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For questions, please call the Human Resources Office of Loyola University
Chicago at (312) 915-6175

Mail this form to: or Fax confidentially to:
Loyola University Chicago (312) 915-7612
Human Resources

820 North Michigan Avenue

Chicago, IL 60611

FOR HR OFFICE USE ONLY

Hire Date:

Eligible Date:

First Absence Date:

Fourth Absence Date:

Benefit Start Date:

Benefit End Date:

Benefit Class:
O  Faculty/University Administrator

O  Staff
Benefit Schedule:

O 14 Weeks at 100% thru (0 Working Day Elimination Period)
Start Date End Date

O 12 Weeks at 80% thru
Start Date End Date

-OR -

O 12 Weeks at 100% thru (10 Working Days Elimination Period)
Start Date End Date
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TO BE COMPLETED BY EMPLOYEE
Please print or type answers to all questions - failure to do so may delay your benefits. Use
a separate piece of paper if additional space is needed.

Name:

Date of Accident or Beginning of Iliness Date First Unable to Work Date You Plan to Return to Work (if known)

Describe in your own words what is wrong with you. (If an Accident, describe the circumstances and indicate if
the accident occurred at work.)

Should you become unable to handle your own affairs, who is authorized to act on your behalf in matters
regarding your Short Term Disability benefits through Loyola University Chicago? (If you wish to designate a
representative who may be appointed at a future date, write “future legal designee” or “FLD” as the Name of the
Authorized Person/Entity.)

Name of Authorized Person/Entity:

Address of Authorized Person/Entity:

Telephone Number of Authorized Person/Entity:

This is to certify that the facts as indicated above are true to the best of my knowledge and belief. 1
authorize my healthcare provider(s) to release information to Loyola University Chicago Human
Resources for purposes of determining my Short Term Disability benefits.

Employee Signature:

Date:
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CERTIFICATION OF HEALTH CARE PROVIDER

TO BE COMPLETED BY ATTENDING PHYSICIAN
Please print or type answers to all questions. Use a separate piece of paper if additional space is needed.

Patient’s Name:

Diagnosis and concurrent conditions:

Dates of Service including date of next appointment (if previous form submitted, show only subsequent dates):

Is condition due to pregnancy? 0O NO 0O YES (If “yes”, provide he following information)

Approximate date Estimated date of Date of delivery Type of delivery
pregnancy commenced confinement

Complications:

Is condition due to patient’s employment? 0O NO O YES (If “yes”, provide he following information)

Date symptoms first appeared or accident happened Date patient first consulted you for this condition

Has the patient been hospital confined? 0O NO O YES (If “yes”, provide he following information)

Date confinement began  Date confinement ended Surgical procures, if any Name/Address of Hospital
(or will begin) (or is expected to end)

Has the patient had the same or a similar condition before? 0O NO O YES (If “yes”, when and describe)

Is patient still under your care for this
condition?

O NO 0O YES

Patient was continuously totally disabled (unable to work) If still disabled, expected return to
work date

From to

Physician’s Name

Address
Telephone Fax
Signature Date
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