
(1) Employee Name: ______________________________ Employee ID______________________

(2) Employer Name: ______________________________Date:__________________(mm/dd/yyyy)

This form asks the health care provider for the information necessary for a complete and sufficient medical certification,
which is set out at 29 C.F.R. § 825.306. Employers may not ask the employee to provide more information than al-
lowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Additionally, a certification for FMLA leave to
bond with a healthy newborn child or a child placed for adoption or foster care may not be requested.

First                      Middle                      Last

:

Your employer must generally maintain records and documents relating to medical information, medical certifications,

(3) Employee's Job Title:______________________ Employee Provided Job Description (Is/Is not) attached.

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking FMLA pro-
tections because of a need for leave due to a serious health condition to submit a medical certification 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 certification. If the employee fails to provide complete and suffi-
cient medical certification, his or her FMLA leave request may be denied. 29 C.F.R. § 825.313. Information about the
FMLA may be found on theWHD website at www.dol.gov/agencies/whd/fmla.





(e.g., use of nebulizer, dialysis)



'

X

Signature of
Health Care Provider:_____________________________________________________________________Date:_______________________(mm/dd/yyyy)


