
APPENDIX E – LIST of FLMA FORMS  

 

REQUEST FOR FAMILY MEDICAL LEAVE OF ABSENCE 

DATE:     

 

TO:            

 

FROM:      

 

 

This is to request a Family and Medical Leave of Absence for the following reason (check one): 

 

 the birth of a child in order to take care of the child (leave must be taken within twelve 

(12) months of the birth);    

 

 the adoption or foster care placement of a child in order to care for the child (leave must 

be taken within twelve (12) months of the placement); 

 

 a serious health condition affecting my  spouse,  child,  parent, because the ill 

person is not capable of self-care and I am needed for such care;  

 

 my serious health condition which results in my inability to perform my job;  

 

 a qualifying exigency arising out of the fact that my  spouse;  son or daughter;   

parent is on “covered active duty” or call to “covered active duty” status in the Armed 

Forces; or 

 

 I am the  spouse;  son or daughter;   parent;   next of kin of a covered service 

member with a serious injury or illness, and I am needed to care for such person.  

 

 

I wish to commence this leave of absence on    .  I anticipate that this leave 

of absence will end on ___________________________________. 

 

 

 

 

  



NOTICE OF ELIGIBILITY AND RIGHTS & RESPONSIBLITIES 

UNDER THE FAMILY AND MEDICAL LEAVE ACT 
 

DATE:  _________ 

 

TO:         

 

FROM:        

 

 

NOTICE OF ELIGIBILITY 

 

On    you notified the Town of an event which qualifies for leave under the 

Family Medical Leave Act (FMLA) due to: 

 

 the birth of a child in order to take care of the child (leave must be taken within twelve 

(12) months of the birth);    

 

 the adoption or foster care placement of a child in order to care for the child (leave must 

be taken within twelve (12) months of the placement); 

 

 a serious health condition affecting my  spouse,  child,  parent, because the ill 

person is not capable of self-care and I am needed for such care;  

 

 my own serious health condition which results in my inability to perform my job;  

 

 a qualifying exigency arising out of the fact that my  spouse;  son or daughter;   

parent is on “covered active duty” or call to “covered active duty”  in the U.S. Armed 

Forces; or 

 

 I am the  spouse;  son or daughter;   parent;   next of kin of a covered service 

member with a serious injury or illness, and I am needed to care for such person.  

 

You notified us that you need this leave beginning on    and that you expect 

leave to continue until on or about   . 

 

This Notice is to inform you that:  (check appropriate boxes; explain where indicated) 

 

 You are eligible for leave under the FMLA.  (See Section B below for Rights and 

Responsibilities) 

 

 You are not eligible for leave under the FMLA, 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 towards this 

requirement. 

 

  You have not met the FMLA‟s 1250-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, please contact the Town Administrator or view the FMLA poster 

located in Town Hall. 

 

 

RIGHTS AND RESPONSIBILITIES FOR TAKING FMLA LEAVE 

 

Requested Information from Employee 

 As explained above in Section A, you meet the eligibility requirements for taking FMLA 

leave and still have FMLA leave available in the applicable 12 month period.  However, 

in order for us to determine whether your absence qualifies as FMLA leave, you 

must return the following information to us by _____.  If a certification is requested, 

you have 15 calendar days from receipt of this notice to return it. The Town 

Administrator may allow additional time in special circumstances.  If sufficient 

information is not provided in a timely manner, your leave may be denied. 

 

You  will  will not be required to furnish certification to support your request for 

FMLA leave.  A certification form that sets forth the information necessary to support 

your request is enclosed.   

 

You  will  will not be required to furnish documentation to establish the required 

relationship between you and your family members.   

 

You  will  will not be required to furnish the following other information:  

________________________________________________________________ 

 

 No additional information is requested. 

 

Responsibilities of Employee While On Leave 

If your leave qualifies as FMLA leave, you will have the following responsibilities while 

on FMLA leave: 

 

We  will  will not require that you substitute accrued paid leave for unpaid FMLA 

leave.  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 entitlement. 

 

If you normally pay a portion of the premiums for your health insurance, you must 

continue to make these payments during the period of FMLA leave.  Please contact the 

Town‟s Financial Officer to make arrangements for these payments.  You have a 30-day 



grace period in which to make payment.  If payment has not been made timely, your 

group health insurance may be canceled, provided we notify you in writing at least 15 

days before your health coverage will lapse, or, at our option, we may pay your share of 

the premiums during FMLA leave, and recover these payments from you upon your 

return to work. 

