CD-030900 TITLE: Family and Medical Leave of Absence

NEW MEXICO
CORRECTIONS DEPARTMENT
“We commit to the safety and well-being of the people of New Mexico by doing the right thing, always.”
Courage Responsibility Ethics Dedication - CREDIbly serving the public safety of New Mexico

ISSUE DATE: 11/05/93 REVIEWED: 10/11/16
EFFECTIVE DATE: 11/05/93 REVISED: 02/23/15

AUTHORITY:

Family and Medical Leave Act of 1993, P.L. 103-3 State Personnel Board Rule 1.7.7.12 NMAC.

REFERENCE:

A

B.

U.S. Department of Labor Regulations, Family and Medical Leaves,
http://webapps.dol.gov/libraryforms
New Mexico Corrections Department Policy CD-030600

PURPOSE:

To outline the conditions under which an employee may request time off, pursuant to the Family
Medical and Leave Act (FMLA) for a limited period with job protection and no loss of
accumulated service provided the employee returns to work as specified in this policy.

APPLICABILITY:

All New Mexico Corrections Department (NMCD) employees who meet established eligibility

criteria.
FORMS:

A. Application for Family and Medical Leave form (CD-030901.1)

B. Certification of Health Care Provider for Employee’s Serious Health Condition form
WH-380E United States Department of Labor (4 Pages)

C. Certification of Health Care Provider for Family Member’s Serious Health Condition
form WH-380F United States Department of Labor (4 Pages)

D. Notice of Eligibility and Rights & Responsibilities Certification form WH-381 United
States Department of Labor (2 Pages)

E. Designation Notice form WH-382 United States Department of Labor

F. Certification of Qualifying Exigency For Military Family Leave form WH-384 United
States Department of Labor (3 Pages)

G. Certification of Serious Injury or Iliness of Covered Servicemember for Military Family

Leave (Family and Medical Leave Act) form WH-385 United States Department of Labor (4
Pages)


http://webapps.dol.gov/libraryforms
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ATTACHMENTS:

Medical Certification Attachment (CD-030901.A) (2 Pages)

Posting of FMLA

1.

Information about the FMLA will be provided to all employees by the Department by posting
notices in conspicuous places throughout the NMCD.

Information concerning the FMLA will be included in handbooks or other publications that
describe employee benefits or contain policies and practices that are of general interest to
employees.

A copy of this policy will be included in the basic orientation materials for new employees.

DEFINITIONS:
A. Active Duty or A Call to Active Duty: A federal call or order to active duty (State call to active

duty does not qualify unless by order of the President of the United States) in support of a
contingency operation pursuant to specific enumerated provisions of Section 688 of Title 10 of
the United States Code, such active duty or call to active duty is only made to members of the
National Guard or Reserve components or a retired member of the Regular Armed Forces or
Reserve.

. Covered Service member: A current member of the Armed Forces, National Guard or Reserves

who is undergoing treatment, recuperation, is in outpatient status, or is otherwise on the
temporary disabled list for a serious injury or illness.

Eligible Employee: An employee who has been employed by the State of New Mexico for at
least twelve (12) months (which need not be consecutive) in total and who has worked at least
1,250 hours during the 12-month period, and actually performed work, or was on military leave
at least 1,250 hours during the 12 months preceding the commencement of the leave.

Family and/or Medical Leave of Absence (FML): An approved absence available to eligible
employees for up to 12 weeks per year under one or more of the following circumstances: upon
the birth of the employee’s child; upon the placement of a child with the employee for adoption
or foster care; when an employee is needed to care for a child, spouse, or parent who has a
serious health condition; when the employee is unable to perform the functions of his or her
position because of a serious health condition; when qualifying exigency occurs while the
employee, the employee’s child, spouse or parent is a member or a Reserve component or a
retired member of the Regular Armed Forces or Reserves and is on active duty or on a Federal
call to active duty.

Health Care Provider: A doctor of medicine or osteopathy, podiatrists, dentists, clinical
psychologist, optometrists, chiropractors, nurse practitioners, nurse midwives authorized to
practice in the State and performing within the scope of their practice as defined by State Law,
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Christian Science practitioners listed with the First Church of Christ Scientist in Boston,
Massachusetts, and any other person determined by the Secretary of the U.S. Department of
Labor to be capable of providing health care services. The definition also includes any health
care provider from whom the state's group health plan's benefits manager will accept medical
certification of the existence of a serious health condition.

F. Involuntary Separation: Involuntary removal of an employee from the classified service
without prejudice as provided for in 1.7.10.13 NMAC.

G. Military Careqgiver Leave: FML to care for a covered service member who has suffered serious
injury or illness.

H. Qualifying Exigency: A non-medical activity that is directly related to the covered military
member’s active duty or call to active duty status. For an activity to qualify as an exigency, it
must fall within one of seven categories of activities to be mutually agreed to by the
Department and the employee. The seven categories include:

1. Short-notice deployment (leave permitted up to seven days if the military member receives
seven or fewer days notice of a call to active duty);

Military events and related activities;

Certain temporary childcare arrangements and school activities (but not ongoing childcare);
Financial and legal arrangements;

Counseling by a non-medical counselor (such as a member of the clergy);

Rest and recuperation (leave permitted up to five days when the military member is on
temporary rest and recuperation leave); or

7. Post-deployment military activities.

o oA W

I. Serious Health Condition: An illness, injury, impairment of physical or mental condition that
involves one of the following: 1) hospital care; 2) absence plus treatment; 3) pregnancy; 4)
chronic conditions requiring treatments; 5) permanent long-term conditions requiring
supervision; and, 6) multiple conditions or chronic conditions.

When a condition requires three consecutive days of incapacity plus two visits to a healthcare
provider, the two visits to a health care provider must take place within thirty days of the
commencement of the period of incapacity, and that the first visit must take place within seven
(7) days of the commencement of the period of incapacity.

A serious health condition under the FMLA may also include a condition that requires three
consecutive days of incapacity plus a regimen of continuing treatment. The first visit to the
health care provider, which is part of the continuing treatment, is to occur within seven (7) days
of the commencement of the period of incapacity and to qualify as a chronic serious health
condition, the condition must require the employee to make at least two annual visits to a health
care provider.
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POLICY:

A. Eligible employees requesting a Family or Medical Leave shall be required to first take all
accumulated sick leave, annual leave, compensatory time, and personal holiday as FML before
being placed on unpaid FML. Sick leave must be exhausted before using other types of leave.

Employees must follow the Department’s procedures for requesting leave and calling in
absences. Failure to do so may result in the time not being approved. In addition, if an
employee simply calls in sick, does not follow the Department’s call-in procedures, or does not
provide sufficient information, the leave may not be designated as FMLA.

Employees on FML are still subject to a furlough, reduction in force or reassignment that
would have occurred otherwise had the employee been working.

B. The Department will require a health care provider's certification of a serious health condition
to support a claim for leave for an employee's own serious health condition or to care for a
seriously ill child, spouse or parent. For the employee's own medical leave, the certification
must include a statement that the employee is unable to perform the essential functions of his
or her position and an estimate of the amount of leave necessary. For leave to care for a
seriously ill child, spouse or parent, the certification must include an estimate of the amount of
time the employee is needed to provide care. The Department should request the certification
at the time employee gives notice of leave or within five (5) business days thereafter.

