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Family Medical Leave 

Certification of Health Care Provider for Employee’s Serious Health Condition 

 

�ŵƉůŽǇĞĞ͛Ɛ�EĂŵĞ͗��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ_____________________________________________ 

   First     Middle    Last 

 

Instructions to the Health Care Provider:  Your patient has requested leave under the Family Medical Leave Act (FMLA).  Answer, fully 
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Part B:  Amount of Leave Needed 

4.  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:  

_______________________________________________________________________________________________ 

 

5.  Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced schedule because of the 

ĞŵƉůŽǇĞĞ͛Ɛ�ŵĞĚŝĐĂů�ĐŽŶĚŝƚŝŽŶ͍��ͺͺͺEŽ��ͺͺͺzĞƐ͕�ŝĨ�ƐŽ͕�ĂƌĞ�ƚŚĞ�ƚƌĞĂƚŵĞŶƚƐ�Žƌ�ƚŚĞ�ƌĞĚƵĐĞĚ�ŶƵŵďĞƌ�ŽĨ�ŚŽƵƌƐ�ŽĨ�ǁŽƌŬ�ŵĞĚŝĐĂůůǇ�

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_____________. 

 

6. 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 so, 

explain:____________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

 

�ĂƐĞĚ�ƵƉŽŶ�ƚŚĞ�ƉĂƚŝĞŶƚ͛Ɛ�ŵĞĚŝĐĂů�ŚŝƐƚŽƌǇ�ĂŶĚ�ǇŽƵƌ�ŬŶŽǁůĞĚŐĞ�ŽĨ�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 

 

7.  The following statement(s) apply to the employee as a result of the condition(s) listed in item 1: 

The employee may return to work on __________________ (date) with no restrictions. 

The employeĞ�ŵĂǇ�ƌĞƚƵƌŶ�ƚŽ�ŚŝƐͬŚĞƌ�ƌĞŐƵůĂƌ�ƉŽƐŝƚŝŽŶ�ǁŝƚŚ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ƌĞƐƚƌŝĐƚŝŽŶƐ�;ďĂƐĞĚ�ŽŶ�ƚŚĞ�ĞŵƉůŽǇĞƌ͛Ɛ�ƐƚĂƚĞŵĞŶƚ�ŽĨ�

essential functions ŽĨ�ƚŚĞ�ĞŵƉůŽǇĞĞ͛Ɛ�ƉŽƐŝƚŝŽŶ͕�Žƌ�ŝĨ�ŶŽŶĞ�ƉƌŽǀŝĚĞĚ͕�ĂĨƚĞƌ�ĚŝƐĐƵƐƐŝŶŐ�ǁŝƚŚ�ƚŚĞ�ĞŵƉůŽǇĞĞͿ͗��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

_____________________________________________________________________________________________________ 

___________until________________________(probable date of return to normal job duties, if applicable). 

 

The employee may not return to work until further evaluation on _________________ (date of next appt.). 

 

__________________________________   ________________________ 

Signature of Health Care Provider    Date 

 

 

Return Completed Form to: Lamar University/Lamar Institute of Technology Human Resources Office 

       PO Box 11127 Beaumont, TX  77710 or Fax to (409) 880-8464 


