Certification of Health Care Provider
(Family and Medical Leave Act of 1993)

To be completed by the patient’s health care provider: (This form is to be returned to SETA by
or your leave may be delayed.)

Date

1. Employee’'s Name:

2.  Patient's Name (if other than employee): :

3. Date medical condition or need for treatment commenced (Note: the health care provider is not to
disclose the underlying diagnosis without consent of the patient.)

4, Probable duration of medical condition or need for treatment:

6. Ifthe certification is for the serious health condition of the employee, please answer the following:

a. Is the employee able to perform work of any kind? o Yes oNo

b Is the employee able to perform the essential functions of the employee’s position? Answer
after reviewing the employer’s job description that includes the essential functions of the
employee’s position, or if none provided, after discussing with the employee. o Yes oNo

8v. | ':E'stinﬁét'e t'he‘beriod of time Cva"ll’e will be needed, or dUring which the employee’s presence would be
beneficial:

9. Please answer the fol
S o
10.
Signature of Health Care Provider Date
( )
Address of Health Care Provider Telephone Number
11.

Signature of Employee Date




When family care leave is needed for a seriouslyb il férﬁily member, the employee must state the care
he/she will provide and an estimate of the time period during which this care will be provided, including
a schedule if leave is to be taken intermittently or on a reduced work schedule.

Signature of the Employee . Date
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