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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 | of the Certification for Health Care Provider form.

Give the certification form and a copy of your job description to the health care
provider. If the leave is for a family member, a job description is not required.
The health care provider returns the completed certification form via email or fax.
Coordinator with your principal to complete a Long-Term Substitute form.

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:

04/26

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 cligible 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 employce unable 1o
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse, son, daughter, or parent on active duty or
call 1o 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 cvents, arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployment reintegration bricfings.

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 trcatment, recuperation, or therapy; or is in outpatient status; or is on
the temporary disability retired list,

Benefits and Protections

During FMLA leave, the employver must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the ecmployee
had continued to work. Upon retum 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 employmemt 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
cither prevents the employec from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject 1o certain conditions, the continuing treatment requircment 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, ar
incapacity due to a chronic condition. Other conditions may mect the
definition of continuing treatment.

Use of Leave

An employee does not need Lo use this leave cntitlement 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 duc 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 policics.

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take FMLA
lgave 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 [eave. Sufficient information may include that the
cmployee is unable to perform job functions, the family member is unable 10
perform daily activities, the need for hospitalization or continuing treatment
by a health care provider, or circumstances supporting the need for military
family leave. Employecs 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 persan for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
ar relating to FMLA.

Enforcement
An employee may file a complaint with the U.8. Department of Labor or
may bring a private lawsuit against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersedc any State or local law or collective bargaining agreement which
provides greater family or medical [eave 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.

=% For additional information:
; 1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-88Y-5627 *
WWW WAGCGEHOUR.DOL.GOV

LS. 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

SChOOlﬁ. Return Forms to: Benefits@ hazelwoodschools.org
4 . J Human Resources Department, Hazelwood Schoal District
]'Str]'Ct 15855 New Halls Ferry Road, Florissant, MO 63031 P:314-953-5000 F:314-218-8079

:'C::mofﬂm : —— | Employee ID Number Phona Number Date of Reques!

Ciy. State. Zp o

| Address (Street, Apt#)

s S Building and/or Department ik =:
I

Leave Requested (Review the back of the last page f;:.r éxhlanaﬁon of leaves)

[C] Family Medical Leave [C1End of Benefit Leave (] Child Care Leave (Pregnancy/Adoption Leave)
% (0 FMLA Intermittent OR OJ FMLA Continwous)  [] Worker's Compensation Leave (] Military Leave
Expected Start Date Expected End Date Expected Date of Delivery/Child Arrival | Actual Start Daie Actuz| Retun Date

Reason for Request

FAMILY MEDICAL LEAVE CHECK ALL THAT APPLY
(C] 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

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

B T TP ——— b - —4

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 fo 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 enraliment.

Medical CINoClYes  Dental [INo(ClYes ! Medical CINoDlYes  Dental [INo[DlYes

Vision O No [ Yes Life DO No [ Yes Visien 1 No [ Yes Life O No [ Yes

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

END OF BENEAT LEAVE—ANY TiME NOT COVERED 8Y FMLA OR WORKER COMPENSATION-Employees are responsible for 100% of insurance premiums,
including the board paid portion, ta ensure that insurance continues during leave. Insurance will cancel if employee does not submil 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 servics). N Nl TR SRR L S|

Signature l Date Submitted

FOR ADMINISTRATIVE USE ONLY

i _|:_|_ Leave Denled, because:

Approved Leaves and Duration Estimates Actual Leave and Duration Dates
[C]FMLA begins g e A T [ FMLA g ends
| [[]End of Benefit begins ends [ End of Benafit s 0 ends
[] Adoption begins ends [] Adoption R TAp— 1
[] Pregnancy begins ends []Pregnancy — o _ends
[1Superintendent’s begins ends . (] Superintendent's ends e e
[] Military beings _ ___ends [ military ends it
[[]Work Comp begins ends m I 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? [INo [Jves o
| Will he/she take leave for the same reason? [ JNo [ ] Yes i
Is medical certification needed? N0 [lYes,by____ | Date medical certification received '
| Estimated Days Available: _Sick Days VacationDays _____ OptionDays _____ Comp Days Unpaid Days |
Breakdown of Days Used: _ Sick Days _ Vacation Days __ OptionDays ___ Comp Days _ Unpaid Days ,-
Lﬂ.nmm}ﬁocmnu By Data Processad | Applicaton Approved by Oate Processea —}

White-H R ces Green-Leave Accounting Yellow-Payroll Pink-Department Gold-Empiloyee




| -sch ye shall on “uauza;md ¥ lima eacty year, cxoept Miliary Leave: and Worker Compendalion; This gxplanation of benefits shall not be
gnsinﬁi s ali mfghae‘, a8 emp!oyaes must réfde fodhelr Msmnmnﬁum of Utiderstandig ot Handbook &r more.spegific details: 3.