Once requested, it is the employee’s responsibility to provide the Department with the medical
certification within fifteen (15) calendar days.

a. If the certification is incomplete or unclear, the employee has seven (7) additional
calendar days to provide more complete information.

b. If the certification is still insufficient, a representative from human resources may contact
the employee’s health care provider for clarification or authentication of the employee’s
medical certification.

c. The Human Resources Bureau Chief may require a second opinion from a health care
provider designated by the Human Resources Bureau Chief. The Department will pay the
cost of the second opinion, if required.

d. If there is a difference between the medical certification and the second opinion, the
Human Resources Bureau Chief may require a third opinion from a mutually agreeable
provider. The Department will pay the cost of the third opinion.

e. Employees may be asked to recertify the need for the FMLA after thirty (30) days from
receipt of past medical certification, in less than thirty (30) days in certain circumstances
such as a change in the employee's condition, or every six (6) months.

f.  All medical certifications and related information that describe the health or medical
history or condition of the employee or family members must be handled as confidential

NUMBER: CD-030900 REVIEWED: 10/11/16 REVISED: 02/23/15 PAGE: 4



NUMBER: CD-030900 REVIEWED: 10/11/16 REVISED: 02/23/15 PAGE: 5

medical information. Such information must be stored in a file separately from the
personnel file.

g.  When certification is requested, it is the employee’s responsibility to provide the
Department with timely, complete, and sufficient certification and failure to do so may
result in delay or denial of FML.

C. If medically necessary for a serious health condition of the employee or his or her spouse, child
or parent, leave may be taken on an intermittent or reduced leave schedule. If leave is
requested on this basis for planned treatment, the Department may transfer the employee to
another position which better accommodates the leave requirements provided the employee
qualifies for the position and has the same salary range and status. Upon completion of the
planned treatment, the employee shall be returned to their original position.

D. A husband and wife who are both employed by the Department are entitled to a combined total
of 12 weeks (480 hours) during an eligibility year for a birth of a child or placement of a child
for adoption or foster care. The combined limitation does not apply to leave taken by either
spouse to care for the other who is seriously ill and unable to work, to care for a child with a
serious health condition or for his or her own serious health condition.

E. When the need for leave is foreseeable, such as the birth or adoption of a child or planned
medical treatment, employees must request FML thirty (30) days in advance or as soon as
practicable. In the case of illness, the employee will be required to report periodically on his
or her health status and intention to return to work.

F. The eligibility year used by the Department is the 12-month period measured forward from the
date the employee first begins his or her FML. For the birth or adoption of a child, the
eligibility year expires 12 months from the birth or placement of the child.

G. All requests for long-term (40 hours or more) sick leave usage will be evaluated to determine
if the requests meet the requirements of the FML. If the request meets the requirements of the
FML, the employee will have their leave so designated and the employee will be promptly
notified in writing that they are being placed on FML and provided with a copy of this policy.

H. An employee who is entitled to take leave to care for a covered servicemember (Military
Caregiver Leave) may be approved for up to a total of 26 weeks of leave during a single 12-
month period as provided for in the FMLA. The single 12-month period is measured forward
from the date an employee’s leave to care to the covered servicemember begins.

I.  In cases where an FML request is for a qualifying exigency, the Department will provide the
employee with a copy of the Certification of Qualifying Exigency For Military Family
Leave form WH-384 United States Department of Labor (3 Pages) to be completed by the
employee. The completed form along with the documentation that the employee provides will
be used to determine if the leave request qualifies and the length of the leave.

NUMBER: CD-030900 REVIEWED: 10/11/16 REVISED: 02/23/15 PAGE: 5



NUMBER: CD-030900 REVIEWED: 10/11/16 REVISED: 02/23/15 PAGE: 6

J. Employees may settle or release their FMLA claims without first obtaining court or agency
approval. Although an employee may waive any pending FMLA claim, the prospective waiver
of an employee’s FMLA rights is prohibited.

K. The time an employee spends performing “light-duty” work or performing modified duties in
an Early Return to Work Program does not count towards an employee’s FMLA leave.

02/23/15
Gregg Marcantel, Secretary of Corrections Date
New Mexico Corrections Department
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NEW MEXICO
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CD-030901 TITLE: Family and Medical Leave of Absence

AUTHORITY:
Policy CD-030900
PROCEDURES:
A. Completion of Application for Family and Medical Leave form (CD-030901.1)

1. An Application for Family and Medical Leave form (CD-030901.1) must be completed
in detail, signed by the employee and submitted to his or her human resource office. If
possible, the form should be submitted thirty (30) days in advance of the effective date of
the leave. The form must be completed in its entirety and submitted to the Human
Resource Bureau Chief. A copy of the approved application only shall be provided to the
employee and his or her immediate supervisor.

2. All requests for a Family or Medical Leave of Absence due to medical condition must be
accompanied by health care provider Certification of Health Care Provider for Family
Member’s Serious Health Condition form WH-380F United States Department of
Labor (4 Pages) to support a claim for leave.

3. In cases where an FMLA leave is for a qualifying exigency, the employee should
complete the Certification of Qualifying Exigency For Military Family Leave form
WH-384 United States Department of Labor (3 Pages). The completed form along with
the documentation that the employee provides will be used to determine if the leave
request qualifies and the length of the leave. When certification is requested, it is the
employee’s responsibility to provide the Department with timely, complete, and sufficient
certification and failure to do so may result in delay or denial of FMLA leave.

4. In cases where an FMLA leave is for Military Caregiver Leave, the employee and an
authorized military health care provider of the covered service member should complete
the Certification of Serious Injury or Iliness of Covered Service member for Military
Family Leave (Family and Medical Leave Act) form WH-385 United States
Department of Labor (4 Pages). The completed form along with the documentation that
the employee provides will be used to determine if the leave request qualifies and the
length of the leave. When certification is requested, it is the employee’s responsibility to
provide the Department with timely, complete, and sufficient certification and failure to
do so may result in delay or denial of FMLA leave.
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B. Benefits Coverage During Leave:

1.

During a period of family or medical leave, an employee will be retained on the
Department's health plan (health and dental) under the same conditions that applied before
leave commenced. To continue health coverage, the employee must continue to make
contributions that he or she made to the plan before taking leave. Failure of the employee
to pay his or her share of the health premium may result in loss of coverage.

If the FML includes paid leave and there is enough pay to cover the employee's share of
the premium, the employee's share will be paid through payroll deduction. If the FML is
unpaid, special arrangements must be made with the employee's payroll officer prior to
the leave. Employees must make arrangements with their payroll officer to pay the
employee's portion of the health plan prior to leaving on FML. Employees who are
delinquent in paying their share of the health plan premium for more than thirty (30) days
will cause the coverage to lapse.

Employees who fail to return to work after expiration of the FML leave must reimburse
the Department for the payment of the health plan premiums unless the reason the
employee fails to return is the presence of a serious health condition which prevents the
employee from performing his or her job or for circumstances beyond the employee's
control.

An employee on unpaid FML is not entitled to the accrual of any seniority or employment
benefits that would have been accrued if not for the taking of the leave. An employee
who takes family or medical leave will not lose seniority or employment benefits that
accrued before the date the leave began. Employees on FML unpaid leave will NOT
accrue leave.

