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Appendix B
Certification of Health Care Provider for U.S. Department of Labor *
Employee’'s Serious Health Condition Employment Standards Administration

Wage and Hour Division US. Wage srd Hour Division

{(Family and Medical Leave Act)

OMB Contrel Number: 1215-0181
Expires; XX/XXXXX

SECLT X FOVER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act {FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section I before giving
this form to your employee. Your response is vojuntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R: §§ 825.306-825.308,
Employers must generally maintain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities
Act applies, :

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

s

S 8] At Ji i vl o

INSTRUCTIONS to the EMPLOYEE: Please complete Section I before giving this form to your medical
provider, The FMLA permits an employer (o require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition, If requested by your
emplover, your response is required to obtain o retain the benefit of FMLA protections. 29 U.8.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 20 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 CFR
§ 825.305(b).

Your name:;

First Middle Last

u”‘"‘i?j. ;;Agiw % i

e HEALTH CARE PROVIDER: Your patient 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 upon 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 responses to the

condition for which the employee is seeking leave. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: { ) ) Fax:( )

Page ! CONTINUED ON NEXT PAGE Form WH-380-E November 2008
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1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?

___No ___Yes. lfso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes.
Was medication, other than over-the-counter medication, prescribed? No Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (2.8, physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? ___No __ Yes. If so, expected delivery date:

3, Use the information provided by the employer in Section I to answer this question. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the employee is unable fo perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may inclade symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Page 2 CONTINUED ON NEXT PAGE o Form WiH-38G-E  November 2008
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D
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? __No ___Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? __No ___ Yes.

I so, are the treatments or the reduced number of hours of work medically necessary?
© . No __Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period: ‘

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per day, days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
funetions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
Ne Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g.. 1 episode every 3 months fasting 1-2 days):

week(s) month(s)

Frequency: times per

Duration: hours or ... day(s) per episode
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 2%
C.F.R. § 825.500. Perscns are not required to respond to this collection: of information unless it displays a currently valid OMB
control number, The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing nstructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of informatien. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room S3-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Appendix B

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

Family Member's Serious Health Condition ~ Employment Standards Administration "
Wage and Hour Division

(Family and Medical Leave Act) 115, Wage and Houe Divisian

OMB Control Number: 1215-0181
Expires; XXSOUXXX

EGT] pletio i KR
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee secking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee. Your response is
voluntary. While you are not required to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of employees’ family
members, created for FMLA purposes as confidential medical records in separate files/records from the usual
personnel files and in accordance with 29 CF.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies.

S

Employer name and contact:

I

] 1 NpicL o

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your family
meraber or his/her medical provider.  The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3}. Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to return this form fo your employer. 29 CFR. § 825.305.

Your name:

First Middle Last

Name of family member for whom you will provide care:

First Middle - Tast

Relationship of family member to youw:

If family member is your son or daughter, date of birth:

Describe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature ' Date

Page 1 CONTINUED ON NEXT PAGE Form WH-380-F November 2008



68120 Federal Register/Vol. 73, No. 222/ Monday, November 17, 2008/ Rules and Regulations

B

4530

'
INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed above has requested leave under
the FMLA o care for your patient. Answer, fully and completely, ail applicable parts below. Several questions
seek a response as to the frequency or duration of a condition, treatment, etc. Your answer should be your best
estimate based upon 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 responses to the condition for which the patient needs leave. Page 3 provides space for additional
information, should you need it. Please be sure to sign the form on the last page.

Provider’s name and business address;

Type of practice / Medical speciaity:

Telephone: ( ) _ ' Fax:( )

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an oveﬁﬁght stay in a hospital, hospice, or residential medical care facility?
No ___Yes. If so, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment {(e.g., physical therapist)? .
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? ___No ___Yes. If so, expected delivery date:

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment):

Page2 CONTINUED ON NEXT PAGE Form WH-380-F November 2008
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. Will the patient be incapacitated for a single'continuous period of time, including any time for treatment and

recovery? No Yes,

Estimate the beginning and ending dates for the period of incapacity:

During this time, will the patient need care? __No __ Yes.

