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Attending Physician Statement for Accommodation Services 
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Toronto:
Fax: 1-866-639-7851
PO Box 950 Stn A 
Toronto ON  M5W 1G5
Purpose of Statement
This statement will assist Sun Life in understanding your patient's condition and request for accommodation at work. Thank you for your time and cooperation. Please note that any reference to Attending Physician (doctor) also refers to Licensed Physician or Nurse Practitioner. 
Note: Your patient is responsible for any cost associated with the completion of this form.
Return address 
Return this Statement to your patient or fax it to the confidential fax number that appears below for the appropriate Sun Life Disability Management office. Please confirm the appropriate Disability Management office with your patient. You do not need to mail information that you fax. Please retain the original copy for your records.
1
Plan member information and authorization (to be completed by patient)
Be sure to complete all employee information.
I authorize my doctor to collect, use and disclose information with Sun Life, its agents and service providers for the purpose of the plan administration and assessing my request for accommodation services. I agree that this authorization is valid throughout the duration of my request for accommodation services, my accommodation at work, or any dispute related to this request or my accommodation. However, for the purpose of any audit, this consent is valid for the duration of the plan. I agree that a photocopy of this authorization or electronic version is as valid as the original. 
Member's signature
X
Date (dd-mm-yyyy)
2
Attending Physician’s Statement
Note to Physician – Please complete this form based on your patient's current medical condition.
LIMITATIONS are defined as activities that may cause discomfort, pain or increase other symptoms due to a health condition. They are not unsafe and will not cause further injury or aggravation of the condition. For example, an employee may have difficulty concentrating on writing reports, however can still write reports but may take longer to do so. It is usually recommended for the employee to pace oneself, ask for assistance when needed, or take micro-breaks.
RESTRICTIONS are defined as activities that should not be performed by an employee because it is unsafe or will cause further injury or aggravation of the health condition. For example, an employee may experience side effects due to medication or have a health condition that make it unsafe for them to operate machinery or drive vehicles.
1  Cognitive work limitation or restriction
Areas of difficulty: please only check areas in which your patient is experiencing difficulties with psychological/cognitive abilities.
Limitation or restriction
Severity of the impairment (select one: Mild, Moderate or Severe) 	
If there are specific workplace accommodations that you believe may assist please share them here (ie: needs a quiet work environment)
Concentration, persistence and pace
Social functioning
Resilience to change, stress and complex situations
Activities of daily living
Duration of limitations or restrictions     From
to
to
2  Physical work limitation or restriction
Areas of difficulty: please only check areas in which your patient is experiencing difficulties with physical work limitations and restrictions
Limitation or restriction
Severity of the impairment (select one: Mild, Moderate or Severe) 	
If there are specific workplace accommodations that you believe would assist please share them here (ie: ability to take scheduled micro breaks)
Physical
Duration of limitations or restrictions     From
to
to
Attending physician’s acknowledgement
I acknowledge that the information in this statement will be kept in an Accommodation Services file with Sun Life and may be disclosed to the patient and/or those authorized by him/her unless I notify you in writing that there is a significant likelihood that such disclosure would result in a substantial adverse effect on the health of the patient or in harm to a third party.
Physician's signature
X
Date signed (dd-mm-yyyy)
10.0.2.20120224.1.869952.867557
Mary Beth Detzler
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Attending Physician’s Statement (continued)
Prints the sections that were completed on the fillable form, as well as any uncompleted sections.
Prints a blank form with all sections open.
Removes all the information you've added.
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