SUBSEQUENT MEDICAL ABSENCE
Attention: WCB Adjudicator/Case Manager or Disability Insurer

Date: ___________________________
RE:
Name: ________________________

Project: _________________________

Date of Injury/Illness: _____________

Contact Phone: ___________________

Claim #: _____________________

Contact Fax: _____________________

Employee #: ____________________

Please be advised that the above-named employee was absent from work at ________am/pm on         (date)            in connection with the above injury/illness.  The employee will/will not (circle one) be paid for this period of absence.

Hourly pay at time of accident $ ___________

COMMENTS: __________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have any questions or concerns, please contact myself directly at (your telephone #).
Thank you,

(Your name & title)
________________________________________________


(Name Printed)
(Signature)

