
Union County School System 
School Absence 

 
Patient’s Name:   
 

Appointment Information 
 

Date:                                                          Time:   
 
 
The above named student/patient was seen in this office for  
 
 
 
 
 
 
 
Patient may return to school: 

 Today  
 Tomorrow 
 On  

 
 
Physician Name:   
 
Address:   
 
 
 
Physician’s Signature:   


