: _________________________________________________________
Patient Address: _______________________________________________________

Certificate of Medical Consultation:

_______________________________ was under my care on ______________ he/she will be able to return to work/school on ___________________________________________________.

Physician’s Comments:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rx ________________________________________________________________________________

Name of Physician: ________________________________________________________________
Office Address: ___________________________________________________________________
Telephone Number: ________________________________________________________________
Signature of Physician: _____________________________________________________________
Date: ______________________________________________________________________________