Explain the care needed by the patient and why such care is medically necessary:

. Will the patient require follow-up treatments, including any time for recovery? __ No _Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment, including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

. Will the patient require care on an intermittent or reduced schedule basis, including any time for recovery? __
No __Yes.

Estimate the hours the patient needs care on an intermittent basis, if any:

bour(s) per day; days per week from through

Explain the care needed by the patient, and why such care is medically necessary:

Page 3 CONTINUED ON NEXT PAGE Form WH-388-F November 2008
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7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? No Yes.

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the frequency of
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g., 1 episode
every 3 months lasting 1-2 days).

month(s)

Frequency: times per week(s)
Duration: hours or ____ day(s) per episode
Does the patient need care during these flare-ups? No Yes.

Explain the care needed by the patient, and why such care is medically necessary.

Signature of Health Care Provider Date

PUBLIC BURDEN STATEMENT
If submiitted, it is mandatary for employers to retain a copy of this disclosure in their records for three vears. 29 U.S.C. § 2616;
26 C.F.R. § 825.500. Persons are not required to respond to this coliection of information unless it displays a currently valid OMB
control number. The Department of Labor estirnates that it will take an average of 20 minutes for respendents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
dataneeded, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room §-3502, 200 Constitution Ave., NW, Washington, DC 20210,
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Appendix C to Part 825~Notice to Employees Of Rights Under FMLA (WH Publication 1420)
EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement

FMLA requires covered employers 1o provide up to 12 weeks of unpaid, job-

protected leave to eligible employees for the fellowing reasons:

»  For incapacify due to pregnancy, prenatal medical oare or child birth;

s To care for the employee’s child afier birth, or placement for adoption
or foster care;

e« To care for the employee’s spouse, son or daughter, or parent, who bas
a serious health condition; or

«  For a serious heaith condition that makes the employee unable o
perform the employee’s job.

Military Family Leave Entitlements

Bligible employees with a spouse, son, daughter, or parent on active duty or
call to active duty status in the Naticnal Guard or Reserves in support of 2
contingency operation may use their 12-week Jeave entitlement to address-
certain qualifying exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing cerfain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployviment reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up to 28 weeks of leave to cars for 2 covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces, including a member of the
National Guard or Reserves, who has a serious injury or illness incurred in
the line of duty on active duty that may render the servicemember medicaily
unfit to perform his or her duties for which the servicemember is undergoing
medical freaiment, recuperation, or therapy; ot is in outpatient status; or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan™ on the same terms as if the employee
had continued to work. Upon return from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits, and other empleyment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued priof to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one vear, for 1,250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Befinition of Serious Health Condition

A serious health condition is an illpess, injury, impairment, or physical or
mental condition that involves either an overnight stay in a medical care
fagility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
‘et by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health cate provider or one visitand a
regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to & chroni¢ condition. Other conditions may meet the
definition of continuing treatment.

Use of Leave

An employee does not meed to use this leave enfitiement in ene block. Leave
can be taken intermittently or on a reduced leave schedule when medically
necessary. Employees must make reasonabie efforts to schedule leave for
plarned medical treatment so as not to unduly disrupt the employer’s
operations. Leave due to qualifying exigencies may also be taken on an
intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid teave
while taking FMLA feave. In order to use paid leave for FMLA leave,
employees must comply with the employer’s normal paid teave policies.

Employee Responsibilities

Employess must provide 30 days advance notice of the need to take FMLA
jeave when the need is foreseeable. When 30 days notice is not possible, the
employee must provide notice as soon as practicable and generally must
comply with an employer’s normal call-in procedures,

Employees must provide sufficient information for the employer to
determine if the leave may qualify for FMLA protection and the anticipated
fiming and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable to
perform daily activities, the need for hospitalization ez continuing treatment
by a healih care provider, of citcumstances supporting the need for military
family leave. Employees alsc must inform the employer if the requested
leave is for & reason for which FMLA leave was previously taken or cedified.
Employees alsc may be required to provide a certification and periodic
recertification supporting the need for leave.

