CERTIFICATION OF HEALTH CARE PROVIDER

SERIOUS HEALTH CONDITION of EMPLOYEE’S SPOUSE, CHILD, or PARENT
This form must be completed by Health Care Provider to determine whether absences from work will be excused.
	Name of Employee


	Name of Patient 



	Name of Employee’s Agency


	Relationship of Patient to Employee




Does Employee need to be absent from work to care for Patient during a period or episode of incapacity? (Yes  (No  (Usual household tasks that can be performed outside the employee’s work hours are not appropriate for FMLA leave.)

( Continuously
From ____________________________ through __________________________

( On a reduced schedule -  Employee will be absent from work _____ # hours/day or week. 

From ____________________________ through __________________________

( Intermittently
Patient will be incapacitated by this condition approximately:

_______# hour(s)/week  OR   _______# day(s)/month  OR _________ (other interval)
Does Employee need to be absent from work for treatments or appointments (including transportation to/from)?  (Yes  (No  

______# of treatments or appointments anticipated AND 

   


______# days/weeks/months between treatments and/or appointments AND 

______# hours/days/weeks anticipated recovery time, if any, required after each treatment.  
Were prescription medications prescribed for Patient for this condition?
 ( Yes
( No  
	State the medical facts of the Patient’s condition* which support your certification including a brief statement as to how the medical facts meet the criteria in one of the following categories.




*If request is for employee’s child who is age 18 or older, child must be “incapable of self care” due to a physical or mental impairment that significantly impacts one or more major life activities as defined by the ADA. Documentation of disability required.

Check the applicable serious health condition:

( (1) Inpatient Hospital Care, including any period of incapacity or subsequent treatment consequent thereto.

( (2) Absence Plus Treatment - A period of incapacity of more than three days that also involves treatment.
Date(s) of treatment(s) during incapacity:

 
( (3) Pregnancy - Incapacity due to pregnancy/childbirth or for prenatal care.

( (4) Chronic Conditions Requiring Treatments (e.g., asthma, diabetes, epilepsy).
( (5) Permanent/Long-term Conditions Requiring Supervision (e.g. Alzheimer’s, severe stroke, terminal stages of disease).
( (6) Multiple Treatments (Non-Chronic Conditions) (e.g., chemotherapy, physical therapy, dialysis).

( (7) None of the above Non-eligible medical conditions include, for example, flu, ear aches, upset stomach, minor ulcers, headaches (other than migraines), routine dental problems, or the taking over-the-counter medications and bed-rest.  Cosmetic treatments and plastic surgery are not serious health conditions unless inpatient hospital care is required or complications develop. Family-medical leave may not be used for child for such commonplace illnesses as colds and flu.

For intermittent leave or leave on a reduced schedule, there must be a medical necessity for leave (not voluntary treatments and procedures) and it must be that such medical need can be best accommodated through an intermittent or reduced leave schedule.  

The undersigned hereby certifies that the above information is true and accurate.
	Signature of Health Care Provider


	Type of Practice / Name of Group



	Printed Name


	Address



	Date completed


	Phone


	Fax




