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Please review your Articles of Agreement and Board policy regarding leaves.
Immediately notify your supervisor of your FMLA intentions.

All completed FMLA forms must be received by Human Resources 30 days prior
to the scheduled leave. In case of an emergency, we allow 48 hours.

Return forms to benefits@hazelwoodschools.org or fax 314-218-9079

Complete the Leave of Absence request form and submit to HR.

Complete Section | and Il of the Certification for Health Care Provider form.

Give the certification form to the health care provider.

The health care provider returns the completed certification form via email or fax.
Complete a Long-Term Substitute form, if needed.

Kelly Educational Services Long Term Substitute Link

If FMLA is approved, HR will notify the employee, supervisor, and administrator.

If intermittent FMLA is approved, employee must submit an intermittent, (IFMLA)
form to HR for each absence by 5 PM on your next regularly scheduled workday.
Be sure to copy your supervisor.

While on leave, employee must use all available compensable days for time

missed.

YOUR HEALTH AND SAFETY IS IMPORTANT TO US. IF YOU HAVE QUESTIONS, CONTACT HR AT:

09/22

BENEFITS@HAZELWOODSCHOOLS.ORG




EMPLOYEE RIGHTS AND RESPONSIBILITIES

UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement

FMLA requires covered employers to provide up to 12 weeks of unpaid, job-

protected leave to eligible employees for the following reasons:

¢  For incapacity due to pregnancy. prenatal medical care or child birth;

e To care for the employee’s child after birth, or placement for adoption
or foster care;

e To care for the employee’s spouse, son or daughter, or parent, who has
a serious health condition; or

e  For a serious health condition that makes the employee unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse. son, daughter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave entitlement to address
certain qualifying exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployment reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up to 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces, including a member of the
National Guard or Reserves, who has a serious injury or illness incurred in
the line of duty on active duty that may render the servicemember medically
unfit to perform his or her duties for which the servicemember is undergoing
medical treatment, recuperation, or therapy; or is in outpatient status; or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the employee
had continued to work. Upon return from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits, and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one year, for 1,250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness, injury, impairment, or physical or
mental condition that involves either an overnight stay in a medical care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and a
regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

For additional information:
1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-889-5627

WWW.WAGEHOUR.DOL.GOV

Use of Leave

An employee does not need to use this leave entitlement in one block. Leave
can be taken intermittently or on a reduced leave schedule when medically
necessary. Employees must make reasonable efforts to schedule leave for
planned medical treatment so as not to unduly disrupt the employer’s
operations. Leave due to qualifying exigencies may also be taken on an
intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid leave
while taking FMLA leave. In order to use paid leave for FMLA leave,
employees must comply with the employer’s normal paid leave policies.

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take FMLA
leave when the need is foreseeable. When 30 days notice is not possible, the
employee must provide notice as soon as practicable and generally must
comply with an employer’s normal call-in procedures.

Employees must provide sufficient information for the employer to
determine if the leave may qualify for FMLA protection and the anticipated
timing and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable to
perform daily activities, the need for hospitalization or continuing treatment
by a health care provider, or circumstances supporting the need for military
family leave. Employees also must inform the employer if the requested
leave is for a reason for which FMLA leave was previously taken or certified.
Employees also may be required to provide a certification and periodic
recertification supporting the need for leave.

Employer Responsibilities

Covered employers must inform employees requesting leave whether they
are eligible under FMLA. If they are, the notice must specify any additional
information required as well as the employees” rights and responsibilities. If
they are not eligible, the employer must provide a reason for the ineligibility.

Covered employers must inform employees if leave will be designated as
FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. If the employer determines that the leave is not FMLA-
protected, the employer must notify the employee.

Unlawful Acts by Employers

FMLA makes it unlawful for any employer to:

e Interfere with, restrain, or deny the exercise of any right provided under
FMLA;

e  Discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint with the U.S. Department of Labor or
may bring a private lawsuit against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersede any State or local law or collective bargaining agreement which
provides greater family or medical leave rights.

FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

*

U.S. Wage and Hour Division

U.S. Department of Labor | Employment Standards Administration | Wage and Hour Division WHD Publication 1420 Revised January 2009




Hazelwood Leave of Absence Request Form

C 00 P J Return Forms to: Benefits@ hazelwoodschools.org
1 3 i Human Resources Department, Hazelwood School District
D]'Str]'Ct 15955 New Halls Ferry Road, Florissant, MO 83031 P:314-953-5000 F:314-218-9079
K f Hil tions and Excelience!”
"ﬁ::;ma R Employee |D Number Phone Number Date of Request
Address (Street, Apt#) City, State, Zip
Job Titie | Building and/or Department - ) '

Leave Requested (Review the back of the last page for explanation of leaves)

[ Family Medical Leave [CJEnd of Benefit Leave [C]Child Care Leave (Pregnancy/Adoption Leave)
(0O FMLA Intermittent OR (O FMLA Continuous) [T] Worker's Compensation Leave []Military Leave

Expected Start Date Expected End Date | Expected Date of Delivery/Child Arrival Actual Start Date | Actual Retum Date
| |
| |

Reason for Request

FAMILY MEDICAL LEAVE CHECK ALL THAT APPLY
[L]Birth of a child, or adoption or foster care; or [ ] A serious health condition making you unable to perform the essential functions of your job; or

[C] A serious health condition affecting your I spouse, O child, or CI parent, for which you are needed to provide care.
[] COVID Exposure

Insurance Premiums during Leaves of Absence

Complete for All Leaves Complete Only if Taking Pregnancy or Adoption Leave

Indicate whether you wish to pay for and keep benefits during the Indicate whether you intend to enroll your child in any of the benefit

unpaid time of leave. Contact payroll for cost and pay dates. plans. This does not enroll your dependents, but simply indicates your
intention. Contact payroll for costs, dates, and enroliment.

Medical [ No 3 Yes Dental [J No [ Yes Medical [0 No O Yes Dental O No O Yes

Vision [ NoO Yes Life O No [ Yes Vision [ No [ Yes Life O No O Yes

FMLA AND WoRKER COMPENSATION (Board paid benefits are only available under these two leaves.) Employees are responsible for submitting all
payments for which they are normally responsible to ensure that insurance continues during leave. Insurance will cancel if employee portion is unpaid.

END OF BENEFIT LEAVE—ANY TIME NOT COVERED 8Y FMLA OR WORKER COMPENSATION~Employees are responsible for 100% of insurance premiums,
including the board paid portion, to ensure that insurance continues during leave. Insurance will cancel if employee does not submit payments.
DECLINATION OF INSURANCE--If an employee declines to submit payments for insurance during leave of absence, insurance may cancel until they return
to work (with no break in service).
Signature

Date Submitted

FOR ADMINISTRATIVE USE ONLY

[C] Leave Denied, because:

: Approved Leaves and Duration Estimates Actual Leave and Duration Dates
| [JFMLA begins ends [CIFMLA ends
| [JEnd of Benefit begins ends | [JEnd of Benefit ends
[] Adoption begins ends [] Adoption ends
[]Pregnancy begins ends [ [[]Pregnancy ends
[] Superintendent's begins ends [T] Superintendent's ends
[] Military beings ends — [ Military ends
[]Work Comp begins ends [[] Work Comp ends
Full Benefitpaymentsbegin . ends | Full Benefit payments began ends
Paid Days Off begin ends Paid Days Off begin ends
Does spouse work for HSD? [JNe [JYes
Will he/she take leave for the same reason? [JNo [T]Yes
Is medical certification needed?JNo [] Yes, by _ | Date medical certification received -
Estimated Days Available:  Sick Days Vacation Days Option Days Comp Days Unpaid Days
Breakdown of Days Used:  Sick Days Vacation Days Option Days Comp Days Unpaid Days
Request Processed by Date Processed | Application Approved by Date Processed

White-Human Resources Green-Leave Accounting Yellow-Payroll Pink-Department Gold-Employee




Explanation of Leaves o L
(Each laavs shall only be grarited 1 tita eachi-year, excapt Military Laave-and Worker Compeniation, This-explanation’of bénefite shiall not ba.
constrised as all inclusive, as emplayees must refer to.thiir Memorandur of Undersianding ar Handbook for moré spesific deteils:)
A, Famwy MepicaL LEAVE oF ABSENCE—Board Faid Benefits for the Duration'of this Leave o _
FMLA requires Hazelwood Schioo! District to provide-uptp 12 weeks.of unpaid, job-prétected leave 1o émployees that have worked for ne district for al
Igast one:yeer, and for' 1,250 hours over the prévious-12 months. FMLA. parmits employees o take leave onan infamitient basi or to woik.a reduced
sthedule under certain cirdumstaitces: Unpaid feave mist be.grantéd for any of the Tolldwirg réasons:

