
Employee’s Name:  _______________________________________________________

Employee’s job title: ______________________________________________________


Regular work schedule: ____________________________________________________

Job Description is attached:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

For Completion by the Health Care Provider
Your patient has requested leave under the FMLA.  Answer, fully and completely, all applicable parts.  Several questions seek a response as to the frequency or duration of a condition, treatment, etc.  Your answer should be your best estimate based upon your medical knowledge, experience, and examination of the patient.  Be as specific as you can.  Terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage.  Limit your responses to the condition for which the employee is seeking leave.  Please be sure to sign the form on the last page.

Provider’s name and business address: _______________________________________________________

Type of practice / Medical specialty: ________________________________________________________

Telephone: ______________________________________ Fax: __________________________________

Medical Facts
1.  Approximate date condition commenced: __________________________________________________

     Probable duration of condition: __________________________________________________________

     Mark below as applicable:

     Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?   

      FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes.  If so, dates of admission:    

     ___________________________________________________________________________________

     Date(s) you treated the patient for condition:

     ___________________________________________________________________________________

     Will the patient need to have a treatment visit at least twice per year due to the condition?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

     If so, state the nature of such treatments and expected duration of treatment:

     ___________________________________________________________________________________

     Was medication, other than over-the-counter medication, prescribed?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

     Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical 

     therapist)?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes.  If so, state the nature of such treatments and expected duration of each 

     treatment: 

     ___________________________________________________________________________________             

2.  Is the medical condition pregnancy?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes.  If so, expected delivery date: _________________

3.  Will it be necessary for the employee to take work only intermittently or to work on a less than full 

     schedule as a result of the condition?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes.  If so, give expected duration:

     ___________________________________________________________________________________

4.  If the condition is a chronic condition or pregnancy, state whether the patient is presently incapacitated 

     and the likely duration and frequency of episodes of incapacity.

     ___________________________________________________________________________________

     ___________________________________________________________________________________

5.  Describe other relevant medical facts, if any, related to the condition for which the employee seeks 

     leave (such medical facts include symptoms, diagnosis, or any regimen of continuing treatment such as  

     the use of specialized equipment):

     ___________________________________________________________________________________

     ___________________________________________________________________________________

     ___________________________________________________________________________________

6.  Is the employee unable to perform any one or more of the essential functions of the employee’s job?       

     FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes.  If yes, please list the essential functions the employee is unable to perform:

     ___________________________________________________________________________________

     ___________________________________________________________________________________

     ___________________________________________________________________________________

7.  Is it necessary for the employee to be absent from work for treatment?   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

8.  If the patient will need care only intermittently or on a part-time basis, please indicate the probable 

     duration of this need:

     ___________________________________________________________________________________

     ___________________________________________________________________________________

________________________________________________     ___________________________________

Signature of Health Care Provider



Date

Certification of Health Care Provider for Employee’s Serious                  Health Condition  (Family & Medical Leave Act)                                                                                          


CDS Family & Behavioral Health Services, Inc.
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