C. Restoration to Employment:

1.

Upon return from FML, an employee will be restored to his or her previous position or to
a position with equivalent pay, benefits and other terms and conditions of employment.

Every effort will be made to restore the employee to his or her previous position but an
equivalent position shall remain an option if the previous position is unavailable for any
reason.

A health care provider must corroborate the employee's fitness for return to duty by
providing written proof that the employee can perform all the essential functions of his or
her position. Failure to comply will delay reentry into a paid status.

a.  Whenever a non-custody employee is on approved FML leave due to a personal
serious health condition for thirty (30) days or more, a return-to-work statement will
be required.
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b. Whenever a custody employee is on approved FML leave due to a personal serious
health condition for five (5) days or more, a return-to-work statement will be
required.

4. If an employee wishes to return to work prior to the expiration of a family and medical
leave absence, notification must be given to the employee's supervisor at least five (5)
working days prior to the employee's planned return.

D. Failure to Return from Leave:

1. The failure of an employee to return to work upon the expiration of FML may result in an
involuntary separation or subject the employee to discipline up to and including dismissal
unless an extension is granted.

2. Anemployee, who requests an extension of FML for a valid reason, must submit a request
for an extension to human resources as soon as the employee realizes that he or she will
not be able to return, but in any event, before approved leave expires.

3. An eligible employee (and dependants) in the collective bargaining unit with chronic
health conditions that may reasonably required frequent absences and charges to sick
leave, may provide the NMCD with an annual certification.

02/23/15
Gregg Marcantel, Secretary of Corrections Date
New Mexico Corrections Department
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Form CD-030901.1
Revised 02/23/15

NEW MEXICO CORRECTIONS DEPARTMENT
Application for Family or Medical Leave

Name: Employee ID:

Current Address:

Start Date of Anticipated Leave:
Expected Date of Return to Work:

Reason for Leave (explain):

Number of Sick Leave Hours requested:

Number of Annual Leave Hours requested:

Number of Unpaid Leave Hours requested:

Number of Compensatory Time Hours requested:

NOTE: A leave request based on an employee's serious health condition, serious health condition of
an employee's spouse, child, or parent, or for serious injury or illness of covered service
member for Military Family Leave must be accompanied by a verifying medical certification
from a physician.

I hereby authorize the medical release/release of any information necessary to process the above
request.

I understand that failure to return to work at the end of my leave period may result in an involuntary
separation or subject me to disciplinary action up to and including dismissal unless an extension has
been agreed upon and approved in writing by the Corrections Department.

Signature: Date:

GINA Statement

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities
covered by GINA Title Il from requesting or requiring genetic information of employees or their family
members. In order to comply with this law, we are asking that you not provide any genetic information
when responding to this request for medical information. “Genetic information,” as defined by GINA,
includes an individual’s family medical history, the results of 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 service.



Certification of Health Care Provider for U.S. Department of Labor
Employee’s Serious Health Condition Wage and Hour Division *

(Family and Medical Leave Act)

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EAMPL.OYER: The Family and Medical Leave Act (FMLA) provides that an emplover
may requite an emplovee seekimg FMWMIA protechions because of a need for leave due to a senous health condibion to
subrt 3 medical certfication 1ssued by the employves’s health care prowvider. Please complete Section I before promgz
thi= form fo yvour emplovee. Your response 15 vehmtary. While vou are not required to use this form, you may not ask
the emploves to provide memﬁmmmﬂnana]]nmdm:laﬂm Fb.-!ll.ﬂ.mgnla‘hms ECI'_R_ §§ Sﬁﬂﬂﬁ&ﬁ 308

from the umal personnel files and In accordance with 29 CFE § 1630, 14(2}1), 1f the Americans with Disabilities
Act apphies.

Employer name and contact:
Employee’s job title: Regular work schedule:
Employee’s essential job funchons:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EAIPL.OYEE: Please complete Section IT before grimg this form to your medical
provider. The FMILA permuts an emplover to requre that vou submut a tmely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own senous health condition. If requested by your
employer, your response 1s required to obtain or refain the benefit of FMLA protechions. 29 TTS.C. §§ 2613,
2614{c)3). Faihme to provide a complete and sufficient medweal certification may result in a demaal of ywor FRILA
request. 20 CFR § 825313, Your emplover must give you at least 15 calendar days to retwmn this form 29 CFE
§ 825 305(b).

Yiour name:

First Middle Last

SECTION IIT: For Completion by the HEAT.TH CARE PROVIDER

INSTRUCTIONS to the HEAT.TH CARE PROVIDER: Your patient has requested leave nunder the FMLA
Answer, fully and completely, all applicable parts. Several queshons seek a response as to the frequency or
duration of a condition, treatment, efc. Y our answer should be your best estimate based upon vour medical
knowledgze, expenience, and examination of the patient. Be as specific as you can; terms such as “hfetime ™
“unknown.,” or “indeterminate™ may not be sufficient to defermme FMLA coverage. Limmt vour responses to the
condihon for which the emplovee 1s seeking leave. Please be sure to sign the form on the last page.

Provider's name and business address:

Type of prachce / Medical specialty:
Telephone: { 1 Fam[ 1

Paga 1 CONTINUED O MEXT PAGE Form WH-380-E Fovised Tamary 2008



PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condrfion:

Mark below as applicable:
Was the pafient admutted for an overmight stay i a hospital, hosprce, or residential medical care facility?
_ MNo __ Yes Ifso, dates of admassion:

Diate(s) vou treated the patient for condition:

Will the pafient need to have treatment visits at least tance per vear due to the condihon? Ho _ Yes.

Was medication, other than over-the-counter medication, presenibed? _ Mo _ Yes.
Was the pafient referred to other health care provider(s) for evaluation or treatment (e.g, physical therapast)?
Mo Yes. If zo, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? Mo  Yes. If so, expected debivery date:

3. Use the information provided by the employer m Section I to answer this question. If the employer fals to
provide a list of the emploves’s essential fimetions or a job descnphion, answer these questions based upon
the emploves’s own description of his'’her job finctions.

Is the employee unable to perform any of hiz'her job finctions due to the condition: Mo Yas.

If 50, 1dentify the job fimchions the emplovee 15 unable to perform:

4 Descnbe other relevant medical facts, if any, related to the condrfion for which the employes seeks leave
{such medical facts may incluode symptoms, diagnosis, or any regmmen of continuing treatment such as the use
of speciahized equpment):
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PART B: AMOUNT OF LEAVE NEEDED
5. Wl the emplovee be incapacitated for a single continnous penod of ttme due to hos/ber medical condition,
mncluding any time for treatment and recovery? ~ Mo Yes

If s0, estimate the bepinning and ending dates for the penied of incapacity:

6. Wil the emplovee need to attend follow-up treatment appoinfments or work part-fime or on a reduced
schedule because of the employee’s medical condition? _ No _ Ves.