= To'care for ihie-employse's child alter irth, br placément for adoption or foster care; _ _

=« Tokcareforthe employes's spouse, son oF daughter, or parent who has @ serious heaith condifiori;.or

»  Fara serious heelth condifion that makes the employee Unable to perform the employee’s job.
Thie employed may be required 16 provide adirancaleave holice-and medical ceriification, Taking of leave may e denied If requirements are not et
Prior to-an employées retim, medical certification must be provided {if leave s taken for employes's own Hingss) notifying the district of the employees.
ablty to'tetum to work without restrictiors, ; :

The district requires all émployess to use all paid comp timie.available during FALA leave, This péld ime-off wil i concureanfly with FIALA.

FMLAwil run coneurrent with all leaves; when an employesis efigible.
B. Enp oF BENEFIT LEAVE—Board Paid Benefits are Unavailable: ]
‘Allemployeas of the Hazelwood School Disirict areTimited o the various: sick teave days and compansable Says adoptsd annually by the Board,
whether-the injury is work relaled ornot. Inthe event that an employee requires & longer convalescenitperiod than the sick-and compensable deys
avaiable tothe employes, then: ' R
* :Priorto the expirafion.of alf comp, sick, and vacatian days, the empioyee must raquast additional Uncompensaled lsave (i adifonal fime off
istequired), ' _ - ' R
The employee shall furnish the Board of Education with all agproptiate medical dosuments;-and o
After the employae-has lised his o her coinpensbie days and sick days, the Board may grant upto-an #dditional ninety {90). calandar days of
uncoinpensated leave, End of Benfit Leavs wilt begin the first day of unpald lsave. This-unpaid time off will run concurrently with FMLA,
Pregnancy, and Adoption Leave, if applicable, ' '

C.  PREGNANCY AND ADOPTION LEAVE—Board Paid Benefits are Uniavailable:
Al employees are-eligibls for leave for tha birfhi; adoption and firstyear care of the employee’s child upon properapplicalion for & period not to-edceed:
ane{1) year. For eimployesswho aie eligible for ieave under the Family and Medical Leavi Act (FMLA), this teave will e applist concurrently to the
FMLA leave. It1s emphatically the position of the-district that this policy isnot inteivded to e)tp@ﬂd"ihe;i_z'rwcrkWeehapﬁﬁmbilily ofthe FMLA
1 “The:employée giving birth-may use compensabla leave; if avaliable, for days'when the empioyee is:nat physicaly able 10 relurn to work, as
verified'by a physigian. Medical certification Is:not nacessary for the first 30 days.of the laave but will be requived for use of compensable
leave beyond the frst 30 contragtual days.. The employee taking this leave for adoption orfirshyear care of the.employee's cfiid may use up
1030 cormpensable. days; It avallable, duringthe first 30 days ofleave. Otharwise, gragnaricy, chilicare and adoptior leave:will bewitiout.
pay. - . - . =
2. Chikdearé and adopfion leave will cotiimence o a:mittuslly agreeable date that shall be determined by the superintendent or designes after
consuitation with the employes. _ _ o : _ : .
‘3. Board-pald benefils will continue through the firsl 90 days of seve, f the employee qualified for the benefits pror to the leave: - After the first
‘80 calendardays, insurance:beneflis may be continued atthe employes's expense: '
D.  MWTARYLEAVE—Board Paid Benefits for-30 days ONLY. _ \ _ .
The: district snall grant Milliary leave as reguired by faw. Employees taking illiary-Leave shall give either viritien-or verbal notice;ofthe.need for mliitary
leave unless:mpossible due to.miitary necessity. The distict will require-a copy of any written, official orders.after the. mifitary leave-has.exceeded 30
days. Written orders must ba'submitted 1o thi district to colléct a raguiar salary forup i 15°days pef fiscel year.
Employees shiall bestigible to-retain insurance coverage {at their expensg afier the-307 day of leava} for tp-fo-1§ monihs or unti the day afler they are:

required to report for reemployment.

E., = WoRrker COMPENSATION—Board Paid Benefits for the Duration of this Leave

The district shall grant Werker Compensation as required by Jaw. -Employees shall have the option of being paid-comp lime or-being paid under Worker
Compensation (66% of regular pay). The district shall hotd a position for the employee unil the emplovee is able: to-refum to work with or without
-resriction. Board paid beriafits will-continue througtiott this period: However, employees.must cantine fo sutimit their postion of insurance premiums.

