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___________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Employee Name: ____________________________________________________________________________________________ 

(3) Briefly describe the care you will provide to your family member: (Check all that apply) 
 Assistance with basic medical, hygienic, nutritional, or safety needs  Transportation 
 Physical Care  Psychological Comfort  Other:  _______________________________________ 

(4) Give your best estimate of the amount of leave needed to provide the care described: ______________________________ 

(5) If a reduced work schedule is necessary to provide the care described, give your best estimate of the reduced schedule 
you are able to work. From __________________ (mm/dd/yyyy) to ____________________ (mm/dd/yyyy), I am able to work 
__________________ (hours per day) __________________ (days per week). 
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________________________________________________________________________________________ 

______________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Employee Name: ____________________________________________________________________________________________ 

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

 Inpatient Care: The patient ( has been /  is expected to be) admitted for an overnight stay in a hospital, 
hospice, or residential medical care facility on the following date(s): ______________________________ 

 Incapacity plus Treatment: (e.g. outpatient surgery, strep throat) 
Due to the condition, the patient ( has been /  is expected to be) incapacitated for more than three 
consecutive, full calendar days from ______________ (mm/dd/yyyy) to _____________ (mm/dd/yyyy). 

The patient ( was /  will be) seen on the following date(s): _____________________________________ 

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

 Pregnancy



 

 

      

        
  

 

     
  

 
        

     
     
   

 

  
       

 
 

 
  

     
 

 
 

 

    
 

 
 

   
     

 

   
 

      
 

 

     
  

    
               

    
 

 

 
 
 

  
  

    
 

 
 

   
     

 
 

    
   

 
 

 
      

     
 

   
 

  
   

 
 

  

Employee Name: ____________________________________________________________________________________________

 (9) Due to the condition, the patient ( was /  will be) incapacitated for a continuous period of time, including any time 
for treatment(s) and/or recovery. 

Provide your best estimate of the beginning date: ___________________ (mm/dd/yyyy) and end date _______________ 
(mm/dd/yyyy) for the period of incapacity. 

(10) Due to the condition it, ( was /  is /  will be) medically necessary for the employee to be absent from work to 
provide care for the patient on an intermittent basis (periodically), including for any episodes of incapacity i.e., episodic 
flare-ups. Provide your best estimate of how often (frequency) and how long (duration) the episodes of incapacity 
will likely last. 

Over the next 6 months, episodes of incapacity are estimated to occur _______________________________ times per 
( day /  week /  month) and are likely to last approximately ___________________ ( hours /  days) per 
episode. 

Signature of 
Health Care Provider ________________________________________________ Date __________________ (mm/dd/yyyy) 
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