Certification of Health Care Provider for

Employee’s Serious Health Condition

under the Family and Medical
2614(c)(3); 29 C.F.R. 8§ 825.305. The employer must give the employee at leas
fails to provide complete and sufficient medical certification, his or her FMLA le
about the FMLA may be found on the WHD website at www.dol.gov/agencies/wh:

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

SECTION Il - HEALTH CARE PROVIDER
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http://www.dol.gov/agencies/whd/fmla

Employee Name:

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(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
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. 8 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) State the approximate date the condition started or will start: (mm/ddlyyyy)

(2) Provide your best estimate of how long the condition lasted or will last:

(3) 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.

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 : (e.g. outpatient surgery, strep throat)

Due to the condition, the patient ( [_| has been/ [ ] is expected to be) incapacitated for more than three

consecutive, full calendar days from: (mm/ddlyyyy) tO (mm/ddiyyyy).

The patient ([_] was/ [_] will be) seen on the following date(s):

The condition ( has / has not) also resulted in a course of continuing treatment under the supervision of a
health care provider (e.g. prescription medication (other than over-the-counter) or therapy requiring special equipment).

Pregnancy: The condition is pregnancy.  List the 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 .26 0 Td [(0o EMC uMC uMC uMC uMC uMC uMC uMC uMC Dt7d ()Tj-0.003 Tc 0.0031.6 (m)-1.6 (/dd/y)-3.72.7 (re)2.33.4 (a,)
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Employee Name:

(4) If needed, briefly describe other appropriate medical facts related to the condition(s) for w Tc -0 Tew ()T .023 01 01S6Tc OT /TT1 12¢c 0.003 T5 6.

Page of Form WH-380-E, Revised June 2020



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 essential functions or a job description, answer these questions based upon the employee’s own description of the essential job
functions. An employee who must be absent from work to receive medical treatment(s), such as scheduled medical visits, for a serious health
condition is considered to be not able to perform the essential job functions of the position during the absence for treatment(s).

(10) Due to the condition, the employee ( was not able / is not able / will
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	DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT.

