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BROCKTON PUBLIC SCHOOLS
PLEASE HAVE HEALTHCARE PROVIDER COMPLETE AT BEGINNING OF DISABILITY

CERTIFICATION OF TEMPORARY DISABILITY DAYS
Please Print
EMPLOYEE NAME__________________________________________ HOME PHONE ___________________
POSITION_____________________________________________ SCHOOL______________________________
This form should be completed by the attending healthcare provider at the beginning of the disability and returned to the Human Resources Office at 43 Crescent St. Brockton, MA 02301 or FAX 508-580-7091.
I, _________________________________________________, do hereby certify as follows: 
Name and Title of Healthcare Provider

1. That I examined ____________________________________________on the following dates:
                                                       Name of Employee
_______________________________________________________________________________.

2. That _______________________________________________became disabled, to the extent of
                                         Name of Employee
being unable to perform his/her duties as an employee, on________________________________.
                                                                                                                                  Date
3. That I base my opinion of his/her disability on the following facts:
 	
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
Please provide a detailed description of employee’s condition that is indicative of the claimed
disability. Please use the reverse side for additional space, if necessary.

4. Estimated time of disability:____________________________________________________________


Signature of Healthcare Provider ___________________________________________Date___________________

Address of Healthcare Provider ____________________________________________________________________

Telephone#__________________________
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