If 50, are the freatments or the reduced oumber of hours of work medically necessary?
_ HNo __ Yes

Estimate treatment schedule, if any, mchoding the dates of any scheduled appomtments and the tme
requred for each appoimntment. including any recovery penod:

Estimate the part-time or reduced work schedule the employes needs 1f any:
_ bowis)perday;_ days per week from through

7. Wil the condihon cause episodic flare-ups penodically preventng the employee from performung hus'her job
funchions? Mo Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
Mo ___Yes. Ifso, explain:

Based upon the patient”s medical history and your knowledge of the medical condrhion, estimate the
frequency of flare-ups and the durahion of related incapacuty that the patient may hawve over the next &
months (e.g., | episode every 3 months lastmg 1-2 days):
Frequency : times per week(s) month(s)
Dhration: bours or ___ day(s) per episode

ADDITIONAL INFOEMATION: IDENTIFY QUESTION NUMBEE. WITH YOUR ADDITIONATL
ANSWER.
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Signature of Health Care Provider Date

FAPERWORK REDUCTION ACT NOTICE AND FUBLIC BURDEN STATEMENT
If submitted, it is mandatery for employers to retain a copy of this disclosure i their records for thres years. 28 T.5.C. § 2514; 29
CFER. § B25.500. Persons are not required to respond to this collection of information unless it displays a cumently valid OMB
control mumber. The Department of Labor estimates that it will take an average of 20 mimutes for respondents to complete this
collection of information, inchading the time for reviewing instructions, searching existing data sources, gathering and maintaining
the dafa needed. and completing and reviewing the collection of information. If you have any comments regarding this bonden
estimate or any other aspect of this collection information, including sugpestions for reducing this urden, send them to the
Administrator, Wage and Hour Division, 17.5. Department of Labor, Boom 5-3 302, 200 Constitrtion Ave., WW, Washington, DC
20210, DD NOT SEND COMTLETED FORM TO THE DEPARTMENT OF LABOR; RETUEN TO THE FATIENT.
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Certification of Health Care Provider for U.S. Department of Labor
Family Member's Serious Health Condifion  wWage ana Hour Diision mn

(Family and Medical Leave Act) L8, B ot Pk T

OMEB Comtrol Nembar: 1235-0003
i T )

SECTIONI: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Fammly and Medical Leave Act (FMLA) provides that an emplover
may require an employee seekmg FMILA protections because of a need for leave to care for a covered fammly
member with a senows health condrhon to submit 3 medical certificafion 1ssued by the health care provider of the
covered family member. Please complete Section I before gring this form to your employes. Your response 1s
volintary. While you are not required to use this form you may not ask the employes to provide more mformation
than allowed under the FMILA regulations, 29 CF F_ §§ 825 306-825.308. Emplovers must generally maintam
records and documents relating to medical cerhifications, recerhficahions, or medical histories of employess” fammly
members, created for FMLA purposes as confidental medical records m separate files/records from the wsual
personnel filas and m accordance with 29 CFE § 1630.14(c)(1), if the Americans with Disabilifies Act applies.

Employer pame and contact:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Sechon II before grving this form to your fammly
member or his’her medical provider. The FMIA permits an employer to requmre that vou submit a tomely,
complete, and sufficient medical certification to support a request for FMILA leave to care for a covered family
member with a senows health condihon. If requested by your employer, your responss 1s required to obtain ar
retain the benefit of FMLA protections. 2% TI5.C. §§ 2613, 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result m a denial of your FMLA request 28 CFE § 825313, Your employer
must give you at least 15 calendar davs to retumn this form to your emplover. 20 CFE § 825305,

Your name:

Furst Middle Last

Mame of farmly member for whom you will provide care:

First Middle Last
Relationship of family member to youw

If family member 1= your son or daughter, date of birth-

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

Employes Signature Date
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SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employes Listed above has requested leave under
the FMLA to care for your patent. Answer, fully and completely, all applhicable parts below. Several questons
seek a response as to the frequency or durahion of a condition, treatment, ete. Y our answer should be vour best
estimate based upon your medical knowledge, experience, and examimation of the patient. Be as specfic as you
can; terms such as “hfstime.” “unknown,” or “ndeterminate” may not be sufficient to determine FMILA coverage.
Imlymnﬁp-mmutnﬂmcmﬁmnnfmwhmhﬂmpahmimadsleaﬁz Page 3 provides space for addibhonal
mformation, 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 specialty:
Telephone: [ 1 Fan: i)

PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admutted for an overnight stay in a bospital, hospice, or residential medical care facility?
_ Mo __ Yes Ifzo, dates of adoussion

Date(s) vou treated the patient for condihon:
Was medication, other than over-the-counter medication, presenbed? _ No _ Yes.
Wil the patrent need to have treatment visits at least tence per year due to the condiion? Mo Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.z., phsical therapist)?
Mo Yes. Ifso, state the nature of such freatments and expected durstion of treatment:

2. Is the medical condifion pregnancy? _ No _ Yes. If zo, expected delrvery date:

3. Descnibe other relevant medical facts, 1if any, related to the condition for which the patient needs care (such
medical facts may melude symptoms, diagnesis, or any regimen of contmumg treatment such as the use of
specialized equipment):
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PART B: AMOUNT OF CARE NEEDED: When answenmg these questions, keep m mund that your patient’s need
for care by the emplovee seeking leave may melude assistance with basic medical hygiemc, ouinfional, safety or
transportahion needs, or the provision of phy=ical or psychological care:

4. Wl the patient be incapacitated for a single contirmous peniod of ime, inclidng any time for treatment and
recovery? _ No _ Yes

Estimate the beginning and ending dates for the penod of incapacity:
Dhring this time will the patient need care? _ Mo Yes.
Explam the care needed by the patient and why such care 1= medically necessary:

5. Will the patient requure follow-up treatments, meluding any time for recovery? _ Mo _ Yes.

Estimate treatment schedule, 1f any, inchidmg the dates of any scheduled appomtments and the time required for
each appomiment, inchidimg any recovery perod:

Explain the care peeded by the patient, and why such care 15 medically necessary:

6. Will the patient requore care on an intermaitent or reduced schedule basis, inchidimg any time for recovery?
Ho _ Yes

Estimate the hours the patient needs care on an infermattent basis, if amy:

hour(s) per day; dayvs perwesk  from through

Explain the care needed by the patient, and why such care 15 medically necessary:

Page 3 CONTINUED O MEXT PAGE Form WH-3B0-F Rewvised Jammary 2008



7. Wil the condihon cause episodic flare-ups penodically preventing the patient from parbicipating in normal daily
activities? Mo Yes.

Based upon the patient’s medical history and vour knowledge of the medical condifion, eshmate the frequency of

flare-ups and the dwation of related incapacity that the patient may have over the next & months (g.z 1 episode
every 3 months lastimg 1-2 days):

Frequency: times per week(s) monthi’s)
Duration: bows or _ davis) per episede
Does the patient need care during these flare-ups? No _ Yes

Explam the care neaded by the patient, and why such care 15 medically necessary:

ADDITIOMNAL INFOEMATION: IDENTIFY QUESTION NUMBEER. WITH YOUR ADDITIONATL ANSWER.

