
Schedule B - Application for Sick Leave & Income Protection Benefit & Return to Work Authorization 
Instructions: 
1. I t  i s  the  employ ee’s  r esp ons ibi l i t y  to  hav e  th i s  form co mpl e ted  an d eve ry  r easo nabl e  e f fo r t  sh ould  be  ma de to  

h ave  th i s  re tur ned t o  h i s /h er  no n-uni on s uper v i sor  on r e tur n to  work ,  o r  as  re ques t ed .  
2. S ect ion B,  qu es t io n 2  or  3  mu s t  s ta te  your  exact  r e tu rn to  work  date .    
3. I f  t her e  i s  chan ge  in  yo ur  abi l i t y  to  p er for m yo ur  no rmal  j ob,  i t  i s  impo r tant  to  h ave  Sec t i on B c omple te d  and 

gi ve  i t  t o  y our  n on-u nion supe rv i sor  wi th i n  10 c alend ar  da ys  o f  f i r s t  day  of  s i ck  l e ave .  
 PHYSICIAN:  THE FOLLOWING CONFIDENTIAL INFORMATION IS NECESSARY TO PROCESS OUR EMPLOYEE’S 

CLAIM FOR SICK LEAVE PAY AND TO ASSIST US IN PLANNING WITH RESPECT TO HIS/HER ABILITY TO RETURN 
TO WORK.  PLEASE RETURN COMPLETED FORM TO YOUR PATIENT. 

SECTION A: TO BE COMPLETED BY EMPLOYEE 

NAME___________________________________________________EMPLOYEE NO.________________ 
JOB TITLE______________________________________DEPT.__________________________________ 
WO RK LO CATION_________________________SUP ERVISOR’S NAME_________________________ 

DATE OF 1S T DAY ABSENT__________________________________________________________ 

NATURE OF ILLNESS_____________________________________________________________ 
This signature authorizes the undersigned physician(s) to release information concerning my present medical 
condition to the CBRM/Occupational Heath Nurse or Doctor. 
 
E MPL OYEE’S SIGNAT URE ______________________________________DATE _____________________ 
 
SECTION B: TO BE COMPLETED BY ATTENDING PHYSICIAN 
1. THIS EMPLOYEE  HAS BEEN ABSENT FROM WORK AND UNDER MY CARE FROM __________ TO____________ 

2. HE/SHE MAY RETURN TO WORK ON______________________________________WITH NO RESTRICTIONS 

3. HE/SHE MAY RETURN TO MODIFIED WORK ON____________________UNTIL________________________WITH 

THE FOLLOWING RESTRICTIONS____________________________________________________________________ 

__________________________________________________________________________________________________________ 

SECTION C:  TO BE COMPLETED BY ATTENDING PHYSICIAN                       CONFIDENTIAL 
4. NATURE OF ILLNESS_______________________________________________________________________________ 
___________________________________________________________________________________________________________ 

DATE OF ONSET______________________DATE OF FIRST EXAMINATION______________________________________ 

� OFF THE JOB INJURY  � ILLNESS 

PRESENT TREATMENT____________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

DATE HOSPITALIZED  DAY________________MONTH________________YEAR_____________________ 

IF REFERRED, TO WHOM__________________________________________________DATE__________________________ 

5. PROGNOSIS OR ADDITIONAL COMMENTS__________________________________________________________ 

___________________________________________________________________________________________________________ 
6. NAME AND ADDRESS OF PHYSICIAN (please print)_____________________________________________________ 
___________________________________________________________________________________________________________ 

7. NAME AND ADDRESS OF PHYSICIAN (please print)_____________________________________________________ 

___________________________________________________________________________________________________________ 

PHYSICIAN’S SIGNATURE__________________________________________ Date ___________________________________ 

Where an employee deems information in Sections B & C to be confidential, they can return same to non-union supervisor in a sealed envelope marked 
“MEDICAL REPORT” addressed to CBRM Occupational Health Nurse c/o HR Department or deliver directly to the CBRM HR Department. 
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