(Applicant should not write on this side of the form.  Please present it to your physician and have him / her mail it directly to the Board of Trustees). 








          Date:_________________________

From:__________________________________________M.D.


                                  (Please Print)
Address:____________________________________________
                ____________________________________________

Telephone: __________________________________________
To:
The Board of Trustees


City of Miami General Employees’ and 

Sanitation Employees’ Retirement Trust

2901 Bridgeport Avenue         
Coconut Grove, Florida 33133
Subject:
Physician’s Report of Disability in the case of:

__________________________________________________________________________________


                  (NAME OF APPLICANT)

__________________________________________________________________________________     
(HOME ADDRESS OF APPLICANT)

__________________________________________________________________________________

(NAME OF DEPARTMENT & DIVISION IN WHICH LAST EMPLOYED)
This is to certify that __________________________________ has been under my professional care since ____________________________.  The subjective and objective symptoms of which said employee complains are as follows:

DIAGNOSIS:

TREATMENT:

PROGNOSIS:

In my opinion, by reason of the above described condition, _____________________________
is / is not mentally or physically totally incapacitated for the further performance of duty and ought to be retired.

____________________________M.D.

                      (Signature)
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