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(401) 728-0500 EXTENSION 276 o FAX (401) 722.6211 * TDD (401) 722-8239


Cancer Screening Leave Form

Employees complete Section 1 and physician complete Section 2

Section 1

	Employee’s Name
	Department/Division

	Date of Appointment
	Time of Appointment

	Time Employee left Work
	Time Employee Returned to Work

	Name of Physician
	Address of Physician

	
	


___________________________________



______________________________________

Employee’s Signature






Supervisor Signature

Section 2

Please indicate how long the patient/employee was in your office including time waiting to be seen _______________

I, the undersigned, hereby certify that the above named patient/employee was seen in this physician’s office for the primary purpose of cancer screening.

________________________




_________

Signature of Physician




   Date

       OR DESIGNEE

RETURN THIS FORM TO YOUR SUPERVISOR

ONE COPY MUST BE SENT TO PAYROLL AND ONE COPY TO Human resources



City of Pawtucket


Office of Human Resources