 

Due to your status within the Town, you  are  are not a "key employee" as described 

in §825.217 of the FMLA regulations.  If you are a "key employee," restoration to 

employment may be denied following FMLA leave on the grounds that such restoration 

will cause substantial and grievous economic injury to us. 

 

We  have  have not determined that restoring you to employment at the 

conclusion of FMLA leave will cause substantial and grievous economic harm to us.   

 

You  will  will not be required to furnish us with periodic reports of your status and 

intent to return to work every 30 days while on FMLA leave. 

 

Note:  If the circumstances of your leave change and you are able to return to work earlier than 

the date on the first page of this form, you will be required to notify us at least two workdays 

prior to the date you intend to report for work. 

 

Rights of Employee While on FMLA leave 

If your leave does qualify as FMLA leave, you will have the following rights while on 

FMLA leave: 

 

You have a right 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 ____________________________________________ 

  a “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 service member with a serious injury or illness.  

This single 12-month period commenced on ___________. 

 

 Your health benefits will be maintained during any period of unpaid leave under the same 

conditions as if you continued to work so long as you continue to pay your portion of the costs of 

health care. 

 

 You must be reinstated to the same or an equivalent job with the same pay benefits, and 

terms and conditions of employment on your return to work from FMLA-protected leave.  If 

your leave extends beyond the end of your FMLA entitlement, you do no have return rights 

under FMLA. 

 

If you do not return to work following FMLA leave for a reason other than: 1) the 

continuation, recurrence, or onset of a serious health condition which would entitle you to FMLA 

leave; 2) the continuation, recurrence, or onset of a covered service member‟s serious injury or 



illness which would entitle you to FMLA leave; or 3) other circumstances beyond your control, 

you may be required to reimburse us for our share of health insurance premiums paid on your 

behalf during FMLA leave. 

 

If we have not 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. 

 

For a copy of the conditions applicable to using annual, sick, compensatory time or other 

leave please refer to Chapter XXX of the Personnel Manual available from your Department 

Head. 

 

Once we obtain the information specified above from you, we will inform you, within 5 

business days, whether your leave will be designated as FMLA leave and count towards 

your FMLA leave entitlement.  If you have any questions, contact the Town Administrator 

or view the FMLA poster located at Town Hall. 

 



DESIGNATION NOTICE UNDER THE FAMILY AND MEDICAL LEAVE ACT 

 

DATE:  ______________________ 

 

TO:         

  (Employee's Name) 

 

FROM:        

 

We have reviewed your request for leave under the FMLA and any supporting 

documentation that you have provided.  We received your most recent information on 

__________ and decided: 

 

FMLA APPROVED 

 

 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 entitlement:   

 

 Provided there is no deviation from your anticipated leave schedule, the following 

number of hours, days, or weeks will be counted against your FMLA 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 against your FMLA entitlement at this time.  

You have the right to request this information once in a 30-day period if leave was taken 

in the 30-day period. 

 

Please be advised (check if applicable): 

 

 You have requested to use paid leave during your FMLA leave.  Any paid leave taken for 

this reason will count against your FMLA leave entitlement. 

 

 We are requiring you to substitute or use paid leave during your FMLA leave. 

 

 You will be required to present a fitness-for-duty certificate to be restored to 

employment.  If such certification is not timely received, your return to work may be 

delayed until certification is provided.  A list of the essential functions of your positions 

 is  is not attached.  If attached, the fitness-for-duty certification must address your 

ability to perform these functions. 

 



ADDITIONAL INFORMATION REQUIRED 
 

 Additional information is needed to determine if your FMLA leave request can be 

approved: 

 

 The certification you 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 practicable under the particular circumstances 

despite your diligent good faith efforts, or your leave may be denied. 

 

________________________________________________________________________ 

(Specify information needed to make the certification complete and sufficient) 

________________________________________________________________________ 

 

 We are exercising our right to have you obtain a second or third opinion medical 

certification at our expense, and we will provide further details at a later time.   

 

YOUR FMLA REQUEST IS NOT APPROVED 
 

 Your FMLA Leave is Not Approved. 

 

 The FMLA does not apply to your leave request. 

 

 You have exhausted your FMLA leave entitlement in the applicable 12-month period. 

