Request for Short Term Disability Benefit
Date:      
Employee Name:      
Department:      
Date first consulted a physician with this disability:      
Date you became unable to work as a result of this illness or injury:      
Have you been able to do any work since that date?        FORMCHECKBOX 
Yes        FORMCHECKBOX 
 No

If Yes, explain:     
Please provide the date that you expect to return to work:      
Comments:       
I understand that I am to attach or have my physician forward a completed copy of the Certification of Health Care Provider Form.
___________________________________________          ________________________
                       Employee Signature                                                              Date

------------------------------------------------------------------------------------------------------------
Approved:       ________ Yes          ________ No

Number of accrued sick days available: _______________________________________

Begin STD Benefit: ____________________End STD Benefit: ____________________

Approved By:

___________________________________________          ________________________
                               Signature                                                                       Date                                   

