Certification of Health Care Provider for U.8. Department of Labor
Employee’s Serious Health Condition Wage and Hour Division
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Employee Name:

Health Care Provider's name: (Print)

Health Care Provider's business address:

Type of practice / Medical spacialty:

Telephone: Fax: E-mail:

PART A: Medical Information

Limit your response to the medical condition{s) 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
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Employee Name:
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PART B: Amount of Leave Needed

For the medical condition(s} checked in Part A, complete all that apply. Several questions seek a response as to the frequency or duration of a
cendition, treatment etc. Your answer should be your best estimate based upon your medical knowledge experlence and exammatlon of the




Employee Name:

PART C: Essential Job Functions

If provided, the information in Section | question #4 may be used to answer this question. If the employer fails to provide a statement of the
employee's essentlal functlons or a job description, answer these questions based upon the employee’s own description of the essentlai Job
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