Employer Responsibilities

Covered emplovers must inform employees requesting leave whether they
are cligible under FMLA. If they are, the notice must specify any additioral
information required as well as the employees’ rights and responsibilides. If
they are not eligible, the employer must provide a reason for the ineligibility.

Covered employers must inform employees if {eave will be designated as

FMLA-protected and the amount of leave counted against the employee’s
leave entitiement. If the employer determines that the leave is not FMLA-
protected, the emplover must notify the employee.

Unlawful Acts by Empleyers

FMLA makes it unlawful for any employer fo;

«  Interfere with, restrain, ar deny the exercise of any right provided under
FMLA;

»  Discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or refating to FMLA.

Enforcement
An employse may file 2 complaint with the U.5. Department of Labor or
may bring a private lawsujt against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersede amy State or local law ot collective bargaining agreement which
provides greater family or medical leave rights.

FMLA section 109 .(29 U.8.C. § 2619) requires FVMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

For additional information:
1-866-4US-WAGE (1-866-487-0243) TTY: 1-877-889-3627

WWW. WAGEHOUR.DOL.GOV

U.5. Department of Labor | Employment Standasds Administration | Wage and Hour Division

WHD Publicetion 1420 (Rev, XX-XX00
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Appendix D to Part 825—Natice of
Eligihility and Rights & Responsibilities
(Form WH-381)

Appendix D

Notice of Eligibility and Rights & U.S. Department of Labor _
Responsibilties B e e WHS
(Family and Medical Leave Act) ' 5. Wage and Hiur Diviimn

OMB Control Number: 1215.0181
Expines: XX/XX/XXX
in general, to be eligible an employee must have worked for an employer for at teast 12 months, have worked at least 1,250 hours in the 12
months preceding the leave, and work at a site with at least 50 employees within 75 miles. While use of this form by employers is optional, a
fully completed Form WH-381 provides employees with the information required by 29 C.F.R. § 825.300(b), which must be provided within
five business days of the empioyee notifying the employer of the need for FMLA leave, Part B provides emplayees with information
regarding their rights and responsibitities for taking FMLA leave, as required by 29 C.F.R. § 825.300(b), (c).

[Part A — NOTICE OF ELIGIBILITY]

TO:
Employee
FROM:
Employer Representative
DATE:
On you informed us that you needed leave beginning on for:

The birth of 2 child; or placement of a child with you for adoption or foster care;

Your own serious health condition;

child; parent due to his/her sericus health condition.

Because you are needed to care for your spouse;

parent is on active

Because of a qualifying exigency arising out of the fact that your spouse; son or daughter;
duty or call to active duty status in support of a contingency operation as a member of the National Guard or Reserves.

Because vou are the son or daughter; parent; rext of kin of & covered servicemember with 2

serious injury or illness,

Spouse;

This Notice is to inform you that you:

Are eligible for FMLA leave (See Part B below for Rights and Responsibilities)
Are ot eligible for FMLA leave, because (only one reason need be checked, although you may not be eligible for other reasons):

You have not met the FMLA’s 12-month length of service requirement. As of the first date of requested leave, you will
have worked approximately ____ months fowards this requirement.

You have not met the FMLA’s 1,250-hours-worked requirement.

You do not work and/or report to a site with 50 or more employees within 75-miles.

If you have any questions, contact or view the
FMLA poster located in

[PART B-RIGHTS AND RESPONSIBILITIES FOR TAKING FMLA EEAVE]

As explained in Part A, you meet the eligibility requirements for taking FMLA leave and still have FMLA leave avaiiable in the applicable
12-month period. However, in order for us to determine whether your absence qualifies as FMLA leave, you must return the
foliowing information to us by . {If a certification is requested, employers must allow at least 15
calendar days from receipt of this notice; additional time may be required in some circumstances.) If sufficient information is not provided in

& timely manner, your Jeave may be denied.

Sufficient certification to support vour request for FMLA leave. A certification form that sets forth the nformation necessary {0 support your
request B8/ fs not enclosed.

Sufficient documentation to establish the required relationship between you and your family member.