A LY MEDICAL LEAVEOF ABSENGE—Board Pald Benefits forthe Duration of thls Leave:
Fh'mmggmzéwﬁ sehonl Dasmtm& provide'iip io 12 Wonks of iipald, fnb-pmtee!ad leave 14 émployebs thaf hava woiked for the digkict for at”
tedst one year, and for 1,250 hourg.over the previos T2 manths. FMLA perm!ts empldyees o take leale anan imermritisnt biasle or 1 work & reduaéd-
stheduleinder cerain circumatances. Unpaidleays ailist be graited for.any.df i {oilcmmg‘ reasms
e Tooueforthesmployees ohild-afterbinh, or plasementor ad@hmmfom care;
v “Toicare for g employes's spousg, Son or daughier o parent who hias a seripus heatth condiiier; or
. Forpeaioiss hieatth condition that nakiss iha empiiyes inable 4o parforin ihe smployes's ]ﬂb
Thie mployee:mizy be regiitedip provide sdvence leave nofice wnd medgal cerlifioation. 'aking ofleave may bs denled If raguiiramants-are notinel,
Prigr {o an empioyeas relum; medical cartilication must-be provided (Fieave/Ts taken o émpioyse's'own ilness) nofifying he a‘istrlcioﬂheemniﬁ)'&es
- abilfty o rstum bo-work witheut rqstmirons

The tistiict roquiires: aﬂzmpfoww {o use il pdid conp. ﬁneavaﬂebfq dwing FMLA fbave. This paid fims. oif il mnmnwr:ehnysmh EMLA,
FMLAwH}mﬂmmrrantmm all lesves, vifien 8n emiployes is eligible. '

B:  EwporBehentLeave~Board Pald Benefts are Unavallable
Al enigloyees ofths: Hazeniogd Scridol Districtare-imited mhaﬂvammmk lggve’ days shd coriparisable: daysadupted ainvaily by {fi Boards
whether e injury I vioflcrelated or . I ihe eventthal an'employes requines’al {osiger Ganvalasserl pefiod thaiithe §ick and comperisatilo'dajs.
dvalabla’to the emilicyee; fian:
»  Pigr lo (he expiratin of all: <o sk, aiid vacalioh days, meem;iluxea must request additional uricompensited legve (i additional tine off
is reqjiired);
= The'esiployed:shiall fliriish the Board of Eugation wikti-all appropiiate medicd! n“nwmenla. and. _
v After the smiployee | has used iis or er compencable-days anidslck days, the Board may grantup-to an add‘monai | Mingfy.(90) calender days of
uniopensatd léave. End of BanefitLeave wil begin | Ine first diay of unpald feave. Thisunpald thme off wifl fusr emurmﬂy w{tﬁm '
Pregnmen and Adnpﬂoh Leays;, Happfﬁ:ab!e.

C.  SuperiNvenpENT'S LEAVe: Board Paid Benefils for the Duration.of this Leave
“Tive Superinitandantshall granf up:to:five {5) daya of uripeldl leave m@rwmnployea hetling fime off for reésong otfisr thin Winbss, providing, guidiable
personsl angfor vecation days-have baen exhgusied, .

D,  Precuacy AND AborioN Leave~Board Pald Bensfits aje Unavaz'!ab!e
A!Iemphmsame&lﬁehﬂa&vefgfﬂmbﬂhadopﬁm afd firsybat Gate of the employes’s child ipon proper applicalion for & periiy ol 1 exceed
Bng {1} vear. For employgsswho are; ei@tlﬂem Isave.Lunder the Family and-Madical Lesvs At (FMLAY, this leaye wil by appﬁedmwurmrﬁyblhe
EMLA lsave, it s efyphislically the pm’bon ofths. {ﬁ'amotﬂlat Biis pofidyis pol mﬁnd&d to:expand the f&wmkwe_et«a:p!icaﬂittyofﬁ:s FMLA
1. Theémgioyae: giving [t may.Lise.compensibla ldave, i avakabls, for days when ihie- employee Jsnat physically able t-retuin. to-work, 8:
-vesiied by  physician. Medieal cerfificatin J5 not nevessary for the first 20 deys ufﬁ\e!eamhsmﬂllharequﬁ'edfmuse o] corfipenisable.
feavé Beyond, ﬂmﬁistiio contratiusl days. Thaamployaa‘tahngmisleuva‘fcradupsm orﬁrst-yea'mra of ha. yoa's ohild may.use up
{y‘a 3{) ‘compesieablés days,if avalalie, during the first.30 days of ldave. Othanilss;’ ‘pregRanty, childware’ ahd adtption ioave witbs ithout.

