DNR MEDICAL CERTIFICATION FOR FMLA
	COMPLETED BY EMPLOYEE                                                                                                               


Employee Name _________________________  Patient Name ________________________________

Employee Signature________________________Date_______________________________________

	COMPLETED BY HEALTH CARE PROVIDER                                                         


1) Check reason for FMLA leave. 

   To care for the employee’s child after birth, or placement for adoption or foster care

   To care for the employee’s spouse, child or parent, who has a serious health condition

   For a serious health condition that makes the employee unable to perform the employee’s job.

2) Check leave recommendation. Complete probable duration and applicable explanations.

Unable to work from _____________________________  to _______________________

Unable to work full time from ______________________  to ________________________

Explain schedule_________________________________________________________ ______________________________________________________________________

______________________________________________________________________

Explain possible job accommodations._________________________________________

______________________________________________________________________

3) 
Complete explanation.
Condition began on _____________  and in my opinion will last until______________________.

Diagnostic code(s)     ___________________________________________________________

Treatment Plan. For chronic conditions, include probable frequency of episodes of incapacity.

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

4)
Health care provider information and certification

Name __________________________   Address_____________________________________

Telephone Number_________________ Fax Number __________________________________

Signature ________________________ Date ________________________________________

	COMPLETED BY HUMAN RESOURCE SERVICE                                                                       


Received by Human Resource Service ___________________________  Date _____________________

cc:    Employee           Supervisor
    HRS (original)              Date _____________________
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