
PREGNANCY DISABILITY 
 
 
 
Date: _________ 
 
Patient’s Name: __________________________________ Date of Birth: ___________ 
 
Employer: ________________________________________________________________ 
 
Treating Doctor: __________________________________ 
 
Date of last monthly cycle: ______________   Due Date: ______________ 
 
Expected delivery type:    Vaginal    C-section 
 
Hospital to be delivered at: __________________________________________________ 
 
First date off: _______________________ Return to work date: _________________ 
 
Indicate below if you want form picked up, mailed or faxed, if so provide one of the 
following: 
 
Fax #: _____________________________ 
 
Mailing Address: ___________________________________________________________ 
 
Contact #: __________________________ 
 
Paid: ___________  
 
Pay on pick-up: ____________ 
 
 
 
 
 
 
 
NOTE: The doctors allow six weeks for a vaginal delivery and 8 weeks for a c-section unless 
other complications arise. 
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