[ EXAMPLE OF USING GONCURRENT LEAVES _ _
An employde takess Pregnancy/Adaption Leave fram July 4 10.Jine:30 and has. gnough cornp time to receive payment throlgh Atigust 15, shehe will
‘begrantedlsave as follows: o ' '
D) #of FMLA diys rediiatied 80 @ # of days grantsd fof FMLA. 60
D i of Bligible.FMUA doys.80 _ @ % of days:granled for Biogniancy 265
 Eligible Days Galgilation {the smétiar of the 2in- & ke médical cerlification needed? [ No X 'Yes.
'?hl_f\{e); “lans The Bvs U g ; . %&zh fing. o Sept28
| 1
2##-of days remaining withih 12 mopths’of biith or sdggtion 2 Pregnancy Leave bagine Juls 1 onds hune. 30
. . DarigNl paymants Bag I 3




Certification of Health Care Provider for U.S. Department of Labor MH
Family Member’s Serious Health Condition Wage Hour Division

under the Family and Medical Leave Act WAGE AND HOUR DIVISION
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. OMB Control Number: 1235-0003
RETURN TO THE PATIENT. Expires: 630/2023

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking FMLA leave to care for a
family member with a serious health condition to submit a medical certification issued by the family member's health care provider. 29
U.S.C. §§ 2613. 2614(c)(3): 29 C.F.R. § 825.305. The employer must give the cmployce at least 15 calendar days to provide the
certification. If the employee fails to provide complete and sufficient medical certification, his or her FMLA leave request may be
denied. 29 C.F.R. § 825.313. Information about the FMLA may be tound on the WHD website at www.dol.gov/agencies/whd/finla,

SECTION I - EMPLOYER

Either the employec or the employer may complete Scction 1. While use of this form is optional, this form asks the health care provider
for the information necessary for a complete and sufficient medical certification. which is set out at 29 C.E.R. § 825.306. You may not
ask the cmployee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Additionally, you may net request a certification for FMLA leave to bond with a healthy newborn child or a child placed for adoption
or foster care.

Employers must generally maintain records and documents relating to medical information, medical certifications, recertifications, or
medical historics of employees or employees’ family members created for FMLA purposes as confidential medical records in separate
files/records from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c) 1), if the Americans with Disabilities Act
applies, and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

(1) Employee name:

First ) Middle ' Last

(2) Employer name: e _ Date: fmnidd vy
(List date certification requested)

(3) The medical certification must be returned by (mm/ddvvvy)
Must allow ai least 15 calendar davs from the date requested, unless it is not feasible despite the emplovee 's diligent, good faith efforts. )

SECTION II - EMPLOYEE

Please complete and sign Section II before providing this form to your family member or your family member's health care provider.
The FMLA allows an employer to require that you submit a timely, complete, and sufficient medical certification to support a request
for FMLA leave due to the serious health condition of your family member. If requested by your employer, your response is required
to obtain or retain the benefit of the FMLA protections. 29 U.S.C. §§ 2613, 2614(c)3). You are responsible for making sure the
medical certification is provided to your employer within the time frame requested, which must be at least 15 calendar days. 29
C.F.R. §§ 825.305-825.306. Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
leave request. 29 C.F.R. § 825.313.

(1) Name of the family member for whom you will provide care:

(2) Select the relationship of the family member to you. The family member is your:
O Spouse O Parent [ Child, under age 18
0O Child, age 18 or older and incapable of self-care because of a mental or physical disability

Spouse means a husband or wife as defined or recognized in the state where the individual was married, including in a
common law marriage or same-sex marriage. The terms “child” and “parent” include in /oco parentis relationships in which
a person assumes the obligations of a parent to a child. An employee may take FMLA leave to care for an individual who
assumed the obligations of a parent to the employee when the employee was a child. An employee may also take FMLA
leave to care for a child for whom the employee has assumed the obligations of a parent. No legal or biological relationship
is necessary.