2 Ohﬁdcam gind adoplioi’ eave-wilt commence:n & muiualiy agreaableﬂaha that shiall be delemmined by me superittendani: otﬂesim*aﬂsf
consultaiion-with the employes.
3. Boartpaid bensfits will continug thraugh the fitat 80 days of feave; ifthe employee:qualified for fiiebenefits priorto‘the leave, ‘ARerdie it
£ caendafcaya. haurama benefiis.may e conbinued atihe employse's expense.
E. KiLmARY LEAVE—~Board Paid Benéfiis for30 days ONLY
The umxmuyam Midtary leave 83 reguiréd by fsw.. Employsgs taking Mww Leava shall give sltiier witten -or verbal nojoeiof ifie néed:for millitsry
ledip uhlesy impossile due to hillitsry necessity. The disllct will fegquire agopy.ofeny mim official erders after the mﬂﬂary leaive hias aiceedsd 30
Hays. Writtan arders must be:submified fo the diskiot to coflect a: regulsr salary for upda 18 days per fisea) year.

Enwlmma dhai beal@bla g relaln lmm'ﬁm cov: theii ipenise’ aﬂeg‘iheaoﬂ de nfleave forpdo 18mtmﬂas o unal he ale
it bl emge(at expe y of leave) for up: day.after they
F. ?om Cc:mmusmou—Board Paid Benefils forthe Duration of this Leavé

The-distiict shal granf Worker Coninensation as recuifréd by faw. ‘Employess shail have the option 0f baing Piid coimp ine.or Being peid isnder Worker.
Compemaw 168% of régutar pay), Thbdistiat shall hail:l & position for g employde unil Bie eiviployae I ablé:6retiim 1o work M!ﬁr without
resiricion. Edand paid beriefits wil mmhmuﬁculﬂus psnud howéver, empbye%rrmstwnt‘metasmmu thelr porilon of insurance premhma

[ EXARPLE OF USING CONCURRENT LEAVES:

Asy:employes takes a Pregnancy/Adoption Leave from ity 1 to June 30 and b comp-ling i retel o i
te.graled leave 25 follows:. d s gnaygh comp- v payment through August s,shgm«n-.iﬁ_

@#MFJg.gﬁmmmd'so “#ufday&mknmwﬂm ﬂmﬂfmduﬂlmwap&nﬁ hm@&dcﬁmﬁhnm?ﬁm X, Yes
@iﬁammmg g obdays pramsdfor FMLA 40 by Aupbst 7 _
Elpibs Days Caleidaion tthe sieliar of tha 2 1n @ @ #.of dows ghanted for Prtinnney 365

@Tml#&dmmﬂmﬂbﬁm

et
: g a8 ies theiof dayh et for FEILA slrice Ay 1
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Certification of Health Care Provider for U.S. Department o_f l__a_\bor = *
Family Member's Serious Health Condition Wage and Hour Division gl

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: 6/30/2026

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 employee 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 found on the WHD website at www.dol.gov/agencies/whd/fmla.

SECTION | - EMPLOYER

Either the employee or the employer may complete Section I. 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.F.R. § 825.306. You may not ask the
employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Additionally, you may
not 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
histories 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 28 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies, and in accordance
with 28 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

(1) Employee name:

First Middle Last

(2) Employer name: Date: (mm/ddlyyyy)
(List date certification requested)

(3) The medical certification must be returned by (mm/dd/iyyyy)
(Must allow at least 15 calendar days from the date requested, unless it is not feasible despite the employee’s diligent, good faith efforts.)

