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Certification of Pregnancy Disability 
 
 
 

_____________________________________ is currently under my care for pregnancy. 
 
Her expected delivery date is:   ________________________________.  It is anticipated she  
 
will be pregnancy disabled until ________________________________. 
 
 
 
 
 
__________________________________________________________ 
Physician’s Signature      Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please return completed form to Human Resources 


