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	DISABILITY FAQ FOR SUPERVISORS

	Address: 
	Phone: 
	Department: 
	Job Title: 
	# of Days: 
	Sun: Off
	Mon: Off
	Tue: Off
	Wed: Off
	Thu: Off
	Fri: Off
	Sat: Off
	First Lost Workday: 
	Date of Return: 
	Physician: 
	Doc Address: 
	Injury Desc: 
	Name: 