Other information needed:

No additional information requested ' _
Page 1 ) CONTINUED ON NEXT PAGE Form WIH-381 Movember 2008
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If your leave does gaalify as FMEA leave you will have the following responsibilities while on FMLA leave (only checked blanks apply):

Contact at to make arrangements to continue to make your share
of the premium payments on your bealth insurance 1o maintain health benefits while you are on leave. You have a minimum 30.day (or, indicate
longer period, if applicable) grace period in which to make premium payments. If payment is not made timely, your group heafth insurance may be
cancelled, provided we notify you in writing at least 15 days before the date that your health coverage will Japse, or, at our option, we may pay your
share of the premiums during FMLA leave, and recover these payments from you upon your refurn to work.

You will be required to use your availabie paid sick, vacation, and/or other leave during your FMLA absence. This
means that you will receive your paid leave and the leave will also be considered protected FMLA leave and counted against your FMLA leave
entitiement.

Due to your status within the company, you are considered a “key employee™ as defined in the FMLA, Asa “key employee,” restoration o
employment may be denied following FMLA feave on the grounds that such restoration will cause substantial and grievous economic injury to us.
We___have/ have not determined ihat restoring you to employment at the conclusion of FMLA ieave will cause substantial and grievous
economic harm to us.

While on Jeave you will be required to furnigh us with periodic reparts of your status and infent to return to work every

(Indicate interval of periodic renorts, as appropriate for the particular legve situation).

If the circumstances of your leave change, and you are able to returs to work earfier than the date indicated on the reverse side of this form, you will
be required to notify us at least twe workdays prior to the date you intend to report for worl.

1f your leave does qualify as FMLA leave you wili have the following rights while on FMLA leave:

s Youhave a right under the FMLA for up to 12 weeks of unpaid leave in a 12-month period calculated as:
the calendar year {January — December),

a fixed leave year based on

the 12-month period measured forward from the date of your first FMLA leave usage.

& “rolling” 12-month period measured backward from the date of any FMLA leave usage.

»  You have a right under the FMLA for up to 26 weeks of unpaid leave in a single 12-month period to care for a covered servicemember with a serious
injury oritiness. This single 12-month period commenced on

«  Your health benefits must be maintained during any period of unpaid leave under the same conditions as if you continued to work.

e You must be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment on your retum from
FMLA-protected leave. (If your leave extends beyond the end of your FMLA entitlement, you do not have return rights under FMLA.)

¢ Ifyou do not return fo work following FMLA leave for a reason other than: 1) the continuation, recurence, of onset of 2 serious health condition which
would entitie you to FMLA leave; 2) the continuation, recurrence, or onset of a covered servicemember’s serious injury or iliness which would entitle
you to FMLA leave; or 3) other circumstances beyond your control, you may be requirad to reimburse us for our share of health insurance premiums
paid on your bekalf during your FMLA leave. .

+  If we have pof informed you above that you must use accrued paid leave while taking your unpaid FMLA leave entitlement, you have the right to have

sick, ____vacation, and/or ___other leave run concurrently with your unpaid leave entitlement, provided you meet any applicable requirements

of the leave policy. Applicable conditions related to the substitution of paid leave are referenced or set forth below. If you do not meet the requirements

for taking paid leave, you remain entitled to take unpaid FMLA leave.

Fora cop'y of conditions applicable to sick/vacation/other leave usage please refer to available at:

Applicable conditions for use of paid leave;

Ounce we obtain the information from you as specified above, we will inform you, within $ business days, whether your leave will be designated as
FMLA leave and count towards your FMLA leave entitlement. If you have any questions, please do not hesitate to contact:

at

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It is mandatory for employers to provide employees with notice of their eligibility for FMLA protection and their rights and responsibilities. 29 US.C. § 2617, 29
C.F.R § §25.300(b), (c). It is mandatory for employers to retain 2 copy of this disclosure in their records for thres years. 29 US.C. §2616; 29 CFR. § 825500
Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. The Department of Labor estimates that it
will take an average of 10 minutes for respondents 1o complete this collection of information, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this eollection information, inchuding snggestions for reducing this burden, send ther o the Administrator, Wage and Hour Division,
U.S. Department of Labor, Roont $-3502, 200 Constitution Ave., NW, Washingtor, DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE
AND HOUR BIVISION, )
Page 2 Form WH-381 Revised November 2008
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Appendix E to 'art 825—Designation
Notice to Employee of FMLA Leave
{Form WH-382)

