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(PSOR\HU QDPH DQG BBBRB\B
SECTION II: For Completion by the EMPLOYEE
INSTRUCTIONS to the EMPLOYEE: 3 OHDVH FRPSOHWH 6HFWMRKLY, IRHUIR WHR MRYXLD
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JLUVW OLGGOH /IDVW

1DPH RI IDPLO\ PHPEHU IRU ZKRBH BB ERB B BEBEBHBEBEBHBEB BBBEBBBBBBBBB
J)LUVW OLGGOH/DVW
5HODWLRQVKLS RI IDPLO\ PHPEHU WR \BEEBBBBBEBEBEBBBBBEBBDBMDBBMBMBMBI

, 1 IDPLO\ PHPEHU LV \RXW W RR} B HH X5 R B/IBERBEBB B BESBHB B B BHEBHB

'"HVFULEWRXIDX8BORYLGH WR \RX{WIDRBICOHWVWPEDWH OHDYH QHHGHG WR S

(PSOR\HH 6LJQDWXUH 'DWH
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SECTION lll: For Completion by the HEALTH CARE PROVIDER
INSTRUCTIONS to the HEALTH CARE PROVIDER: 7KH HPSOR\HH OLVWHG DERYH KDV |
WKH )O/$DVURH RESDWLHQW $QOYGHRPEKMIEBSOLFDEOH GHDYRAM BHIORIA WL I
VHHN D UHYV SR}V H B X@ORIRIWD FF R Q G LRAHLGRWYY FW BIENXWH U B AR O \GW

HVWLPDWRB ERPHGLFDO MQRZIOHEBBHOPPLQDWLRQ RAHWWMHE D W EHIMW\ R X
FDQ WHEKWBRVDYV 3OLIHWLPH ~ 3 XQNQRDPD®QRW ERLYGHWHHRMW WWRHGHWHUP
FRYHUDJHRKXUPHWSRQVHYV WR WKH FR QW LOWHUARBD MRV ZRUIGARK LVOK R USPIDWMLLHR
DERXW JHQHWLF WHVWYV DV GHILQHGHWYDNEGHILQHG LQ RU) J9H QfH W L
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:LOO WKH FRQGLWLRQ FDXVH HSLYHRGWHEH GGIDMULHH Q B/VI 8 R B LRDALWDOLCE\ DS
DFWLYBBBBM BBBB<HV

%DVHG KIEBQWLHQW IV P8 GLRXY KREFBUHGLBBOWIRRQ HVWLPRWH Wl
IODUH XSV DQ® WK B DXKNG®WRBRYSWRHAVSDWLHQW PD\ KDYH REBBW WKH
HYHUPRQWKY ODVWLQJ GD\V

JUHTXHBBEBBB WBBEBBSEMHN FR GW®EKBB
'XUDWLRKRBEBBBR GD\ WSEMRGH

'RHV WKH SDWLHQW QHHG FBBHBSBBRENM WKHVH IODUH XSV"
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND P UBLIC BURDEN STATEMENT

| VXEPLWWHG LW LV PDQGDWRU\ IRV GIPBORRN XY HVIRQUWM WHILL DHFRE\GR | IR K

& )5 t 3HUVRQV DUH QRW UHTXLUHG WRIRHRBWQRBQVRQWKLVY EROGHFWIRY |
FRQWURO QXPEHU 7KH 'HSDUWPHQMDRH/DBRLUYHVUWLRIRWHVPW®&RWHW!IRUOWLHV SR (
FROOHFWLRQ RI LQIRUPDWLRQ LQERKWLRQW KHH VU P KL IQRIUHY HW W H 2 1 QE QIR WR B K F
GDWD QHHGHG DQG FRPSOHWLQJ DQBDWHRICH Z L. Q URW KHD ¥ R (DAH FVRIPAPG! @ WMAHQU RJD U
RU DQ\ RWKHU DVSHFW RI WKLV FROPWWWRQQ LRI RIIHFOXFILRQ WIQIFO EEGWEGH @ X VHQ
:DJH DQG +RXU 'LYLVLRQ 8 6 'RBOBUWPHQWAROQWMEIRUXVBRRQ $YH 1: :DVKLQJIWRC
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.

3DJH



	txtNameContact: 
	txtNameContact2: 
	txtYourName: 
	txtTypeOfPractice: 
	txtPhoneAreaCode: 
	txtPhoneNumber: 
	txtFaxAreaCode: 
	chxOvernightStay: Off
	chxPrescribed: Off
	chxTwicePerYear: Off
	chxReferredToOther: Off
	chxPregnancy: Off
	chxSinglePeriod: Off
	chxNeedCare: Off
	chxFollowUp: Off
	chxIntermittent: Off
	chxEpisodic: Off
	chxFlareups: Off


