Certification of Health Care Provider U.S. Department of Labor
(Family and Medical Leave Act of 1993) Empioyment Standasts Adminstabon

OME Ma: 1H 0181
(When compleded, this lorm goes lo the empioyee, Nof to the Department of Labor. ) il
1. Employea’s Name 2. Patient’s Marme (If differant from employes)

3. Page 4 describes what is meant by a “serious health condition™ under the Family and Medical Leave Act. Does the
patient’s condition qualify under any of the categories described? I 80, please check the applicable category.

(1 @) (3 ) (=) (8) . of None of the above

4, Describa the medical facts which support your certification, including a brief statement as 1o how the medical facts meet
thi criteria of one of these calegories:

5. 8. State the approximate date the condition commenced, and the probable duration of the condition (and also the
probable duration of the patient's present Incapacity? if different);

b Will it be necessary for the empioyee to take work only intermittently or to work on a less than full schedule as a
result of the condition (iIncluding for treatment described in [tem & below)?

If yos, ghve the probable duration:

€. If the condition is a chrenle condition (condition #4) or pregnancy, state whathar the patient is presently incapacitated?
and the Bkely duration and frequency of eplsodes of Incapacity?:

1 Hafe &l ssewtas on this lem, B information scught relstes onhy to Bhe condition lor which the empioyes is tking FRVLA e

¥ “Incapacity” for purposss of FMLA, in definnd ko maan inabity 16 work, atiend school o parier ciher reguler daly scihvities dus fo B serious haalth
o, BT Ehisrplor, Of recowny thaenelom.
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6. a. i additional treatments will be required for the condition, provide an estimate of the probable number of such treatments.

If the patient will be absent from work or other daily activities bacause of treatmant on an Intermittent or part-time
basis, also provide an estimate of the probabile number of and intenval batween such treatments, actual or estimated
dates of treatment if known, and period requined for recovery if amy:

b. if any of these treatmants will be provided by another provider of health services (e.g., physical tharapist), please
state the nature of the treatments:

c. If a reglmen of continuing treatment by the patient is required under your suparvision, provide a general description of
such regiman (e.g.. prescription drugs, physical therapy requiving special equipment):

7. a. W medical leave is required for the employes’s absence from work because of the smployes's own condition
{inchuding absences due to pregnancy or a chronic condition), is the employee unable to perform work of any kind7?

b. I abie o perform some work, is the employes unable to perform any one or more of the essentlal functions of the
employes’s job (the employee or the employer should supply you with information about the essential job functions)?
If yes, phaasa list the essential functions the employes is unabée to parform:

. If neither a. nor b. applies, is it necassary for the employes to be absent from work for treatment?
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B. a. Hisave is reguined o care for & Tamily member of the emplcyes with a senious heakh condition, doss the patient
require assistance for basic medical of personal needs of safety, or for transportation?

B Hmo, would the employes's presencs to provide paychological comfiort be baneficial to tha patient or assist in the
patient’s recovery?

. If the patient will need care only Intermittently or on a part-ime basis, pleass indicate the probable duration of this need:;

Signature of Health Care Provider Type of Practice
Addroas Tedaphome MNumber
Daite

To be completed by the employes needing family leave to care for a family member:

Stale the cane you will provide and an estimate of the period during which care will ba provided, including a schadule if leave is
to b taken intermittently or if £ will be necessary for you 1o work less than a full schadula:

Page 3ok i



