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Disability/FMLA Instruction Form
(Please allow up to 7 business days for your form to be completed.)

Patient Name: ________________________________
Physician: _______________________
Date of Birth: ________________________________
ROC #: _________________________
Best Phone Number:  ​​​​​​​​​​​​​​​__________________________      Employer: _______________________







              Occupation: _____________________
If your form is for disability/leave of absence:

When was (or when will be) your first day out of work?  ___________________________________
How long do you and your doctor anticipate that you will be out of work? _____________________
If you have already returned to work, on what date did you return? __________________________
How would you like your form sent or received? (Choose one)
 FORMCHECKBOX 

Faxed:

Company Name: ________________________________________
Fax #: ________________________________________________
Attention: _____________________________________________
 FORMCHECKBOX 

Mailed to your insurance carrier and/or employer (list address):

Company Name: _______________________________________

_____________________________________________________

_____________________________________________________
_____________________________________________________

 FORMCHECKBOX 
 Mailed to your home address (list address):
_____________________________________________________         


_____________________________________________________
     

_____________________________________________________
 FORMCHECKBOX 
 Emailed to patient:  _____________________________________
 FORMCHECKBOX 

Pick up at location: (You will receive a phone call when your form is ready to pick up.)
 FORMCHECKBOX 
Edwards Mill   FORMCHECKBOX 
Garner   FORMCHECKBOX 
 Cary   FORMCHECKBOX 
Wakefield   FORMCHECKBOX 
Holly Springs   FORMCHECKBOX 
Panther Creek
Authorization to release information: I hereby authorize Raleigh Orthopeadic Clinic to release information to my insurance carrier(s) or employer, as indicated above, concerning my illness and treatments.

Signature of Patient:___________________________________
Date:___________________