 



CERTIFICATION OF HEALTH CARE PROVIDER FOR 

EMPLOYEE’S SERIOUS HEALTH CONDITION 
(Family and Medical Leave Act of 1993) 

 

 

SECTION I:  For Completion by the EMPLOYER 

 

Employer name and contact: ______________________________________________________ 

 

Employee‟s job title:  _____________________ Regular work schedule: ___________________ 

 

Employee‟s Name:           

 

Employee‟s essential job functions: _________________________________________________ 

______________________________________________________________________________ 

 

 Job description is attached. 

 

 

SECTION II:  For Completion by the Employee :  Instructions to the EMPLOYEE:  Please 

complete Section II before giving this form to your health care provider.  You are required to 

submit a timely, complete, and sufficient medical certification to support a request for FMLA 

leave due to your own serious health condition.  Your response is required to obtain or retain the 

benefit of FMLA protections.  Failure to provide a complete and sufficient medical certification 

may result in a denial of your FML request.  You have at least 15 days to return this form.   

 

Your name: ____________________________________________________________________ 

   First    Middle   Last 

 

 

SECTION III:  For Completion by the HEALTH CARE PROVIDER:  Instructions to the 

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 (______)___________________ 

 

 



PART A:  MEDICAL FACTS 

 

1.  Approximate date condition commenced: _________________________________________  

 Probable duration of condition: _________________________________________________  

 

Mark below as applicable:  
 

2. Was the patient admitted for an overnight stay in a hospital, hospice, or residential 

medical care facility? 

    No  Yes.  If yes, dates of admission: 

 

 ________________________________________________________________________ 

 

3. Dates you treated the patient for condition: _____________________________________ 

 

4. Will the patient need to have treatment visits at least twice per year due to the condition? 

   No   Yes. 

 

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

 

6. Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., 

physical therapist)?   No   Yes.  If yes, state the nature of such treatments and 

expected duration of treatment:   

 ________________________________________________________________________ 

 

7. Is the medical condition pregnancy?   No   Yes.  If so, expected delivery date: ____ 

 

8. 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 yes, identify the job functions the employee is unable to perform: 

 

 ________________________________________________________________________ 

 

9. Describe other relevant medical facts, if any, related to the condition for which the 

employee seeks leave (such medical facts may include symptoms, diagnosis, or any 

regimen of continuing treatment such as the use of specialized equipment): 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 



 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

PART B:  AMOUNT OF LEAVE NEEDED: 

 

10. 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 yes, estimate the beginning and ending dates for the period of incapacity:  __________ 

 

11. 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. 

 

 If yes, 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 _______ 

 

12. Will the condition cause episodic flare-ups periodically preventing the employee from 

performing his/her job functions?    No      Yes. 

 

 Is it medically necessary for the employee to be absent from work during the flare-ups?  

   No      Yes.  If yes, 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 lasting 1-2 days): 

 

  Frequency: _____ times per _____ week(s) ____ month(s) 

 

  Duration:  ______ hours or ______ day(s) per episode 



ADDITIONAL INFORMATION:  IDENTIFY QUESTION NUMBER WITH YOUR 

ADDITIONAL ANSWER: 

 

_____________________________________________________________________________ 

  

_____________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

 

 

______________________________________________________________________   

(Signature of Health Care Provider)      (Date) 

 

Safe Harbor Genetic Information Nondiscrimination Act (GINA) 

Medical Certification Disclosure 

 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other 

entities covered by GINA Title II from requesting or requiring genetic information of an individual 

or family member of the individual, except as specifically allowed by this law. To comply with this 

law, we are asking that you not provide any genetic information when responding to this request for 

medical information, except to the extent that such disclosure is necessary to make a medical 

certification complete and sufficient in conjunction with an employee‟s request for leave for a 

family member‟s serious health condition. „Genetic information‟ as defined by GINA, includes an 

individual‟s family medical history, the results of an individual‟s or family member‟s genetic tests, 

the fact that an individual or an individual‟s family member sought or received genetic services, and 

genetic information of a fetus carried by an individual or an individual‟s family member or an 

embryo lawfully held by an individual or family member receiving assistive reproductive services.‟‟ 



CERTIFICATION OF HEALTH CARE PROVIDER FOR 

FAMILY MEMBER’S SERIOUS HEALTH CONDITION 
(Family and Medical Leave Act of 1993) 

 

 

SECTION I:  For Completion by the EMPLOYER 

 

Employer name and contact: ______________________________________________________ 

 

SECTION II:  For Completion by the EMPLOYEE:  Please complete Section II before 

giving this form to your family member or his/her medical provider.  You must return a 

completed form within 15 days of receiving it.    Your response is required to obtain or retain the 

benefit of FMLA protection.  Failure to provide a complete and sufficient medical certification 

may result in a denial of your FMLA request.   

