Certification of Health Care Provider for U.S. Department of Labor

Family Member’s Serious Health Condition Wage and Hour Division WH.
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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 Madical Leave Act (FMLA) provides that an employer may reguire an employee seeklng FMLA leave to care for a family
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Employee Name:
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[] Assistance with basic medical, hygienic, nutritional, or safety needs [] Transportation

[ Physical Care [ ] Psychological Comfort [] other:




Employee Name:

{5) Check the box(es) for the questions below, as applicable. For all box{es) checked, the amount of leave needed must be provided in Part B.
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Employee Name:

for treatment(s) and/or recovery.

Provide your best estimate of the beginning date (mmiddiyyyy) @nd end date (mmiddiyyyy).

(10) Dus to the condition, it (] was/ [ 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 tha next 6 months, episades of incapacity are estimated to occur times per

([ 1 day "] week [] month) and are likelv to last approximatelv {1 hours "1 davsl nar anisnde