Appendix E
Designation Notice _ U.S. Department of Labor

H H : Empioyment Standards Administration *
(Fam’iy and MEdical Leave ACt) Wageggd Hour Division I U8, Wage: s Flour Divisean

OMB Comntrol Number: 1215-018%
Expires;, JXXHXNX
Leave covered under the Family and Medical Leave Act (FMLA) must be designated as FMLA-protected 2nd the employer must inform the employee of the
amount of leave that will be connted against the employee’s FMLA leave entitlement, Tn order to determine whether feave is covered under the FMLA, the
ernployer may request that the leave be supported by a certification. If the certification is ircomplete or insufficient, the employer must state in writing what
additional information is necessary to make the certification complete and sufficient. While use of this form by employcrs is optienal, 2 fully completed Form
WH-382 provides an easy method of providing employees with the written information required by 26 C.F.R. §§ 825.300(c), §25301, and 825,305(c).

To:

- Date:

We have reviewed your request for leave under the FMLA and any supporting documentatien that you have provided.
We received your most recent information on . and decided:

Your FMLA leave request is approved. All leave taken for this reason will be designated as FMLA leave.

The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended, or were
initially unknown, Based on the information you have provided to date, we are providing the following information about the
amount of time that will be counted against your leave entitiement:

Provided there is no deviation from your anticipated leave schedule, the following number of hots, days, or weeks will be
counted against your leave entitlement:

Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be counted
againgt your FMLA entitiement at this time. You have the right 1o request this information onee n a 30-day period { if leave
was taken in the 30-day period).

Please be advised {check if applicable): :
_ You have requested 1o use paid leave during your FMLA leave. Any paid leave taken for this reason will couni against your

FMLA leave entitlement.

We are requiring you to substifute or use paid leave during your FMLA leave,
You will be reguired to present a fitness-for-duty certificate to be restored to empleyment. If such certification is not timely
received, your refurn to work may be delayed until certification is provided. A Hst of the essential functions of your position
___is___ is not attached. If attached, the fitness-for-duty certification must address your ability to perform these functions.

Additiona) information is needed to determine if your FMLA leave request can be approved:

The certification vou have provided is not complete and sufficient to determine whether the FMLA applies to your leave

request. You must provide the following information no later than . unless it is not
(Provide at least scven calendar days)

practicable under the particular circumstances despite your diligent good faith efforts, or your leave may be denied.

(Specify information needed 1o make the certification complete and sufficient)

We are exercising our right te have you obtain a second or third opinion medicai certification at our expense, and we will
provide further details at a later time,

Your FMLA Leave request is Not Approved.
The FMLA does not apply to your leave request.
You have exheusted your FMLA leave entitlement in the applicable 12-month period.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
Tt is mandatary for employers to inform employees in writing whether leave requested under the FMLA has been determined to be covered under the FMLA. 29 U.5.C.
§72617; 29 CFR. §§ 825.300(d), {e}. Itis mandatory for employers to retain & copy of this disclosure in their records for three years. 29 USC. §2616;29CFR. §
825.500, Persons are not required to respond to this collection of information unless it displays a currently vatid OMB control number, The Depatment of Laber
estimates that it will take an average of 10 — 30 minutes for respondents to complete this collection of information, including the time for reviewing instructions,
searching existing date sourpes, gathering and maintaining the data needed, and completing and reviewing the collection of information. I you have any comments
regarding this burden estimate or any other aspect of this coliestion information, including suggestions for reducing this burden, send them to the Administrator, Wage
and Hour Division, 1.5, Department of Labor, Room $-3502, 200 Constitution Ave., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM

TO THE WAGE AND HOUR DIVISION,
Form WH-382 November 2008
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Appendix F to Part 825—[Reserved]

