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PHYSICIAN’S STATEMENT 

Describe in lay terms the nature of illness or injury:  _________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Explain the short-term and long-term prognosis: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

Would you categorize this medical procedure as an emergency? Yes  No 

Would you categorize this illness as catastrophic*? Yes No 
*LPISD Board Policy of a Catastrophic Illness for the Employee Sponsored Catastrophic Sick Leave Bank states:

“The term catastrophic illness implies an illness of a very serious and immediate nature, normally involving the

need for extended absence and/or some hospital confinement.”

Has patient had same or similar condition in the past? Yes No 

If “yes”, state when and describe: _________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

Is surgery recommended?  _________     If so, when?  ________________________________ 

Give dates of treatment:  ________________________________________________________ 

Give dates of hospitalization, if any, and name and address of hospital: 

____________________________ 

(Date Admitted) 

____________________________ 

_____________________________________ 

(Name of Hospital) 

_____________________________________ 

(Hospital Address) (Date Discharged) 

(To Be Completed by LPISD Employee) 

Last Name          First Name  MI Employee ID# 

Campus/Department        Position 

AUTHORIZATION TO RELEASE INFORMATION:  For purposes of determining eligibility for benefits.  I hereby 

authorize the La Porte Independent School District Catastrophic Sick Leave Bank to receive from and/or provide to medical 

practitioners, medically related facilities, insurance companies, or my employer, information as to any physical or mental 

condition of myself relating to the claim.  I know that I have a right to receive a copy of this authorization.  I agree a 

photographic copy is as valid as the original. 

___________________________________________________       ______________________ 

Staff  Member’s Signature  Date 

L:\Common\BusinessOffice\Forms Revised: 05/16/2017



Is condition due to a pregnancy? Yes     No 

Is patient still under your care? Yes    No 

Date of next doctor appointment _____________________________________________ 

As you understand the patient’s job responsibilities with LPISD, from your professional 

assessment of the patient’s current condition, can you recommend this person to return to 

work at this time to perform the regular job assignment?              Yes                 No 

Anticipated date patient can return to work? ____________________________________ 

Date: ______________________________ _____________________________ 

Signature of Physician 

_____________________________ 

Type or Print Name of Physician 

______________________________ 

Physician Address 

______________________________ 

City/State/Zip Code 

______________________________ 

Physician’s Office Phone Number 

PLEASE RETURN THIS FORM TO THE PATIENT 

Revised: 04/11/2018L:\Common\BusinessOffice\Forms

OR FAX TO LA PORTE ISD PAYROLL DEPT
(281)604-7119
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