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Disability Determinations 

 
STATE AND COUNTY OFFICERS’ AND EMPLOYEES RETIREMENT SYSTEM 

PHYSICIAN’S REPORT OF DISABILITY 
PO Box 9000 

Tallahassee, FL  32315-9000 
850-907-6500 

Toll Free: 844-377-1888 
Fax: 850-410-2010 

 
APPLICANT’S FAMILY PHYSICIAN MUST COMPLETE THIS FORM 

 
From:   ______________________________________M.D.   Date: ________________________ 
 
Address:  ____________________________________ 
 
____________________________________________ 
 
Telephone: ___________________________________ 
 
 
Physician’s Report of Disability 
 
Name of Applicant: _______________________________________ SSN: ________________________________ 
 
Home Address:  __________________________________________________________________________________ 
 
Present Employer:  _______________________________________________________________________________ 
 
This is to certify that ____________________________has been under my personal care since __________________. 
          (Patient Name)        (Date) 
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, the above named application (is, is not) totally and 
incapacitated for further performance of duty, (he, she) is (likely, not likely) to be incapacitated permanently and 
therefore (he, she) (should, should not) be retired.  Disability (is, is not) in-line-of-duty. 
 
Physician’s Signature:  ____________________________________________________________________________ 
 
License Number: _________________________________________________________________________________ 
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