Appendix G to Part 825—Certification
of Qualifying Exigency for Military
Family Leave (Form WH-384)

Appendix &
Certification of Qualifying Exigency U.S. Department of Labor m

HH H Employment Standards Adrainistration
For Military Family Leave ape o Hou Divison

(Family and Medical Leave Act)

U5, Wage arud Honr Division

OMB Control Number: 1215-0181
Dxpires: SOUA00AX

SECTIO] piction MELONER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee secking FMLA leave duefo a qualifying exigency to submit a certification. Please
complete Section I before giving this form to your employee. Your résponse is voluntary, and while you are not
required to use this form, you may not ask the employee to provide more information than allowed under the
FMILA regulations, 29 C.FR. § 825.309.

Employer name:

Contact Information:

INSTRUCTIONS to the EMPLOYEE: DPicase complete Section II fully and completely. The FMLA permits an
employer to require that you submit a timely, complete, and sufficient certification to support a request for FMLA
leave due to a qualifying exigency. Several questions in this section sesk a response as to the frequency or duration
of the qualifying exigency. Be as specific as you can; terms such as “unknown,” or “indeterminate™ may not be
sufficient to determine FMLA coverage. Your response is required to obtain a benefit. 29 CF.R. § 825.310.

While you are not reguired to provide this information, fajlure to do so may result in a denial of your request for

FMLA leave. Your employer must give you at least 15 calendar days to retwn this form to vour employer.

FiLts

Your Name:

Firgt Middle Fast

Name of covered ﬁlilitary member on active duty or call to active duty status in support of a contingency operation:

First _ Middie Last

Relationship of covered military member to you:

Period of covered military member’s active duty:

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes
written documentation confirming a covered military member’s active duty or call to active duty status in support
of a contingency operation, Please check one of the following:

A copy of the covered military member’s active duty orders 1$ attached.

Other doctmentation from the military certifying that the covered military member is

on active duty (or has been notified of an impending call to active duty) in support of 2

contingency operation is attached.

I have previously provided my employer with sufficient written documentation confirming the covered
military member’s active duty or call to active duty status in support of a contingency operation.

Page | CONTINUED ON NEXT PAGE Form WH-384 November 2008
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Page 2

I e e

Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific
reason you are requesting leavey:

A complete and sufficient certification to support a request for FMLA ieave due o a qualifying exigency
includes any available written documentation which supports the need for leave; such documentation may
include a copy of 2 meeting announcement for informational briefings sponsored by the military, a
document confirming an appointment with a counselor or school official, or a copy of a bill for services for
the handling of legal or financial affairs, Available written documentation supporting this request for leave
isattached, _ Yes __ No __None Available

Approximate date exigency commenced:

Probable duration of exigency:

Will you need to be absent from work for a single continuous period of time due to the qualifying
exigency? No __ Yes,

If so, estimate the beginning and ending dates for the period of absence:

Will you need to be absent from work periodically to address this qualifying exigency? _ No ___ Yes.

Estimate schedule of leave, including the dates of any scheduled meetings or
appointments:

Estimate the frequency and duration of each appointment, meeting, or leave event, including any travel
time (Le., | deployment-related meeting every month lasting 4 houss}): :

Frequency: times per week(s) month{s)
Duration: hours day(s) per event.
CONTINUED ON NEXT PAGE _ Form WH-384 November 2008
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If Jeave is requested to meet with a third party (such as to arrange for childcare, to attend counseling, to attend
meetings with school or childcare providers, to make financial or legal arrangements, to act as the covered military
member’s representative before a federal, state, or local agency for purposes of obtaining, arranging or appealing
military service benefits, or to attend any event sponsored by the military or military service organizations), a
complete and sufficient certification inciudes the name, address, and appropriate contact information of the
individual or entity with whom you are meeting (i.e., either the telephone or fax mumber or email address of the
individual or entity}. This information may be used by your employer to verify that the information contained on
this form is accurate.

Name of Individual: Title:
Organization:

Address:

Teiephohe: ( ) Fax: ( )
Email:

Describe nature of meeting:

I certify that the information [ provided above is true and correct.