Signature of Health Care Provider Daie

PAPERWORE REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retsin a copy of this disclosure in their records for three years. 29 TL.5.C. § 2616;
0 CFE. §E25.500. Persons are not required to respond fo this collection of information unless it displays a curently valid OMB
conirol mumber. The Department of Labor estimates that it will take an awerage of 20 minntes for respondents to 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, mcluding suggestions for redocing this burden, send them to the Administrater,
Wage and Hour Division, U.5. Depariment of Labar, Boom 5-3302, 200 Censtimtion Ave., NW, Washington, DC 20210.
DD NOT SEND COMPLETED FOBRM TO THE DEPARTMENT OF LABOR; RETUEN TOD THE FATIENT.
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Responsibilities Wiage and Hour Division
(Family and Medical Leave Act) e

OME Control Mumsbar: 1235-0003
Fxpires: 22R2015
In peneral, to be elizible an employee most have worked for an employer for at least 12 months, have worked at least 1,250 bhours in the 12
months preceding the leawe, and work at a site with at least 50 employees within 75 miles. While nse of this form by employers is optional, a
fally completed Form WH-381 provides employees with the information required by 29 CF.E. § 825.300(b). which must be provided within
five business days of the employes notifying the employer of the need for FMLA leave. Part B provides employess with information
regarding their rights and responsibilities for faking FMLA leave, as required by 20 CFE § B15.300(), {c).

FPart A - NOTICE OF ELIGIBILITY

Notice of Eligibility and Rights & U_S. Department of Labor m“ .

TO:
Empleyee
FROM:
Employer Fepresentative
DATE
On . vou informed us that you peeded leave beginning on for:
The birth of a child, or placement of a child with you for adeption or foster care;
Your own serions health condition;
Becanse you are needed o care for your SpsE; child: parent due to hisher serious bealth condition.
Becanse of a qualifying exigency arising out of the fact that your SpOLEE; som or daughter; parent is on active
duty or call to active duty statos in support of a contingency operation as a member of the Mational Guard or Feserves.
Becanse you are the SpHTSE; son ar daughber; parent; pext of kin of a coversd servicemember with a

serious injury of illness.
This Notice is to mform you that you:
Are eligible for FMLA leave (See Pant B below for Rights and Responsibilities)

Are mot eligible for FMLA leave, because (only one reason need be checked, although you may not be elizible for other reasons):

You have not met the FMLA s 12-month lenzth of service requirement. As of the first date of requested leawe, you will
have worked approximately _ months towards this requirement.

You have not met the FMLA s 1.250-hours-worked requirement.

You do oot wark and/or repart to a site with 50 or mere employess within 75-miles.

If you hawe amy questions, contact or view the
FMLA poster located in

[FART B-RICHTS AND RESPONSIBILITIES FOR TAKING FMLA LEAVE]

As explained m Part A. y ou meet the eligibility requirements for taking FMLA leave and still hawe FMLA leave available in the applicabla
12-month period.  However, in order for s to defermine whether your absemce qualifies as FAMLA leave, you must refarn the
following 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
a timely mannar, your leave may he demied.

Sufficient centification to support your request for FMLA leave. A comification form that sets forth the information necessary to suppant your
request s s mot enclosed.

Sufficient documentation to establish the required relationship between vou and your family membher.
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I your leave dees qualify as FMLA leave yoo will have the followme responsibilities while on FMLA leave (only checked blanks apphyc

Confact at to make AT anFements j comime to make your share
af the premium payments on your health marance to mamtin health benefits wiile you are oo lave. Yiou have a minirmm 30-day (oL indicaie
‘peniod in which to ke premimm g_mm not made timely, your proup health insurance may be
Vou In wiiting at keact 15 days before the date that mmmﬂmtammmnﬁ'mm
Mdﬂtmlmdmmgﬂﬂﬁhﬂe.mdmﬂﬁemﬁmm pon Four refom to wak

Youw will be required tonse your availshlepasd  sick, wacation, and‘or ofer leave during your FMLA absence.  This
mﬂnt}mﬂmmpnihmauﬂhhmnﬂa]mbenmh@dpﬁﬂ%k ave and counted agamst your FMLA leave

Tre to your stane within the company, pou are considered a “key employes” a5 defined in the FMILA. As a “key employes,” resinmation to
employment may be denied following FMLA leave on the promds that such restoration will cause substantial and priewous econemic mjury bo os.
We__ have’  have mot determimed that restonimg you to employment at the conchision of FWMLA leave will cause substantial and priewmas
ECODONIC hanm to 1S,

mmlmmﬂhmmﬁmimmtmwdmmmdmmmmwﬂm

HHMIEWHHM,:II“ are able to retorn to weork earfier than the date indicated on the reverse side of this form, you will
be required to notify ws at least two werkdays prior to the date youn intend to repart for werl

I your leave does qualify as FMLA leave yoo will have the followrme rights while on FMLA leave:

= Yiou bave a right under the FMILA for up to 12 weeks of unpaid leave in a 12-month period cal culated as:
the calendar year (Jamary — December).

a fixed leawe year based an
the 12-month period measured forward from the date of your first FMLA leave usage.

a “rolling”™ 12-month perind measmed hackwand from the date of amy FMLA leave usage.

= Yoo have a right under the FMIA for up to 26 weeks of unpaid leave in a single 12-month peried to care for a covered servicemenmber with a serions
injury or diness. This single 12-mooth period commenced on

= Your health benefits st be maintaimed dring any period of unpaid leave under the same conditions as if you contimed to weodk.

= Youmust be reinstaied to the same or an equivalent job with the same pay, benefits, and terms and condifions of employment on your refom fom
FMWLA-protecied leave. (I your leave extends beyond the end of your FMLA enfitlement you do not bave rehom rights under FMLA )

= you do not refum to work folbowing FMIA leave for a reason other thane 1) the contirmation, recomence, or enset aof 3 senious health condition which
winld entitle you to FMLA leave; 1) the confimation, reomrencs, of onset of a covered senvicemenmber’s serions mjury of illness which would entitle
you o FMLA leawe:; or 3) other ormamstances beyord pour control, you may be required to reimiarss us for our share of health masance premioms
paid on your behalf doring your FMLA leave.

- I.fnlmeulMmﬂhmwumﬂ@ﬂﬂﬁmmmﬂ%ﬂ“mﬂmwhﬁhngjmm

pma;pmmmw substitaion id leawe are referenced or set below. Ifyon do not mest the requirements

for taking paid leave, you remain entifled to ke unpaid FMLA leave.

__ For a copy of conditons applicable to sickvacaton'other lsave usage please i o available at
__ Applicable conditions for nse of paid leave-

Omice we obitain the information from you a5 specified above, we will inform you, within 5 bosines days, whether your leave will be desipmated 25
FMLA Jeave and count tewards your FALA leave entilement. If vou have any questions, please do nof besitate to comtact:

PAPFEWDEE FEDUCTION ACT ROTICE AND PUBLIC BUEDEN STATEAMFNT
It i mamdatory for employers to provids employses with notics of their sEgihility for FMLA protection and their rights and mesponsibilities. 28 U.S.C. § 2617, 29
CFRE §EX33000), (c). It is comdstory for sosployers to retain a copy of this disclonms i their reconds for three year:. TﬂU.SCg!EI.E;BC.FI_§KZS.m
Pomons are not requited o respond to this collection of informertion unlesss it displays 2 comenty valid OME control member. The Department of Labor estimates Sat it
will taks am aveage of 10 mimmies fior respondemts to complets this collection of nfioeme tion, mcnding the tme for redswing instmctions, searching sxisting dats
womre, gathering mnd maintyining the data seeded, and completing and mniswing e collection of information. Hyon have any comments reganding this burden
estimate or amy ofher aspect of this collection information, mcheding smggestions for redecing this bundan, send them to the Admrinistasor, Wage and Hoer Division,
5. Departmant of Labor, Boom 3-3302, 200 Constitution Ave., NW, Waskingion, DC 20210. M) NOT SEND THE COMPLETED FOEM TO THE WAGE
AND BOUE DIVISION.
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Designation Notice U.S. Department of Labor mn.