SECTION Il - EMPLOYEE

Please complete and sign Section |l 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:
[] Spouse [] Parent [] Child, under age 18

[] 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 loco 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.
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Employee Name:

(3) Briefly describe the care you will provide to your family member: (Check all that apply)
|:| Assistance with basic medical, hygienic, nutritional, or safety needs |:[ Transportation
[] Physical Care [[] Psychological Comfort [] 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 your best estimate of the reduced schedule

you are able to work.  From (mm/dd/yyyy) to (mm/ddlyyyy), | am able to work
(hours per day) (days per week)
Employee Signature Date (mm/ddiyyyy)

SECTION lll - HEALTH CARE PROVIDER

Please provide your contact information, complete all relevant parts of this Section, and sign the form below. A family member of your patient
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 “serious health condition” means an iliness, injury, impairment, or physical or mental condition that involves inpatient
care or continuing treatment 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 employee is seeking FMLA leave. Your answers should be your best estimate
based upon 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 purposes, “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(e), 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: (mm/dd/yyyy)

(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 (e.g.,
assistance with basic medical, hygienic, nutritional, safety, transportation needs, physical care, or psychological comfort).
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Em'pio'y.ee. Name:

{5} Check the box{es) for the quastions. belaw; as applicable. Forall box{es) checked, the amount of leave needed must be provided in Part B.

[[] Inpatient Care: The patient ([ ] has been /[ ] is expected to be) admitted for an overnight stay in a hospital:
hospice, or residential medical care facility on-the following date(s): _

[] Incapacity plus Treatment: (¢.g. outpatient surgary, strep thr_oat)
Dus to the condition, the patient ( [_] has been/ [ ] is expected to be) incapacitated for mare than three
consecutive, full calendar days from: . (mim/ddivyyy) o ‘(mmiddiyyyy).
The patient { [ _| was/ |:| will be) seen on:the.follo‘Wing date(s):

“The condition-( |:| has / |:| has not} also resulted in a course-of continuing treatment under.the supervision of a
health care provider (e.d. prescription medmatlon {other than over<the-counter) or therapy requiring special equipment)

Pregnancy: The condition js pregnancy.  Listthe expected delivery date: (mm/ddiyyyy).

Chronic Conditions: (e.g. asthma, migraine headaches) Due to the condition, it is medically necessary for the patient to-have
treatment visits at least fwice per year:

Permanent.or Lonig Term-Conditions: {eg. -Alzheimer’s, terminal stages-of cancer) Due to the condition, mcapaclty is permanent
of long term and requires the continuing supervision of a heaith care provider (evenf active treatment is.nat being. provided).

Cond|t|o_n_s.re_qu|rmg Multiple Treatments: (e.g. chiemotherapy tre_a_tments,_ restorative surgery) Due to the.condition, it is- memcally
necessary Tor the patient to receive muliiple treatments.

DI:I.EID

[] ‘None of the above: If nong of the above coridition(s) were checked, (i.e., inpatient cars, pregnancy) no additional information is
needed. Goto page 4to sign-and date the form. ' '

(8) If needed, briefly describe other appiopriate medical facts related to the condition(s) for which the employee seeks FMLA leave. (e.g., use
of nebulizer, dialysis)

PART B: Amount of Leave Needed

For the medical condition(s) checked in Part A, camplete all that apply, Several questioris seek a response as to the frequency or duration of a
condition; fréatment, etc. Youranswer should be your best esfimate based upon your medical krowtedge, experience, and examination of the-
patient, Be as _specﬂ' G as you can; terms such as “lifetime,” "unknown,” or “indeterminate” may riot be sufficient to determine if the benefits and
protections of the FMLA apply.

(7) Due to the condition, the patient ( [] had/ [] will have) planned medical traatment(s) (schedulsd medical visits) (e.9.
psychotherapy, prenatal appointments) on the following date{s);

(8) Due to the condition, the patient ( [_] was/ [ ] will be) referred to other health care provider(s) for evaluation of tréatment(s).

State the nature of such treatments: (e.g. cardiologist, physical therapy)

Provide your best estimate of the beginning date (mmiddlyyyy) and end date (imiddlyyyy).
for the treatment{s). T - - /

Provide your best estimate-of the duration of the treatment(s), including any period(s) of recovery (e.g. 3 days/week)

Page 3of4 FormWH-380-F, Revised Juhe 2020




Employee Name:

(9) Due to the condition, the patient ( [] was/ [ ] 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 (mm/ddlyyyy) and end date (mm/dd/yyyy).

for the period of incapacity.
(10) Due to the condition, it ( [Jwas/ []is/ [] 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.e., 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
([] day [] week [ ] month) and are likely to last approximately ([] hours [] days) per episode.
Signature of Health Care Provider Date: (mmiddiyyyy)

Definitions of a Serious Health Condition (See 29 C.F.R. §§ 825.113-.115)

Inpatient Care

» An overnight 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 subsequent
treatment or period of incapacity relating to the same condition, that also involves either:
o 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.

Pregnancy: 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 effective, 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

If submitted, 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 respond 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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