N. C. Department of Crime Control & Public Safety

REQUEST FOR SWORN LAW ENFORCEMENT

 EMPLOYEE TO PERFORM LIMITED/FULL DUTY


Employee’s Name:      

     

     

Beacon ID:     
Division:          Date of Injury/Illness:      
Call #:      
Registry/Agent #:      
Injury/Illness:


 FORMCHECKBOX 
 On duty injury/illness


 FORMCHECKBOX 
 Off duty injury


 FORMCHECKBOX 
 Off duty illness

Nature of Injury/Body Part:      
Request for the above named member be allowed to perform:


 FORMCHECKBOX 
 Limited duty


 FORMCHECKBOX 
 Full duty
 Effective date: 
   /    /     
Member has successfully re-qualified with all issued firearms 
 FORMCHECKBOX 
 Yes ___/___/_____ Date     FORMCHECKBOX 
 NA   


It is mandatory to forward this form and a copy of the physician’s note to the Benefits and Safety Office, stating the employee is cleared to perform the requested duty status.

Treating physician name:      

Phone: (   )    -    
(If the injury/illness is off-duty-related, the employee must sign a medical release form at the treating physician’s office, prior to the supervisor forwarding this request, to release any and all information to the Benefits and Safety Office and /or the Medical Director’s Office.

· No hard copy follow-up is required.

· Upon receipt of CCPS-195, the Benefits and Safety Office will make a copy available to Division HQ along with a memo showing approval of limited/full duty status.

· Notification of return to limited/full duty status will be made by Division HQ.

     
(   )    -    

     

(Requesting Supervisor’s Name)




(Phone Number)



(Date)

FORWARD TO BENEFITS AND SAFETY OFFICE (919) 733-4083

(No hard copy follow-up is required)
CCPS-195


(Rev. 5/10)








