
Okeechobee County School Board 
Employees Sick Leave Bank Program 

Medical Certificate 
 

 

  
Employee Name _______________________________________________________________ 
     
Address ______________________________________________________________________ 

Street/P.O. Box City State Zip Code 
     
Physician’s Name __________________________ Office Phone ______________________ 
     
Address ______________________________________________________________________ 

Street/P.O. Box City State Zip Code 
     
 
I authorize my physician, ____________________________________________, to release 
information pertaining to my medical condition as indicated on this certificate to my 
employer, Okeechobee County School Board.  This information will be used to determine 
my eligibility to be paid from an employer-sponsored Sick Leave Bank as a result of my 
medical disability. 

______________________________________  ______________________________ 
Employee’s Signature  Date 

 
Please describe the nature of the illness or injury: _____________________________________ 
 
_____________________________________________________________________________ 
     
_____________________________________________________________________________ 
     
_____________________________________________________________________________ 
 
If surgery is indicated, is it necessary at this time?              Yes              No 
     
If yes, please explain: ___________________________________________________________ 
     
_____________________________________________________________________________ 
 
Does the illness or injury described above disable the patient from performing their  
regularly assigned job?              Yes              No 
 
Please explain: ________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Applicant can return to work on or about ____________________________________________ 

Date 
 
_______________________________________  _______________________________ 

Physician’s Signature Date 
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