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SERIOUS HEALTH CONDITION


	CERTIFICATION OF HEALTH CARE PROVIDER
	SERIOUS HEALTH CONDITION
	HOSPITAL CARE
	ABSENCE PLUS TREATMENT
	PREGNANCY
	CHRONIC CONDITIONS REQUIRING TREATMENT
	PERMANENT/LONG-TERM CONDITIONS REQUIRING SUPERVISION
	MULTIPLE TREATMENTS (NON-CHRONIC CONDITIONS)



	8  Estimate the period of time care is needed or during which the employees prese: 
	If yes please indicate the parttime or reduced work schedule the employee needs: 
	days per week from: 
	through: 
	treatment and the time required for each appointment including any recovery period: 
	times per: 
	weeks_2: 
	Duration: 
	hours or_2: 
	schedule if leave is to be taken intermittently or on a reduced work schedule 1: 
	schedule if leave is to be taken intermittently or on a reduced work schedule 2: 
	schedule if leave is to be taken intermittently or on a reduced work schedule 3: 
	DATE: 
	DATE_2: 
	Reduced Schedule Leave: Off
	Time Off for Medical Appointments or Treatment: Off
	reduced work schedule: 


