: LEON COUNTY SCHOOLS
: CERTIFICATION OF PHYSICIAN OR PRACTITIONER
LEON COUNTY SCHOOLS SICK LEAVE TRANSFER

BETWEEN LCSB EMPLOYEES

To Be Completed By Employee

Employee Name:

Employee SS #: Cost Center #:

Patient’'s Name (If other than employee):

Employee Signhature Date

To Be Completed By Physician or Practitioner

Nature of lliness:

Date condition commenced: Probable duration of condition:

Physician/Practitioner Signature Date

Typed or Printed Name of Physician or Practitioner:

Type of Practice (Field of Specialization, if any):

Leon County Schools e Benefits Department e 2757 W Pensacola Street e Tallahassee FL 32304 e Phone #: (850) 487-7150 e Fax #: (850) 414-5132



