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ATTACHMENT V(a) 
 
 

HENRY COUNTY SICK LEAVE BANK 
 

CAREGIVER FORM 
 

CATASTROPHIC LEAVE 
 
 
 
  I, the undersigned licensed physician, do hereby certify that  
 
_____________________________________________has been unable to work or 

(name of beneficiary employee)  

 
has been a caregiver for a member of his/her immediate family during the following  
 
period of ______________________ to ______________________________. 
 
 
 
      __________________________________ 
      PHYSICIAN’S SIGNATURE 
 
      __________________________________ 
      DATE 
 
 


