
 

 

 
Employee’s Name: _________________________________ Date of Birth: _________________________________ 
 

Mailing Address: _________________________________________ Phone Number: _________________________ 
 

Work Related-Injury? ꙱ yes ꙱ no     Non-WVU email (required): _________________________________________ 
 

Supervisor:_______________________________ Employee#: ___________________________________________ 
 

I hereby authorize West Virginia University to obtain any medical documenta on necessary to process this request. I understand that this form needs to be 
completed in full and addi onal medical informa on may be required. WVU will request addi onal informa on if needed. I am aware that WVU seeks medical 
informa on in order to assess employability op ons including accommoda on or restric on from work. Sick or annual leave charged will be determined based 
upon informa on provided. Leave determina ons include Family Medical Leave Act, Parental Leave Act, ADA monitoring, use of sick leave and Catastrophic 
leave. 
 
For individuals dual employed by West Virginia University (WVU) and University Health Associates (UHA): Submission of this form and/or request is an        
acknowledgment by the employee that all informa on submi ed may be shared with and between WVU and UHA. The employee also acknowledges that he/
she has consented to the use or disclosure by WVU and UHA of informa on provided. 
 

______________________________________________________________________________________________ 
  Employee’s Signature        Date  
 

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking FMLA protec ons because of a need for leave due to a 
serious health condi on to submit a medical cer fica on issued by the employee’s health care provider. 29 U.S.C. §§ 2613, 2614(c)(3); 29 C.F.R. § 825.305. The 
employer must give the employee at least 15 calendar days to provide the cer fica on. If the employee fails to provide complete and sufficient medical cer fi-
ca on, his or her FMLA leave request may be denied. 29 C.F.R. § 825.313. Informa on about the FMLA may be found on the WHD website at www.dol.gov/
agencies/whd/fmla.   

SECTION I – EMPLOYER 
Either the employee or the employer may complete Sec on I. While use of this form is op onal, this form asks the 
health care provider for the informa on necessary for a complete and sufficient medical cer fica on, which is set 
out at 29 C.F.R.§ 825.306.  
Employers must generally maintain records and documents rela ng to medical informa on, medical cer fica ons, 
recer fica ons, or medical histories of employees created for FMLA purposes as confiden al 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 Disabili es Act applies, and in accordance with 29 C.F.R. § 1635.9, if the Gene c Informa on      
Nondiscrimina on Act applies.   
(1) Employee name: ____________________________________________________________________  

   First   Middle    Last 
 

(2)  Employer name: ____________________________________ Date: ____________________________________ 
                                 (List date cer fica on requested) 
 

(3)  The medical cer fica on must be returned by _____________________________________________________ 

                     (Must allow at least 15 calendar days from the date requested, unless it is not feasible despite the employee’s diligent, good faith efforts.) 
 

(4)  Employee’s job tle: _________________________________Job descrip on (꙱ is /꙱ is not) a ached.        
        

       Employee’s regular work schedule: ______________________________________________________________ 
 

       Statement of the employee’s essen al job func ons: _______________________________________________ 
 

       __________________________________________________________________________________________ 
  (The essen al func ons of the employee's posi on are determined with reference to the posi on the employee held at the me the employee 

no fied the employer of the need for leave or the leave started, whichever is earlier.) 
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Employee Name: _______________________________________________________________________________ 

SECTION II - HEALTH CARE PROVIDER 

Please provide your contact informa on, complete all relevant parts of this Sec on, and sign the form. Your pa ent 

has requested leave under the FMLA. The FMLA allows an employer to require that the employee submit a mely, 

complete, and sufficient medical cer fica on to support a request for FMLA leave due to the serious health         

condi on of the employee. For FMLA purposes, a “serious health condi on” means an illness, injury, impairment, 

or physical or mental condi on that involves inpa ent care or con nuing treatment by a health care provider. For 

more informa on about the defini ons of a serious health condi on under the FMLA, see page 5.  

You may, but are not required to, provide other appropriate medical facts including symptoms, diagnosis, or any 

regimen of con nuing treatment such as the use of specialized equipment. Please note that some state or local 

laws may not allow disclosure of private medical informa on about the pa ent’s serious health condi on, such as 

providing the diagnosis and/or course of treatment. 

Health Care Provider’s name: (Print):________________________________________________________________ 

Health Care Provider’s business address: ____________________________________________________________ 

Type of prac ce / Medical specialty: ________________________________________________________________ 

Telephone: (__) _________  Fax: (__) ____________   E-mail: ___________________________________ 

PART A: Medical Informa on 

Limit your response to the medical condi on(s) for which the employee is seeking FMLA leave. Your answers should 

be your best es mate based upon your medical knowledge, experience, and examina on of the pa ent. A er   

comple ng Part A, complete Part B to provide informa on about the amount of leave needed. Note: For FMLA   

purposes, “incapacity” means the inability to work, a end school, or perform regular daily ac vi es due to the  

condi on, treatment of the condi on, or recovery from the condi on. Do not provide informa on about gene c 

tests, as defined in 29 C.F.R. § 1635.3(f), gene c services, as defined in 29 C.F.R. § 1635.3(e), or the manifesta on of 

disease or disorder in the employee’s family members, 29 C.F.R. § 1635.3(b). 

