
 

 
 
 
 
 
 
 
 

 
 
Case Number:      Order Number:  
Due Date:  
************************************************************************************************** 
PART ONE must be completed by NONCUSTODIAL PARENT  
 

A. Physician’s Name  ____________________________________________ 
B. Physician’s Address  ____________________________________________ 

     ____________________________________________ 
     City                                 State                     Zip 

C. Physician’s Phone #  ____________________________________________ 
 
I authorize the above-named physician to release to the Geauga County Child Support Division all information pertaining 
to my treatment for illness or injury, which has caused me to be unable to work and meet my support obligations.  
 
_______________________________   _____________________________________ 
Date       Signature of Noncustodial Parent 
 
_______________________________   _____________________________________ 
SSN       Printed Name of Noncustodial Parent  
************************************************************************************************** 
PART TWO must be completed by PHYSICIAN 
 
1. Nature of Illness/Injury:___________________________________________________________________________ 

______________________________________________________________________________________________ 
 

2. Date of first treatment for this disability:  ___________________________________ 
 

3. Is the illness/injury temporary or permanent? ____________________________________________ 
 

4. If permanent, is the illness/injury one that permanently prevents the patient from ever returning to work?  
_______________________________________________________________________________________________ 
 

5. Or, will the patient eventually be able to return to work with some limitations?   _____________________________ 
Please provide an approximate date when the patient may return to work:   _________________________________ 
Describe any limitations below. 
_______________________________________________________________________________________________ 
 

6.    If temporary, when is patient expected to be able to return to work? 
       _______________________________________________________________________________________________ 
 
_______________________________       _______________________________                     
Signature of Physician       Date                                                              
 
Please stamp or write your office contact information below.               

 
CSED ENFOR-Off Work/Dr Note 