 

Your Name:         _____________________ 

 

Name of family member for whom you will provide care:  ______________________________ 

 

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 

 

 

SECTION III:  For Completion by the HEALTH CARE PROVIDER:  Instructions to the 

HEALTH CARE PROVIDER:  The employee listed above has requested leave under the FMLA 

to care for your patient.  Answer fully and completely all applicable parts.  Several questions 

seek a response as 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 (______)___________________ 

 

 

PART A:  MEDICAL FACTS 

 

1. State the approximate date the condition commenced, and the probable duration of the 

condition.  ______________________________________________________________ 

 

2. Was the patient admitted for an overnight stay in a hospital, hospice, or residential 

medical care facility? 

    No  Yes.  If yes, dates of admission:  

_______________________________ 

  

3. Date(s) you treated the patient for condition:  ___________________________________ 

 

4. Will the patient need to have treatment visits at least twice per year due to the condition? 

   No   Yes. 

 

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

 

6. Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., 

physical therapist)?   No   Yes.  If yes, state the nature of such treatments and 

expected duration of  treatment: 

 

 ________________________________________________________________________ 

 

7. Is the medical condition pregnancy?   No   Yes.  If yes, expected delivery date: 

___________ 

 

8. Describe other relevant medical facts, if any, related to the condition for which the patient 

seeks  care (such medical facts may include symptoms, diagnosis, or any regimen of 

continuing treatment such as the use of specialized equipment): 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

  

 ________________________________________________________________________ 

 



PART B:  AMOUNT OF CARE NEEDED:  When answering these questions, keep in mind 

that your patient‟s need for care by the employee seeking leave may include assistance with 

basic medical, hygienic, nutritional, safety or transportation needs, or the provision of physical or 

psychological care: 

 

9. Will the patient 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 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? 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 

10. Will the patient 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. 

 

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:  

 

 ________________________________________________________________________ 

 

11. 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 car on an intermittent basis, if any: 

 

 _____ hour(s) per day; _____ days per week from _________ through _______________ 

 

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

 

 ________________________________________________________________________ 



 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

12. 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): 

 

  Frequency: _____ times per _____ week(s) ____ month(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: 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 ________________________________________________________________________ 

 

 

ADDITIONAL INFORMATION:  IDENTIFY QUESTION NUMBER WITH YOUR 

ADDITIONAL ANSWER: 

 

______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 



______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

______________________________________________________________________________ 

  

_____________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

  

______________________________________________________________________________ 

 

 

______________________________________________________________________    

(Signature of Health Care Provider)      (Date) 

  

 

Safe Harbor Genetic Information Nondiscrimination Act (GINA) 

Medical Certification Disclosure 

 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other 

entities covered by GINA Title II from requesting or requiring genetic information of an individual 

or family member of the individual, except as specifically allowed by this law. To comply with this 

law, we are asking that you not provide any genetic information when responding to this request for 

medical information, except to the extent that such disclosure is necessary to make a medical 

certification complete and sufficient in conjunction with an employee‟s request for leave for a 

family member‟s serious health condition. „Genetic information‟ as defined by GINA, includes an 

individual‟s family medical history, the results of an individual‟s or family member‟s genetic tests, 

the fact that an individual or an individual‟s family member sought or received genetic services, and 

genetic information of a fetus carried by an individual or an individual‟s family member or an 

embryo lawfully held by an individual or family member receiving assistive reproductive services.‟‟ 

 

 



CERTIFICATION OF QUALIFYING EXIGENCY FOR MILITARY 

FAMILY LEAVE (FAMILY AND MEDICAL LEAVE ACT) 

 

SECTION I:  For completion by the EMPLOYER: 

 

Employer name: _______________________________________________________ 

 

Contact information: ____________________________________________________ 

 

SECTION II:  For completion by the EMPLOYEE.  Instructions to Employee:  You are 

required to submit a timely, complete, and sufficient certification to support a request for FMLA 

leave due to a qualifying exigency. Several questions in this section seek 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 your FMLA benefit.  While you are not required to provide this 

information, failure to do so may result in a denial of your request for FMLA leave. Please return 

this form and any required documentation within 15 calendar days.  