______________________________________________________________________________________________ 
     (Diagnosis ICD 10 Op onal)                          (Prognosis)    

 

(1) State the approximate date the condi on started or will start: _________________________________________ 
 

(2) Provide your best es mate of how long the condi on lasted or will last: _________________________________ 
 

(3) Check the box(es) for the ques ons below, as applicable. For all box(es) checked, the amount of leave needed 
must be provided in Part B. 

꙱ Inpa ent Care: The pa ent (꙱ has been / ꙱ is expected to be) admi ed for an overnight stay in a  

hospital, hospice, or residen al medical care facility on the following date(s):_______________________ 
 

______________________________________________________________________________________ 
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Employe Name: ________________________________________________________________________________ 
 

꙱ Incapacity plus Treatment: (e.g. outpa ent surgery, strep throat) 

Due to the condi on, the pa ent (꙱ has been / ꙱ is expected to be) incapacitated for more than three 

consecu ve, full calendar days from ___________________________ to ____________________________. 

The pa ent (꙱ was / ꙱ will be) seen on the following date(s): ____________________________________ 

_______________________________________________________________________________________ 

The condi on (꙱ has / ꙱ has not) also resulted in a course of con nuing treatment under the supervision 

of a health care provider (e.g. prescrip on medica on (other than over-the-counter) or therapy requiring special equipment) 

꙱ Pregnancy: The condi on is pregnancy. List the expected delivery date:__________________________. 

꙱ Chronic Condi ons: (e.g. asthma, migraine headaches) Due to the condi on, it is medically necessary for the    

pa ent to have treatment visits at least twice per year. 

꙱ Permanent or Long Term Condi ons: (e.g. Alzheimer’s, terminal stages of cancer) Due to the condi on, incapacity is 

permanent or long term and requires the con nuing supervision of a health care provider (even if ac ve 

treatment is being provided) 

꙱ Condi ons requiring Mul ple Treatments: (e.g. chemotherapy treatments, restora ve surgery) Due to the condi on, 

it is medically necessary for the pa ent to receive mul ple treatments. 

꙱ None of the above: If none of the above condi on(s) were checked, (i.e., inpa ent care, pregnancy) no            

addi onal informa on is needed. Go to page 4 to sign and date the form. 

(4)  If needed, briefly describe other appropriate medical facts related to the condi on(s) for which the employee 

seeks FMLA leave. (e.g., use of nebulizer, dialysis) ___________________________________________________________ 

PART B: Amount of Leave Needed  

For the medical condi on(s) checked in Part A, complete all that apply. Several ques ons seek a response as to the 

frequency or dura on of a condi on, treatment, etc. Your answer should be your best es mate based upon your 

medical knowledge, experience, and examina on of the pa ent. Be as specific as you can; terms such as “life me,” 

“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. 
 

(5)  Due to the condi on, the pa ent (꙱ had / ꙱ will have) planned medical treatment(s) (scheduled medical     

visits) (e.g. psychotherapy, prenatal appointments) on the following date(s): _____________________________________________  

______________________________________________________________________________________________ 

(6) Due to the condi on, the pa ent (꙱ was / ꙱ will be) referred to other health care provider(s) for evalua on or 

       treatment(s). 

       State the nature of such treatments: (e.g. cardiologist, physical therapy)________________________________ 
        

       Provide your best es mate of the beginning date____________________ and end date____________________  
         for the treatment(s). 
        

       Provide your best es mate of the dura on of the treatment(s), including any period(s) of recovery (e.g. 3 days/  

       week) ___________________________________________________________________________________ 
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Employe Name: ________________________________________________________________________________ 

(7)  Due to the condi on, the pa ent (꙱ was / ꙱ will be) incapacitated for a con nuous period of me, including 

       any me for treatment(s) and/or recovery. 

       Provide  your  best  es mate  of  the  beginning  date __________________and end  date__________________ 

       for the period of incapacity. 
 

(8)   Due to the condi on, it is medically necessary for the employee to work a reduced schedule. 

        Provide your best es mate of the reduced schedule the employee is able to work.  

        From ____________________________ to _____________________________ the employee is able to work: 

        Hours per day, please specify: __________________Days per week, please specify:   _____________________ 
           (e.g., 5 hours/day, up to 25 hours a week) 
 

(9) The employee may return to work without restric ons on_______________  or the employee is released to 

return to work on ___________________ with the following restric ons through______________________. 
        

