REQUEST FOR FAMILY OR MEDICAL LEAVE
Employee Notification
Request for Family or Medical Leave must be made in writing, if practical, at least 30 days
prior to the date the requested leave is to begin.
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I request a family or medical leave for one or more of the following reasons. I understand that a

physician’s certification and all required information must be submitted before this request is
processed.
Because of the birth of my child, or because of the placement of a child with me
for adoption or foster care.
In order to care for my spouse/child/parent who has a serious health condition.
X For a serious health condition that makes me unable to perform my job. THIS
CONDITION IS _X IS NOT WORK RELATED.
Requested intermittent or reduced leave scheduled _ e
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X__ I would like to use my sick/personal days
‘ I would not like to use my sick/personal days
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LEAVE APPROVAL
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Board Secretary Signature Date

Board President Signature Date
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“ D. DIRK NELSON, M.D.

JOHN:D. SONNENBERG, M.D.

MICHAEL G. MADAY, M.D.
STEPHEN V. PERNS, D.P.M.
WILLIAM A. HELLER, M.D.
JAY M. BROOKER, M.D.
ROBERT J. STRUGALA, M.D.

2850 S. WABASH SUITE 100

ORTHOPEDIC

AssocC

8735 S, MERRION LANE

TATES

5201 S. WILLOW SPRINGS RD., #340

9717 S. WESTERN AVE.

CHICAGO, IL 60616 HOMETOWN, IL 60456 LA GRANGE, IL 60525 CHICAGO, IL 60643

TELLY PSARADELLIS, M.D. ) 312/842-4800 708/425-1150 708/482-7767 773/239-5495

GERALD F. LOFTUS, M.D. (emeritus)
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| HEREBY AUTHORIZE MY INSURANCE BENEFITS TO BE PAID TO THE ABOVE SIGNED PHYSICIAN, REALIZING | AM RESPONSIBLE TO PAY NON-COVERED SERVICES AND
| HEREBY AUTHORIZE THE HELEASE OF PERTINENT MEDICAL INFORMATION TO INSURANCE CARRIERS.
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