Family and Medical Leave Act
Family Member Serious Health Condition Certification

SECTION 1: TO BE COMPLETED BY EMPLOYEE

INSTRUCTIONS to the EMPLOYEE:
it is

inappropriate for you or the family member to complete section 2. Note: If this is a request for leave for
yourself or a serious injury or illness for a covered service member, you cannot use this form.

e Please obtain either: Employee Serious Health Condition Certification OR Serious Injury or lllness of a
Servicemember Certification from your Human Resource Office.

Employee Name Personnel Number
University Work Location
Family Member / Patient Name Relationship to Employee If Son/Daughter, Date of Birth

Describe the care you will provide to your family member and estimate the amount of leave needed to provide this care; include a schedule,
if possible for intermittent absences.

SECTION 2: TO BE COMPLETED BY HEALTH CARE PROVIDER:

INSTRUCTIONS: The above employee has requested leave under the FMLA. Answer, fully and completely, all
applicable parts. Several questions seek a response as to the frequency or duration of a condition, treatment, etc. Your
answer should be your best estimate based on your medical knowledge, experience, and examination of the patient.
Be as specific as you can; terms such as lifetime, unknown or indeterminate may not be sufficient to determine FMLA
coverage. Limit your response to the condition for which the employee is seeking leave.
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*Incapacity is the inability to work, attend school or perform other regular daily activities. State System Updated 12/1/15
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