       These limita ons are: ꙱ Permanent ꙱ Temporary 

       Li ing Restricted to less than: ꙱ 50 lbs. ꙱ 20 lbs. ꙱ 10 lbs. ꙱ 5lbs. ꙱ other____ ꙱ No restric on 

       Restric ons during a work shi : 

       Bending/Stooping  ꙱ May not perform ꙱ 1-3 hours ꙱ 3-5 hours ꙱ 5-8+ hours ꙱ No restric on 

       Pulling/Pushing  ꙱ May not perform ꙱ 1-3 hours ꙱ 3-5 hours ꙱ 5-8+ hours ꙱ No restric on 

       Overhead Reaching  ꙱ May not perform ꙱ 1-3 hours ꙱ 3-5 hours ꙱ 5-8+ hours ꙱ No restric on 

       Si ng   ꙱ May not perform ꙱ 1-3 hours ꙱ 3-5 hours ꙱ 5-8+ hours ꙱ No restric on 

       Standing    ꙱ May not perform ꙱ 1-3 hours ꙱ 3-5 hours ꙱ 5-8+ hours ꙱ No restric on 

       If other limita ons please specify:_______________________________________________________________ 
  

(10) Due to the condi on, it (꙱ was / ꙱ is / ꙱ will be) medically necessary for the employee to be absent from  

      work on an intermi ent basis (periodically), including for any episodes of incapacity i.e., episodic flare-ups.  

      Provide your best es mate of how o en (frequency) and how long (dura on) the episodes of incapacity will  

      likely last.  

      Over the 12 months, episodes of incapacity are es mated to occur ____ mes per (꙱day / ꙱ week / ꙱ month)  

      and are likely to last approximately_____________________________________ (꙱hours /꙱days) per episode. 
 

PART C: Essen al Job Func ons 

If provided, the informa on in Sec on I ques on #4 may be used to answer this ques on. If the employer fails to 

provide a statement of the employee’s essen al func ons or a job descrip on, answer these ques ons based upon 

the employee’s own descrip on of the essen al job func ons. An employee who must be absent from work to  

receive medical treatment(s), such as scheduled medical visits, for a serious health condi on is considered to be 

not able to perform the essen al job func ons of the posi on during the absence for treatment(s). 
 

(11) Due to the condi on, the employee (꙱ was not able / ꙱ is not able / ꙱ will not be able) to perform one or 

more of the essen al job func on(s). Iden fy at least one essen al job func on the employee is not able to  

       perform:___________________________________________________________________________________ 
 

Signature of  

Health Care Provider______________________________________________ Date______________________________ 
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Defini ons of a Serious Health Condi on (See 29 C.F.R. §§ 825.113-.115) 
Inpa ent Care 

An overnight stay in a hospital, hospice, or residen al medical care facility. 
Inpa ent care includes any period of incapacity or any subsequent treatment in connec on with the  
overnight stay. 
 

Con nuing Treatment by a Health Care Provider (any one or more of the following) 
Incapacity Plus Treatment: A period of incapacity of more than three consecu ve, full calendar days, and any    
subsequent treatment or period of incapacity rela ng to the same condi on, that also involves either: 

Two or more in-person visits to a health care provider for treatment within 30 days of the first day of incapacity 
unless extenua ng circumstances exist. The first visit must be within seven days of the first day of           
incapacity; or, 

At least one in-person visit to a health care provider for treatment within seven days of the first day of          
incapacity, which results in a regimen of con nuing treatment under the supervision of the health care 
provider. For example, the health provider might prescribe a course of prescrip on medica on or therapy 
requiring special equipment. 

 

Pregnancy: Any period of incapacity due to pregnancy or for prenatal care. 
 

Chronic Condi ons: Any period of incapacity due to or treatment for a chronic serious health condi on, such as 
diabetes, asthma, migraine headaches. A chronic serious health condi on is one which requires visits to a health 
care provider (or nurse supervised by the provider) at least twice a year and recurs over an extended period of 

me. A chronic condi on may cause episodic rather than a con nuing period of incapacity. 
 

Permanent or Long-term Condi ons: A period of incapacity which is permanent or long-term due to a condi on 
for which treatment may not be effec ve, but which requires the con nuing supervision of a health care provider, 
such as Alzheimer’s disease or the terminal stages of cancer. 
 

Condi ons Requiring Mul ple Treatments: Restora ve surgery a er an accident or other injury; or, a condi on 
that would likely result in a period of incapacity of more than three consecu ve, full calendar days if the pa ent did 
not receive the treatment. 
 

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT 
If submi ed, 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 collec on of informa on unless it displays a currently valid OMB control number. The Department of Labor es mates that it 

will take an average of 15 minutes for respondents to complete this collec on of informa on, including the me for reviewing instruc ons, searching exis ng 

data sources, gathering and maintaining the data needed, and comple ng and reviewing the collec on of informa on. If you have any comments regarding 

this burden es mate or any other aspect of this collec on informa on, including sugges ons for reducing this burden, send them to the Administrator, Wage 

and Hour Division, U.S. Department of Labor, Room S-3502, 200 Cons tu on Avenue, N.W., Washington, D.C. 20210. 