 

Your name: ___________________________________________________________ 

  First   Middle   Last 

 

Name of covered military member on “covered active duty” or call to “covered active duty” 

status: 

_____________________________________________________________________ 

  First   Middle   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 “covered 
active duty” or call to “covered active duty” status as required by the Department of Labor 
Regulations and the FMLA, as amended by the National Defense Authorization Act. Please 
check one of the following:  

 

 A copy of the covered military member's active duty orders is attached.  

 

 Other documentation from the military is attached certifying that the 

covered military member is a member of the reserve component of the 

Armed Forces during deployment of the member to a foreign country 

under a call or order to active duty in support of a “contingency operation” 

or alternatively, certifying that the covered military member is a member 

of the regular component of the Armed Forces during deployment of the 

member with the Armed Forces to a foreign country;  

 

 I have previously provided my employer with sufficient written documentation 



confirming the covered military member's active duty or call to active duty status as 

defined by the Department of Labor Regulations and the FMLA, as amended by the 

National Defense Authorization Act.. 

 

 

QUALIFYING REASON FOR LEAVE 

 

1. Describe the reason you are requesting FMLA leave due to a qualifying exigency 

(including the specific reason you are requesting leave): 

 

 ____________________________________________________________________ 

 

 ____________________________________________________________________ 

 

 ____________________________________________________________________ 

 

 ____________________________________________________________________ 

 

2.  A complete and sufficient certification to support a request for FMLA leave due to a 

qualifying exigency includes any available written documentation which supports the 

need for leave; such documentation may include a copy of a 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 is attached.   

  

   Yes    

   No   

   None Available. 

 

AMOUNT OF LEAVE NEEDED 

 

1. Approximate date exigency commenced: ____________________________________ 

 

 Probable duration of exigency: ____________________________________________ 

 

2. Will you need to be absent from work for a single continuous period of time due to the 

qualifying exigency:     No     Yes. 

 

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

 _____________________________________________________________________ 

 



3. 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 (i.e., 1 deployment-related meeting every month lasting 4 

hours): 

 

 Frequency: ____ times per ___ week(s) ___ month(s) 

 

 Duration: ____ hours ____ day(s) per event 

 

 

SECTION III:  If leave 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 includes the name, address, and appropriate contact information of the 

individual or entity with whom you are meeting (i.e., either the telephone or fax number 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: _______________________________________________________________ 

 

Telephone: (____) _____________________________ Fax: (____) ________________ 

 

Describe nature of meeting: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

SECTION IV: 

 

I certify that the information I provided above is true and accurate. 

 

_____________________________________________________________________ 

Signature of Employee       Date 



CERTIFICATION FOR SERIOUS INJURY OR ILLNESS 

OF COVERED SERVICEMEMBER -- FOR 

MILITARY FAMILY LEAVE (FAMILY AND MEDICAL LEAVE ACT) 
 

SECTION I:  For completion by the EMPLOYEE and/or the COVERED SERVICE 

MEMBER for whom the Employee is Requesting Leave.  INSTRUCTIONS to the Employee 

or Covered Service Member:  Please complete Section I before having Section II completed.  

The FMLA permits an 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 service member.  If requested by the employer, your response is required to obtain or 

retain the benefit of FMLA-protected leave.  Failure to do so may result in a denial of an 

employee‟s FMLA leave request.  The employer must give an employee at least 15 calendar days 

to return this form to the employer.   

 

 

EMPLOYEE INFORMATION 
Name and address of Employer (this is the employer of the employee requesting leave to care for 

Covered Service Member):  ______________________________________________________ 

 

Name of Employee Requesting Leave to Care for Covered Service Member: 

______________________________________________________________________________ 

 First    Middle    Last 

 

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

______________________________________________________________________________ 

 First    Middle    Last 

 

Relationship of Employee to Covered Service Member Requesting Leave to Care: 

   Spouse      Parent     Son      Daughter     Next of Kin 

 

 

COVERED SERVICEMEMBER INFORMATION     
Is the Covered Service Member a Current Member of the Regular Armed Forces, the National 

Guard or Reserves?    No      Yes 

 

If yes, please provide the Covered Service Member‟s military branch, rank and unit 

currently assigned to: ______________________________________________________ 

 

If no, is the Covered Service Member a Veteran who was a member of the Armed Forces 

(including a member of the National Guard or Reserves) at any time during the period of 

5 years preceding the date on which the Veteran is undergoing medical treatment, 

recuperation or therapy?    No      Yes.  If yes, please provide dates of service:  

____________________________________________________.   

 

Is the Covered Service Member 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 medical hold or warrior transition 

unit)?    No      Yes.  If yes, please provide the name of the medical treatment facility or 

unit: ___________________________________________ 

 

Is the Covered Service Member on the Temporary Disability Retired List (TDRL)?   