Signature of Employece Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
I¥ submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825,500, Persons are not required to respond to this coilection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents o complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data peeded, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information, including su geestions for reducing this burden, send them to the Administrator,
‘Wage and Hour Divisien, U.S. Department of Labor, Room §$-3502, 200 Constitution AV, NW, Washington, DC 20210, DO NOT
SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION; RETURN IT TO THE EMPLOYER.

Page 3 ’ Form WH-384 November 2008
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Appendix H to Part $25—Certification
for Serious Injury or Hiness of Covered
Servicemenber for Military Family
Leave {(Form WH-385)

Appendix H-

Certification for Serious Injury or U.S. Department of Labor “
1 Employment Standards Administration

lliness of Covered Servicemember - - {0 20 ur Division

5. Wage and Hour Divigion.

for Military Family Leave (Family and
Medical Leave Act)

OMB Control Number: 1215-0181
Expires: X020

Nohie o e EMEIOYER INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act
FMLA) provides that an employer may require an employee seeking FMLA leave due to a serious injury or illness

of a covered servicemember to submit a certification providing sufficient facts to support the request for leave.

Your response is voluntary. While you are not required to use this form, you may not ask the employee to provide
more information than allowed under the FMLA regulations, 29 C.F.R. § 825.310. Employers must generatly
maintain records and documents relating to medical certifications, recertifications, or medical histories of

employees or employees’ family members, created for FMLA purposes as confidential medical records in separate
files/records from the usual personnel files and in accordance with 29 C.F.R. § 1630.14{c)(1), if the Americans with
Disabilities Act applies.

Estinieave INST
Please complete Section I before having Section I completed. The FMLA permits an

o

the lEmnploy i,i; e
SERVICEMEMBER:

employer to require that an employee submit a timely, complete, and sufficient certification to support a request for
FMLA leave due to a serious injury or illness of a covered servicemember. I requested by the emplover, your
response is reguired to obtain or retain the benefit of FMLA-protected leave, 29 U.8.C. §§ 2613, 2614{c)(3).
Failure to do so may result in a denial of an employee’s FMLA request. 29 C.F.R. § 825.310(f). The employer
must give an employee at least 13 calendar days to return this form to the employer.

OV B DON nonsneorlkc ERICARM AN aterhicalsiiranepry INSTRUCTIONS
to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the FMLA to
care for a family member who is a member of the Regular Armed Forces, the National Guard, or the Reserves who
is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on the
temporary disability retired list for 2 serious injury or illness. For purposes of FMLA leave, a serious injury or
illness is cne that was incurred in the line of duty on active duty that may render the servicemember medically unfit
to perform the duties of his or her office, grade, rank, or rating.

A complete and sufficient certification to support a request for FMLA Jeave dueto a covered servicemember’s
serious injury or illness includes written documentation confirming that the covered servicemember’s injury or
illness was incurred in the line of duty on active duty and that the covered servicemember is undergoing treatment
for such injury or illness by a heaith care provider listed above. Answer, fully and compietely, all applicable parts.
Several guestions seek a response as to the frequency or duration of a condition, treatment, etc. Your answer
should be your best estimate based upon your medical knowledge, experience, and examination of the patient. Be
as specific as you can; terms such as “ifetime,” “unknown,” or “indeterminate” may not be sufficient to determine
FMLA coverage. Limit your responses to the condition for which the employee is seeking leave.

Page 1 CONTINUED ON NEXT PAGE Form WH-385 November 2008
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Empioyment Standards Administration

of Covered Servicemember - - for o o Hou, Division _
Military Family Leave (Family and U, Dioge e Tows Dviion
Medical Leave Act)

Certification for Serious Injury or lliness  U.S. Department of Labor MH

Name and Address of Employer (this is the employer of the employee requesting leave to care for covered
servicemember):

Name of Employee chuésting Leave to Care for Covered Servicemember:

First Middie Last

Name of Covered Servicemember (for whom employee is requesting leave to care):

First Middle Last

Relationship of Empioyee to Covered Servicemember Requesting Leave to Care:
0 Spouse [J Parent [ Son (3 Daughter T Next of Kin

