FAX THIS FORM TO: (913) 492-9025

FAMILY MEDICAL LEAVE ACT SHORT TERM DISABILITY
RETURN TO WORK COVER SHEET

Kansas Crry WoMeN's CLINIC Name:

KCWC: A tradition of excellence since 1953 (Please print)
Hewry R. Bishap, M.B. - DOB:
Maﬂ:ﬂ H: Thoweas, M.
Maggie H Smith, MD. The fee for completing each form supplied by your employer is $20.00
Sandra R. Stites, M.D. (per form) payable to Kansas City Women's Clinic, and must be
J- Awihony Heit, MB. PREPAID. Forms may be dropped off at either one of our Overland Park

rRhonda C. Wright, M.P.
Renee M. Bellow, M.B,
Srrick Y. Arroyo, MB,

Parul 5. Nguyen, M.D.

offices or faxed to (913) 492-9025. Expect a minimum of five to seven
business days for completion.

erystal M. Newby, M. We will need the following information:
Meghaw A, Nichols, M.
Samuel A. Monkello, M. Eweritus 1. First date of disability (or due date)

Thomas H: MoGuire, M.D, Smeritus
Paul L. Rigkhof, M.D. Baeritus
Richard H Sinclaiy M. Bueritus
Nancy M. McBride, M. Emeritus.

‘ 2. Reason for taking early leave (if applicable)

10600 RUIVIRA RDOAD, 2RD FLOOR
OVERLAND PARK, KAMNSAS 6£215-2309
(913) 294-2500

3. Where to send completed forms:
12330 METRALF AVE,, SIUITE 420
OVERLAND PARK, KANSAS 66213-1324 (| | will pick up at the reception desk.
(912} e9e-1900 D Mai
- Mail to my home
(| Mail to my employer or disability company

ADMINISTRATIVE FAX: (912) 4922874
MEDICAL RECORDS FAX: (913} 492-9025
WWWKANSASCITYWOMENSCLINIC.COM

Complete address:

O Fax to my employer or disability company
Fax number: :

Attention:

Please note that physician authorized leave time is for medical reasons only.

| authorize Kansas City Women's Clinic to furnish this information to my employer and/or disability

company.

Signature | _ | Date

AIC # | Amount Paid $ Check#
Cash
MC/MVISA

*Number of faxed pages including this Cover Sheet
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