Page 1 of 4 Form WH-380-F, Revised June 2020




Employee Name:

(3) Brietly describe the care you will provide to your family member: (Check all thar apply)
O Assistance with basic medical. hygienic, nutritional, or safety needs O Transportation
O Physical Care O Psychological Comfort O Other:

(4) Give your best estimate of the amount of leave needed to provide the care described:

(5) If a reduced work schedule is necessary to provide the care described, give vour best estimate of the reduced schedule

you are able to work. From fmm/ded vy 1o fmmdd vy, | am able to work
(hours per day) (days per week).
Employee
Signature - . Date  (mnvdd vy

SECTION III - HEALTH CARE PROVIDER

Please provide your contact information, complete all relevant parts of this Section, and si gn the form below. A family member of your
paticnt has requested leave under the FMLA to care for your patient, The FMLA allows an employer to require that the employee submit
a timely, complete, and sufficient medical certification to support a request for FMLA leave to care for a family member with a serious
health condition. For FMLA purposes. a “scrious health condition™ means an illness, injury, impairment, or physical or mental condition
that involves inpatient care or continuing reatment by a health care provider. For more information about the definitions of a serious
health condition under the FMLA, see the chart at the end of the form.

You also may, but are not required to, provide other appropriate medical facts including symptoms, diagnosis, or any regimen of
continuing treatment such as the use of specialized equipment. Please note that some state or local laws may not allow disclosure of
private medical information about the patient’s serious health condition, such as providing the diagnosis and/or course of treatment.

Health Care Provider’s name: (Print;

Health Care Provider’s business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax: ( ) E-mail:

PART A: Medical Information

Limit your response to the medical condition for which the employce is sceking FMLA leave. Your answers should be your
best estimate based upen your medical knowledge, experience, and examination of the patient. After completing Part A, complete
Part B to provide information about the amount of leave needed. Note: For FMLA purposcs, “incapacity” means the inability to
work, attend school, or perform regular daily activities due to the condition, treatment of the condition, or recovery from the condition.
Do not provide information about genetic tests, as defined in 29 C.F.R. § 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(c),
or the manifestation of disease or disorder in the employee’s family members, 29 C.F.R. § 1635.3(b).

(1) Patient’s Name:

(2) State the approximate date the condition started or will start: (mmyddinyy)

(3) Provide your best estimate of how long the condition lasted or will last:

(4) For FMLA to apply, care of the patient must be medically necessary. Briefly describe the type of care needed by the patient

le.g.. assistance with basic medical, hygienic. maritional, safety. transportation needs, physical care. or psychological comfori).
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Employee Name:

(5). Check the box(es) for the quéstions below, as applicable. For all box(es) checked, the:amoimt of leave néeded must be;
Jprovided ifi Part B.
O Inpatient Cave: The patient (L has been / I is expected to be) admitted for an.overnight stay in a hospital,
hospice, or residential mgdical caré facility on the following datefs):

[ Incapacity plus Tréatment: (e:g: ouipatient sitigery; sirep Hval) _ _ _
Due to-the congition; the patient {0 has been / [J is-expected to be) incapaditated for more than three
‘consecutive; fill ‘calendar days from _  (mimdddfnni 30 _ (enfdeyyd,

“The patient "('El'wag { Twill be) seen on'the following date(s):

The condition (O has / O has not} also resulted-in-a course of continuing treatment under the supervision-of a
hiealth care provider [fe:g. preseriprion medication. (otkier thait over-the-counter} oF therapy requiring special equipmenty

00 Pregnancy: The condition ispregnancy. List the gxpected delivery dae:- (madddiyyyyis

o Chronié"Cbn‘ditlbns:_ fe.g. qq_:;fa_mg. phigraine headiches) Due _tp-'thc;congﬁtioﬁ,._i't"is‘ medically necessaty for the patient.
to havi theatinent visits at least twice:por year,

O Pemiisnient or Lons Ter S: (e, g. disheinier's, terminal siages of cancér) Due to.the-condition, incapacity
is permanént or. long térm and -requires thé continuing supervision of a health care provider (gvea if active
treatment is 1iot being provided),

L Conditions requiving Multip Ie.'fl'reatmenfs::.('.ggglgf;m'r{n.-jmpy trealmgits, réstoraiive surgery) Due to-the cofidition,
It is medically necessdry for the patient to receive fiiitiple treatments.

n No'lig'-_'o! thé.above; If none. of the above condition(s). were checked; (i.¢., inpafient care, pregnanc y} :
1o ‘additional information is riéeded. Go fo page 4 1o sign and date the form.

