	Employer’s Verification Due to Accident



	Company Name
	

	
	

	Telephone
	


	Employee Name: 
	


	Job Title
	

	Job Description
	C
Case



	Rate of Pay 
(including overtime, bonuses, commission, and regular wages)
	

	Hours Per Day
	

	Hours Per Week
	


	Leave Taken Due to Accident

	FULL DAYS   (specify dates)   
	 

	Additional Hours Missed for Doctor’s Appointments
	


	Supervisor’s Name
	

	Signature
	

	Date
	


	Instructions to employer for completing form:  Please fill in answers in darkened area and attach any additional documents supporting your answers you may have, including time cards and work excuses notes from doctors.