(Family and Medical Leave Act) Wiage and Hour Divisian
OME Dnurnanni:r IBS-W:G

Expires: IREQ015
Leave covered mnder the Family snd Medical Tesve Act (FRILA) mmest be desgnaied as FALA -prodecoed and the employer mmst inform e employes of the
amount of leave that will be counted spmisst the smployes’s FAMLA leave entithement. In order o detormine whether leave is covered under the FALA the
employer may request et the leave be swpporied by 2 certification. B the certification i incomplete or insnfficient, the employer mast stade in writing what
additiens] infermation & necemary in make the certifcation complete and fficient. While we of thiz form by emplevers is optisnal, a folly compleied Form
WH-35! provide: an sary method of providisp empleves: with the written information requirsd by 19 C FE_ 5§ B25.300(c), 825.30], and BE5.305(c)

Ta:

Date:

We have reviewed your request for leave under the FMLA and any supporting docomentation that you have provided
We received your most recent information omn, and decided:
Your FMLA leave request is approved. All leave taken for this reason will be designated as FMILA leave.

The FAMLA requires that you notify us as scon as practicable if dates of scheduled leave change or are extended, or were
imitially 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 momber of hours, days, or weeks will be
counted against your lesve entitlemant:

Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be coumted
agzainst your FMLA entitlement at this ime. Yoo have the right to reguest this information once in a 30-day period (if leave
was taken in the 30-day period).

Flease be advised {check if applicable):

You have requested 1o use paid leave during your FMLA leave. Any paid lesve taken for this rezson will count against your
FMLA leave entitlement.

Wi are requiring you to substinute or nse paid leave during your FMLA leave.
You will be required to present a ftness-for-duty certificate to be restored o employment. If such certification is not timaly

received, your retum to work may be delayed until certification is provided. A list of the essentisl functions of your position
_is_ ismotatached Ifattached the fimess-for-duty certification mmst address your ability to perform these fimctions.

Additional information is needed to determime if your FAMLA 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. Y ou mmst provide the following information no later than unless it is not
(Provide at least svun calendar days)

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

{Specify nfrmation needed to mals the carti fication conplets and sufficisnt)

We are exercising our right to have you obtsin a second or third opinion medical certification at our expense, and we will
provide firther details at a later time.

Your FMLA Leave request is Not Approved.

The FMILA does not apply to your leave request.

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

————————————————————————

PAPFEWOEE EEDUCTION ACT NOTICE AND PUBLIC BUEDEN STATEMFNT
It & mamdatory for amployers to inform sosployess in wiiting, whetar lere requesied wndar the FMLA bas been determined o be coversd undar the FMILA. X9 US.C
§ 2617, 29 CF R 5§ B23.300(d), (a). Fis momdstory for sogployers to misin 2 copy of this disclomme i their reconds for thres yoars. 28 US.C. 5 3616 29 CFR §
EX5 300 Mmmmmmmumhmdmmuw-mmmmm 'Ithm:hnﬂquabm'
astimabes that it will take an aversge of 10 - 30 mimries for eepondants o comsplete this collection of information, inclsdmg the time for reviewing mstmctions,
mmqmm;mdmmmmmmmmﬂnmum ]]':,mhlm-}-:,nm
mugerding, this tondan sstineyie or amy other aspect of this collection information, inchnding mggestions for méncing this burden, wend them to the Admnistrbor, Wags
and Hour Divizion, U.5. Departesant of Laber, oo 5-3302, 200 Constitetion Ave, NW, Washington DC 30210, DD NOT SEND THE COMPLETED FORM
T THE WAGE AND HOUR DIVISEON.
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Certification of Qualifying Exigency U.S. Department of Labor
For Military Family Leave ¥age and Hour Diislon MH.

(Family and Medical Leave Acty e

OB Comtro] Nembar: 1235-0003
i 2050000

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMIPLOYER: The Famly and Medical Leave Act (FMLA) provides that an emplover
may require an employes seekmg FMILA leave due to a qualifying exigency to subot a cerfification. Please
complete Section I before giving this form to your employee. Your response 15 voluntary, and while vou are not
required to use this form you may not ask the employee to provide more information than allowed under the
FMLA regulabions, 29 CF R § 825309,

Employer name:

Contact Information:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMIPLOYEE: Please complete Section II fully and completely. The FMILA permats an
emplover to require that you submat a timely, complete, and sufficient certification to support a request for FMLA
leave due to a qualifymme exagency. Several questions in this section seek a response as to the frequency or duration
of the quahfying exipency. Be as specific s you can; terms such as “unknown ™ or “indeterminats™ may not be
sufficient to determine FMILA coverage. Your response 1s required to obtamm a benefit. 29 CFE_ § 825 310
Whale you are not required to provide this information, failure to do so may result m a demal of your request for
FMLA leave. Your employer mmst grve you at least 15 calendar days to returmn this form to youwr employer.

Your Name:
First Maddle Last

Mame of covered mlitary member on active duty or call to actve duty status m support of a contingency operation:

Furst hhddle Last
ERelationship 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 inchides
written documentation confirmumg a covered malitary member’s actrve duty or call to active duty status in sapport
of a contingency operation. Please check one of the following:

A copy of the coverad mlitary member’s active duty orders 1s attached

Other dorumentahion from the malitary certifving that the covered malfary member 15

on active duty (or has been notfied of an impending eall to active duty) in support of a

I have previously provided my employer with sufficient wmitten documentation confirming the covered
military member’s active duty or call to active duty stafus in support of a contingency operation.
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PART A: QUALIFYING REASON FOE. LEAVE

1. Diescribe the reason you are requesting FMLA leave due to a gqualifving exigency (inchudmg the specific
TEaS0N YOU are requesting leave):

2. A complete and sufficient certification to support a request for FMLA leave due to a quahfyving exigency
meludes any available written documentation whoch supports the need for leave; such documentation may
melude 3 copy of 3 meetmy armouncement for informational brnefings sponsored by the mulitary, a
document confirmimg an appointment with a counselor or school official, or a copy of a bill for serices for
the handling of legal or financial affars. Available wmitten documentation supporting thes request for leave
15 affached. _ Yes _ Mo _ Nome Avalable

PART B: AMOUNT OF LEAVE NEEDED
L Approxamate date exigency commenced:

Probable duration of exigency:

2. Will vou need to be absent from work for a single confmuous peried of time due to the qualifying
exigency? _ Mo _ Yes

If so, eshmate the bepmmng and ending dates for the period of absence:

3. Will vou need to be absent from work penodically to address this qualifyme exipency?  No _ Yes
Estimate schedule of leave, including the dates of any scheduled meetng= or
appoinimoents:

Estimate the frequency and duration of each appointment, meeting, or leave event, including any travel
tmme {Le., 1 deployment-related meeting every month lasting 4 hows):

Frequency: times per week{s) month(s}

Dnration: bours _ day(s) per event.
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PART C:

If leawe 15 requested to meet with a third party (such as to arrange for choldeare, to attend counseling, to attend
mestings with school or childeare providers, to make financial or legal arrangements, to act as the covered mlitary
member’s representative before a federal, state, or local agency for purposes of obtaining, armangmg or appealing
military service benefits, or fo aftend amy event sponsored by the military or military service organizations), a
complete and sufficient certification meludes the name address, and appropriate contact information of the
mdividual or entity with whom you are meeting (Le., either the felephone or fax number or email address of the
mdrvidual or entity). This information may be used by your emplover to venfy that the information contained on
this form 15 accurate.

