DOL- Ul D 203M SOUTH DAKOTA DEPARTMENT OF LABOR LOCAL OFFI CE ONLY
Rev. 8/97 UNENMPLOYMENT | NSURANCE DI VI SI ON What source generated
NVEDI CAL STATEVENT OF ABILITY TO VWORK this forme __

(202, 225, 203, etc.)
ACCI DENT OR | LLNESS

CLAI MANT" S NAME SS NO

Date of Birth: .1 nost recently worked for

(conpany nane)
as . | have been under doctors care for
(occupati on)

| feel | could work and will be seeking work in the
(1TThess or rnjury)
foll owi ng occupation(s):
CLAI MANT" S RELEASE: I herewith consent to the release of the below information to the Unenpl oynent

I nsurance Division of South Dakota with the understanding that it is for the confidential use of
that agency in determining nmy eligibility for unenploynent insurance benefits.

Claimant’s Signature Dat e
PHYSI Cl AN:  The person naned above has applied for unenpl oyment insurance benefits. The information
requested below will enable the Department to nake a deternmination on eligibility. Your
cooperation in providing this information will be appreciated. This information may be nade

aval lable to the claimant. Please refer to the above data when maki ng your responses. (Qur
office is not responsible for any fees for conpleting this docunent.)

1. Date this illness or injury began
a. Date first examned or treated for this illness/injury
b. Date of |ast exam nation or treatnent

2. Nature of this illness or injury (please use |lay terns)

3. Would continued enploynent in the clainant’s nost recent enploynment have been a
hazard to the claimant’s health? ( )Yes ( )No
a. D d you advise this clainant continued enpl oynent woul d be hazardous? ( )Yes ( )No
If yes, on what date?
4. Describe any lintations on the clainmant’s present ability to work:

5. As of what date is/was the clainmant able to work:

a. In his/her usual occupation? Date _ _ _
b. In other occupations |listed above if not in his/her usual occupation?
Dat e

6. If the claimant is not able to work at present, when wll claimnt probably be
able to resune work? Date
7. Have you conpl eted social security disability forns on behalf of this clainmnt?
( )yes ( )No
a. |If yes, on what date did the disability begin? Date
(Pl ease provide this office with copies of the nedical records submtted to
the Social Security Adninistration.)
8. Comments:

Dat e Physi ci an’ s Signature Degr ee

Pl ease return this formwi thin 7 days to: Physi ci an’s Nane
Busi ness Address

Tel ephone (
If clarification is needed, who may we contact in your office?

ANY ALTERATI ONS MUST BE | NI TI ALED BY THE PHYSI Cl AN