(1) Is the Covered Servicemember a Current Member of the Regular Armed Forces, the National Guard or
Reserves? _ Yes No

If yes, please provide the covered servicemember’s military branch, rank and unit currently assigned to:

Is the covered servicemember assigned to a military medical treatment facility as an outpatient or to a unit
established for the purpose of providing command and control of members of the Armed Forces receiving
medical care as outpatients (such as a medical hold or warrior transition unit)? __ Yes  No If yes, please
provide the name of the medical treatment facility or unit:

(2} Is the Covered Servicemember on the Temporary Disability Retired List (TDRL)? Yes No

Describe the Care to Be Provided to the Covered Servicemember and an Estimate of the Leave Needed to Provide
the Care:

Page 2 CONTINUED ON NEXT PAGE Form WH-385 November 2008
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aterhealtiearepL
FETN | If you are unable to

mita»reiated eteii me elw in Part B, ou are permitted to rely upon determinations
from an authorized DOD representative (such as a DOD recovery care coordinator). (Please cnsure that
Section I above has been completed before completing this section.) Please be sure to sign the form on the last

page.

o ROV IPER
Health Care Provid

er’s Name and Business Address:

Type of Practice/Medical Specialty:

Please state whether you are either: (1) a DOD health care provider; (2) a VA health care provider; (3) a DOD
TRICARE network authorized private health care provider; or (4) a DOD non-network TRICARE authorized
private health care provider:

Telephone: () Fax:{ ) Email:

(1) Covered Servicernember’s medical condition is classified as (Check One of the Appropriate Boxes):

I3 (VSI) Very Seriously Hl/Injured — Ilness/Injury is of such a severity that life is imminently
endangered. Family members are requested at bedside immediately. (Please note this is an internal DOD
casualty assistance designation used by DOD healthcare providers,)

) (ST) Seriousty I/Injured — Illness/injury is of such severity that there is cause for immediate concern,
but there is no imminent danger to life. Family members are requested at bedside. (Please note this is an
internal DOD casualty assistance designation used by DOD healthcare providers.)

O OTHER DYInjured — a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade, rank, or rating,

[ NONE OF THE ABOVE (Note to Employee: If this box is checked, you may still be eligible to take
leave to care for a covered family member with a “serious health condition” under § 825.113 of the FMLA.
1f such leave is requested, you may be required to complete DOL FORM WH-380 or an employer-provided
form seeking the same information.)

(2) Was the condition for which the Covered Service member is being treated incurred in line of duty on active
duty in the armed forces? Yes No

(3) Approximate date condition commenced:

{4) Probable duration of condition and/or need for care:

(5} Ts the covered servicemember undergoing medical treatment, recuperation, or therapy? Yes  No. If
yes, please describe medical treatment, recuperation or therapy: '

Page 3 CONTINUED ON NEXT PAGE Form WH-385 November 2008
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(1) Will the covered servicemember need care for a single continuous period of time, including any time for

treatment and recovery? _ Yes _ No
If yes, estimate the beginning and ending dates for this period of time:

(2) Will the covered servicemember require periodic follow-up treatment appointments?
___Yes __No If yes, estimate the treatment schedule:

(3) Is therea medical necessity for the covered servicemember to have periodic care for these follow-up treatment
appointments? Yes No

(4) Ts there a medical necessity for the covered servicemember to have periodic care for other than scheduled
follow-up treatment appointments (e.g., episodic flare-ups of medical condition)? Yes No Ifyes,
please estimate the frequency and duration of the periodic care: '

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If subrnitted, it is mandatory for employers to retain & copy of this disclosure in their records for three years, in accordence with 29 U.S.C.
§2616; 25 C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it dispiays a currently valid OMB
contro} number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of
information, inciuding the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and
completing and reviewing the cotlection of information. If you have any comments regarding this burden estimate or any other aspect of this
collection information, including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.5.
Department of Labor, Room 8-3502, 200 Constitution AV, NW, Washingtor, DC 20210. DO NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION; RETERN IT TO THE PATIENT.

Page 4 Form WH-385 November 2008
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