Mame of Indrvidual: Title:

Orgamization:

Address:

Telephone: | ) Fax: ( )]
Emal:

Describe nature of meeting:

PARTD:
I certify that the information I provided above 1s troe and comect.

Signature of Emplovee Date

PAFEEWORK REDUCTION ACT NOTICE AND FUBLIC BURDEN STATEMENT
If submitted. it is mandatory for employers to refain a copy of this disclosure in their records for three years. 28 T7.5.C. § 2516, 29
CF.E. §825.500. Persons are not required to respond to this collection of information unless it displays a cumentty valid OMB
control mumber. The Depanment of Labor estimates that it will take an aweraze of 20 minntes for respondents to complete this
callection of information, inchiding the time for reviewing instructons, ssarching existing data sources, pathering and maintaining the
data needed, and completing and reviewing the collection of information. If vou hawe any comments regarding this urden estimate
or any other aspect of this collection information, ncluding suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Diwision. 1.5, Department of Labor, Boom 5-3502, 200 Constinttion AV, W, Washington, DC 20210, M) NOT
SEND THE COMPLETED FOFM TO THE WAGE AND HOUER DIVISION; RETUEN IT TO THE EMFLOYER.
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Certification for Serious Injury or U.S. Department of Labor
lliness of Covered Servicemember - - Wa9¢ and Hour Divisian mn

for Military Family Leave (Family and
Medical Leave Act)

Expires: 20872015
Notice to the EMPLOYER INSTRUCTIONS to the EMPLOYER: The Famuly and Medical Leave Act

(FMLA) provides that an employer may require an employes seeking FMML A leave due to a serious injury or 1llness
of a covered servicemember fo submit a cerbfication providing sufficient facts fo 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
maore information than allowed umder the FMLA regulations, 29 CF.E. § 825.310. Emplovers nmst generally
maintan records and documents relating to medical cerhfications, recertifications, or medical histores of
employess or employess’ family members, created for FMILA purposes as confidential medieal records in separate
files/records from the usual personnel files and in accordance with 29 CF R § 1630.14(c)(1), 1f the Americans with
Dhsabalities Act applies.

SECTION I: For Completion by the EMPLOYEE and'or the COVERED SERVICEMEMBER for whom
the Employee I= Requesting Leave INSTRUCTIONS to the EMPLOYEE or COVERED
SERVICEMFMBER: Please complate Section I before having Section II completed The FMLA perrmfs an
employer to require that an employee submit a timely, complete, and sufficient cerbfication fo support a request for
FMLA leave due to a senous mjury or illness of a covered servicemember. If requested by the employer, your
response 15 required fo obfam or retain the benefit of FMLA-protected leave. 29 U5.C. §5 2613, 2614{c)(3).
Falwe to do so may result in a demal of an employee’s FMILA request. 29 CFE § 825 310(f). The employer
must give an employee at least 15 calendar days to retormn thes form to the employer.

SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DHOD™) HEALTH
CARE PROVIDER or a HEALTH CARE PROVIDER who is either: (1) a United Statez Department of
Veterans Affairs (*VA") health care provider; (2) a DOD TRICARE neiwork authorized private health care
provider; or (3) a DOD non-network TRICARFE authorized private health care provider INSTRUCTIONS
to the HEALTH CARFE PROVIDER: The emplovee listed on Page 2 has requested leave under the FMLA o
care for a family member who is a member of the Regular Armmed Forces, the National Guard, or the Reserves who
15 undergoing medical treatment, recuperation, or therapy, 1s otherwise m cutpatient status, or 1s otherwnse on the
temporary disability retired list for a senous mpry or illness. For purposes of FMLA leave, a senous injury or
Ulness 15 one that was incwred in the line of duty on actve duty that may render the sermicemember medically unfit
to perform the duhes of his or her office, grade, rank, or rating.

A complete and sufficient cerification to support a request for FMLA leave due to a covered servicemember’s
senions mjury of Ulness meludes wntten documentation confirmng that the covered servicemember’s mjury or
Ulness was incwred in the line of duty on active duty and that the covered servicemember 15 undergoing treatment
for such myury or illness by a health care provider histed above. Answer, fully and completely, all appheable parts.
Several queshions seek a response as to the frequency or duration of a condibion, treatment. etc. Your answer
should be your best estimate based upon your medical knowledge, expenience, and examination of the patent. Be
as specific as vou can; terms such as “hfetime.” “uwnknown, ™ or “Indetermunate” may not be sufficient to deternine
FMLA coverage. Limit your responses fo the condifion for which the emplovee is seeking leave.
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Certification for Serious Injury or lliness  U_S. Department of Labor

of Covered Servicemember - - for Wage and Hour Division m"
Military Family Leave (Family and s
Medical Leave Act)

SECTION I: For Completion by the EMPLOYEE and’or the COVERED SERVICEMEMBER for whom
the Employee Is Requesting Leave: (This sechon nmst be completed first before any of the below sechions can be
completed by a health care provider.)

Part A: EMPLOYEE INFORMATION

Mame and Address of Employer (this 15 the employer of the emploves requesting leave to care for coverad
servicemember):

Mame of Employee Requesting Leave to Care for Covered Servicemember:

Furst Middle Last

Mame of Covered Servicemember (for whom employee 15 requesting leave to care):

Furst Middle Last

Relationship of Employee to Covered Servicemember Bequesting Leave to Care:
T Spouse O Parent [1 Sem O Danghter 0 Mext of Ein

Part B: COVERED SERVICEMEMBER INFORMATION

(1) Is the Covered Servicemember a Current Member of the Regular Armed Forces, the National Guard or
Eeserves? _ Yes Mo

If ves, please provide the covered servicemember’s mulitary branch rank and unit cwrently assigned to:

Ls the covered servicemember assigned fo a mibitary medical treatment facibity as an ouwipatient or fo 2 wnat
established for the purpose of providing command and control of members of the Armed Forces recemving
medical care as outpatients (such as a medical bold or wameor transiion unif}? _ Yes Mo If ves, please
provide the name of the medical treatment facility or not:

(2) Is the Covered Servicemember on the Tempeorary Dhsabahty Eetived List (TDEL)7 Yes Mo
Part C: CARE TO BE FROVIDED TO THE COVERED SERVICEMEMBER.

