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Certification by a Physician of Pre-Study Illness or Injury 

Patient’s Name:  ________________________________________________ 

Patient’s Address: ________________________________________________ 

Patient’s SIN  ________________________________________________ 

Attending Physician: ________________________________________________ 
(Please print name) 

Physician’s Telephone: _______________________________________________ 

Date of First Visit: ____ / ____ / ____ Date of Last Visit: ____ / ____ / ____ 
Day       Month     Year  Day       Month     Year

Diagnosis (please provide detail) :_____________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

How does this prevent patient from working: ______________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

Date patient became unavailable for work: ____ / ____ / ____ 
Day    Month   Year 

Date patient will become unavailable for work: ____ / ____ / ____ 
Day    Month   Year 

Date patient returned to work: ____ / ____ / ____ 
Day    Month   Year 

If date unknown please explain why:  _____________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

Physician’s Signature:  ___________________________  Date: ___ / _____ / ____ 
Day       Month      Year