(6) 1t needed, bricfly describerother appropriate medical Tacts related to the condition(s) for which the employee aecks
" FMLA leave (&g, \u_.ge-'c_lf;zebulizer, diglysis) :

FART B¢ Amount of Leave Needed

For the medical conditioii(s) checked in Part A; complete all that apply. Several questions seelcatesponse asto ihe frequeiicy or 'iiuratiqn,
of 4 :condition, tréatment; 16, Your answer shoild. bié yoir Best €stimate bused upon your-medical knowledge; experience, and.
-examination of the patient. Be as specific.as you can; fernis such.ag “lfetime,” “unknown,” or “indelerminate” may not be sufficient to-
determine if the benefits'and protections of the -EMLA. apply.

(7).. Due:to'the'cornidition, the patient (OFhad/ Ll.will have) planned meédical treatmeni(s) (schediiled megdical visité) te.g.
Mcﬁaﬂw;'ﬁfhﬁ: previatal @gaiimn“entsj on the following daté(s):

(8 Due to the condition; thé patient (T3 was /0 will be).referred 1o othér healdy care provider(s) for evaluation'ar,

tredtment(s),
Statehe nature of such treatments: (z.g. cardivlogisi, Bhysical therapyl _
Proyide your best estiinat_e"_of the-lieg__'_inﬁing' date e timiddiyyy) ad-end date:

(nildfyv) for the treatment(s).

Provide your best estitnate of the duration of the-treatment(s), including any period(s) of recovery
. et 33&_W!We£‘)
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Employee Name:
(9) Due to the condition, the patient (O was / O will be) incapacitated for a continuous period of time, including any time
for treatment(s) and/or recovery.

Provide your best estimate of the beginning date: fmm.dd/avy) and end date
imm/dd/vyyy) for the period of incapacity.

(10) Duc to the condition it, (O was / O is / O will be) medically necessary for the employee to be absent from work to
provide care for the patient on an intermittent basis (periodically). including for any episodes of incapacity i.¢., episodic
flare-ups. Provide your best estimate of how often (frequency) and how long (duration) the episodes of incapacity
will likely last.

Over the next 6 months, episodes of incapacity are estimated to occur times per
(O day / O week / 00 month) and are likely to last approximately (O hours / B days) per
episode.

Signature of
Health Care Provider Date fmm/ddnsyy)

Definitions of a Serious Health Condition (See 29 CF.R. §§ 825.113-.115)
Inpatient Care

* Anovernight stay in a hospital, hospice, or residential medical care facility.
¢ Inpatient care includes any period of incapacity or any subsequent treatment in connection with the overnight stay.

Continuing Treatment by a Health Care Provider (any one or more of the following)

Incapacity Plus Treatment: A period of incapacity of more than three consecutive, full calendar days, and any subscquent treatment
or period of incapacity relating to the same condition, that also involves either:

© Two or more in-person visits to a health care provider for treatment within 30 days of the first day of incapacity unless
extenuating circumstances exist. The first visit must be within seven days of the first day of incapacity; or,

o At least one in-person visit to a health care provider for treatment within seven days of the first day of incapacity, which
results in a regimen of continuing treatment under the supervision of the health care provider. For example, the health
provider might prescribe a course of prescription medication or therapy requiring special equipment.

Pregnancv: Any period of incapacity due to pregnancy or for prenatal care.

Chronic Conditions: Any period of incapacity due to or treatment for a chronic serious health condition, such as diabetes, asthma,

migraine headaches. A chronic serious health condition is one which requires visits to a health care provider (or nurse supervised by

the provider) at least twice a year and recurs over an extended period of time. A chronic condition may cause episodic rather than a
continuing period of incapacity.

Permanent or Long-term Conditions: A period of incapacity which is permanent or long-term due to a condition for which
treatment may not be eftective, but which requires the continuing supervision of a health care provider, such as Alzheimer’s disease

or the terminal stages of cancer.

Conditions Requiring Multiple Treatments: Restorative surgery after an accident or other injury; or, a condition that would likely
result in a period of incapacity of more than three consecutive, full calendar days if the patient did not receive the treatment.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

Il submilted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616:

29 C.F.R. § 825.500. Persons are not required to respend to this collection of information unless it displays a currently valid OMB control number.
The Department of Labor estimates that it will take an average of 15 minutes for respondents to complete this collection of information, including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed. and completing and reviewing the collection
of information. If you have any comments regarding this burden estimate or any other aspect of this collection information, including suggestions for
reducing this burden, send them to the Administrator, Wage and Hour Division, U.S. Department of Labor, Room $-3502. 200 Constitution Avenue.
N.W., Washington, D.C. 20210.

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT.
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