   No      Yes. 

 

 

CARE TO BE PROVIDED TO THE COVERED SERVICEMEMBER 
Describe the care to be provided to the Covered Service Member and an estimate of the leave 

needed to provide the care: 

__________________________________________________________________________ 

__________________________________________________________________________ 

 

 

SECTION II:  For Completion by a UNITED STATES DEPARTMENT OF DEFENSE 

(“DOD”) HEALTH CARE PROVIDER or a HEALTH CARE PROVIDER who is either: 

(1) a United States Department of Veterans Affairs (“VA”) health care provider; (2) a DOD 

TRICARE network authorized private health care provider; or (3) a DOD non-network 

TRICARE authorized private health care provider.   

 

INSTRUCTIONS to the Health Care Provider:  The employee listed above 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 a 

serious injury or illness.  For purposes of FMLA leave, a serious injury or illness is one that was 

incurred in the line of duty on active duty that may render the service member 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 leave due to a covered service member‟s serious 

injury or illness includes written documentation confirming that the covered service member‟s 

injury or illness was incurred in the line of duty on active duty and that the covered service 

member is undergoing treatment for such injury or illness by a health care provider listed above.  

Answer filly and completely all pertinent 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 response to the condition for which the employee is 

seeking leave.   

 

If you are unable to make certain of the military-related determinations contained below in Part 

B, you are permitted to rely upon determinations from an unauthorized DOD representative 

(such as DOD recovery care coordinator).   Please be sure to sign the form on the last page.   



PART A:  HEALTH CARE PROVIDER INFORMATION 

 

Provider‟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: ___________________________ 

 

 

PART B:  MEDICAL STATUS 

 

(1) Covered Service member‟s medical condition is classified as (Check One of the Appropriate 

Boxes): 

 

  (VSI) Very Seriously Ill/Injured:  Illness/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.) 

  

  (SI) Seriously Ill/Injured:  Illness/Injury is of such a 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.) 

  

  OTHER Ill/Injured:  a serious injury or illness that may render the service member 

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” as provided by the FMLA.  If such leave is requested, a separate form must be 

completed). 

 

(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?    No      Yes. 

 

(3)  Approximate date condition commenced:  __________________________________ 

 

(4)  Probable duration of condition and or need for care: __________________________   

 

(5)  Is the Covered Service Member undergoing medical treatment, recuperation, or therapy?  



  No      Yes.  If yes, please describe medical treatment, recuperation or therapy: 

______________________________________________________________________________ 

 

PART C:  COVERED SERVICE MEMBER’S NEED FOR CARE BY FAMILY 

MEMBER 

 

(1)  Will the patient 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 yes, estimate the beginning and ending dates for the period of incapacity:  

 _______________________________________________________________________. 

(2)  Will the covered service member require periodic follow-up treatment appointments?   

  No      Yes.  If yes, estimate the treatment schedule: 

_______________________________________________________________________. 

(3)  Is there a medical necessity for the covered service member to have periodic care for these 

follow-up treatment appointments?    No      Yes. 

 

(4)  Is there a medical necessity for the covered service member to have periodic care for other 

than scheduled follow-up treatment appointments (e.g., episodic flare-ups of medical 

condition)?    No      Yes.   If yes, please estimate the frequency and duration of the 

periodic care:      _____________________________________________________________ 

 

 

______________________________________ ____________________________ 

Signature of Health Care Provider   Date 

 

Safe Harbor Genetic Information Nondiscrimination Act (GINA) 

Medical Certification Disclosure 

 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other 

entities covered by GINA Title II from requesting or requiring genetic information of an 

individual or family member of the individual, except as specifically allowed by this law. To 

comply with this law, we are asking that you not provide any genetic information when 

responding to this request for medical information, except to the extent that such disclosure is 

necessary to make a medical certification complete and sufficient in conjunction with an 

employee‟s request for leave for a family member‟s serious health condition. „Genetic 

information‟ as defined by GINA, includes an individual‟s family medical history, the results of 

an individual‟s or family member‟s genetic tests, the fact that an individual or an individual‟s 

family member sought or received genetic services, and genetic information of a fetus carried by 

an individual or an individual‟s family member or an embryo lawfully held by an individual or 

family member receives 

 