Describe the Care to Be Provided to the Covered Servicemember and an Estimate of the Leave Needed to Provide
the Care:
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SECTION II: For Completion by a United States Department of Defenze (“DNOD™) Health Care Provider or
a Health Care Provider who is either: (1) a Undted States Department of Veterans Affairs (“VA™) health
care provider; (2) a DOD TRICARE network authorized private health eare provider; or (3) a DOD non-
network TRICARE authorized private health care provider. If you are unable to make certain of the
military-related determinations contained below in Part B, vou are permitted to rely upon determinations
from an authorized DHODY representative (zuch az a D recovery care coordinator). (Flease ensure that
Section I abowe has been completed before completing this section.) Please be sure fo sign the form on the last

page.

Part A:- HEALTH CARE PROVIDEF. INFORMATION
Health Care Provider’s Name and Busmess Address:

Type of PracticeMedical Specualty:
Please state whether vou are either: (1) a DD health care provider; (2) a VA health care provider; (3) a DOD
TEICARE network authonzed private health care provider; or (4) a DOD non-network TRICARE authonized
private bealth care provider:
Telephone: { ) Fax:( ) Email-

PART B: MEDICAL STATUS

(1) Covered Servicemember’s medical condition 15 classified as (Check One of the Appropriate Booes):

O {(VSI) Very Seriously Il Injured — MlnessTnpury 1s of such a severty that hife 1= imminently
endangered Family members are requested at bedside immediately. (Please note this 1s an internal DOD
casualty assistance designation wsed by DOD healtheare providers )

T {SI) Seriously Il Injured — Ilnass/mjury 1s of such seventy that theve 1= cause for immediate concarn,
but there 15 no imminent danger to life. Famaly members are requested at bedside. (Please note this is an
mternal DOD casualty assistance demgnation used by DD healthears providers )

O OTHER IlInjured — a senous mmywy or illness that may render the semacemember medically unfit to
perform the duties of the member’s office. grade, rank, or rating.

O NONE OF THE ABOVE (MNote to Employes: If this box 1s checked, you may still be elipible to take
leave to care for a covered farmly member with a “senous bealth condihon™ under § 825113 of the FMLA_
If such leave 1s requested | you may be required to complete DOL FORM WH-380 or an employer-provided

(2) Was the condibion for which the Covered Service member 15 being treated incurred mn bne of duty on active
duty in the armed forces? Yes HNe

(3) Approcomate date condition commenced:

{4) Probable duration of condifion and'or need for care:

{5) Is the covered servicemember undergoms medical treatment, recuperation, or therapy? Yes  NMNo If
yes, please describe medical treatment, recuperation or therapy:
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PART C: COVERED SERVICEMEMBER 'S NEED FOE. CARE BY FAMILY MEMBER

(1) Will the covered servicemember need care for a single confionous period of fime, including any fime for
tregiment and recovery? _ Yes _ No
If ves, esimate the beginning and ending dates for this penod of tome:

(2) Whll the covered servicemember require peniodic follow-up treatment appomtments?
_ Yes Mo Hves eshmate the treatment schedule:

(3) Is there a medical necessity for the covered servicemember to have peniodic care for these follow-up treatment
appointments? _ Yes Mo

(4) Is there a medical necessity for the covered servicemember to have penodic care for other than schedulad
follow-up treatment appointments (e.z., episodic flare-ups of medical condition)? Ye= Mo If ves,
please eshmate the frequency and duration of the penodic care:

Signatare of Health Care Provider: Drate:

PAFERWORE REDUCTION ACT NOTICE AND FUBLIC BURDEN STATEMENT
If submaifted, it is mandatery for employers o retain a copy of this disclosure in their records for three years, in accordance with 29 U.5.C.
52616, 20 CFR g B25.500. Persons are mot required to respond to this collection of information unless it displays a currently valid OB
conirol mmmber. The Department of Labor estimates that it will take an average of 20 mimuges for respondents o complete this collection of
information, incloding the time for reviewing instroctions, seanching existing data sources, gathering and mainfaining the dam nepdad, and
cnqﬂmngmﬂmnmglmuﬂlmofmnm If'youn have any comments regarding this urden estimate or amy other aspect of this
ollection infrmation. inchading supeestions for redocing this borden, send them to the A dministrator, Wage and Houor Divisien, 1.5,
Dq}arumnmt']'.ah-cr RmS—EISM MCmmmzﬁ? NW, WaslnngCMlﬂ DD NOT SEND THE COMFLETED FORM
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Attachment CD-030901.A
Revised 02/23/15, Page 1

NEW MEXICO CORRECTIONS DEPARTMENT

Medical Certification

A “Serious Health Condition” means an illness, injury, impairment, or physical or medical
condition that involves one of the following:

1.

Hospital Care:
Inpatient is (i.e., an overnight stay) in a hospital, hospice or residential medical care facility,

including any period of incapacity or subsequent treatment in connection with or consequent to
such inpatient care.

Absence Plus Treatment:

A period of incapacity of more than three consecutive calendar days (including any subsequent

treatment or period of incapacity relating to the same condition), that also involves:

a. Treatment two or more times by a health care provider, by a nurse or physician’s
assistant under direct supervision of a health care provider, or by a provider of health
care services (e.g., Physical Therapist) under order of, or on referral by, a health care
provider; or

b. Treatment by a health care provider on at least one occasion which results in a regimen
of continuing treatment under the supervision of the health care provider.

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

Chronic Conditions Requiring Treatment:

A chronic condition which:

a. Requires periodic visits for treatment by a health care provider, or a nurse or physician’s
assistance under direct supervision of a health care provider;

b. Continues over an extended period of time (including recurring episodes of a single
underlying condition); and

c. May cause episodic rather than a continuing period of incapacity (e.g., asthma, diabetes,
epilepsy, etc.).

Permanent/Long-Term Conditions Requiring Supervision:

A period of incapacity that is permanent or long-term due to a condition for which treatment
may not be effective. The employee or family member must be under the continuing
supervision of, but need not be receiving active treatment by, a health care provider. Examples
include Alzheimer’s, a severe stroke or the terminal states of disease.




Attachment CD-030901.A
Revised 02/23/15, Page 2

NEW MEXICO CORRECTIONS DEPARTMENT

Medical Certification
(Continued)

6. Multiple Treatments (Non-Chronic Conditions):
Any period of absence to receive multiple treatments (including any period of recovery) by a
health care provider or by a provider of health care services under orders of, or on referral by, a
health care provider, either for restorative surgery after an accident or other injury, or for a
condition that would likely result in a period of incapacity of more than three consecutive
calendar days in the absence of medical intervention or treatment, such as cancer
(chemotherapy, radiation or treatment, such as cancer therapy), kidney disease (dialysis).

Treatment includes examinations to determine if a serious health condition exists and evaluations
of the condition. Treatment does not include routine physical examinations, eye examinations, or
dental examinations.

A regimen of continuing treatment includes, for example, a course of prescription medications
(e.g., an antibiotic) or therapy requiring equipment to resolve or alleviate the health condition. A
regimen of treatment does not include the taking of over-the-counter medications such as aspirin,
antihistamines, or salves; or bed-rest, drinking fluids, exercise, and other similar activities that
can be initiated without a visit to a health care provider.



