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EMPLOYER COVERAGE

The FMLA applies to all public agencies, including state, local and federal employers,
local education agencies (schools), and private-sector employers who employed 50 or
more employees in 20 or more workweeks in the current or preceding calendar year,
including joint employers and successors of covered employers.

EMPLOYEE ELIGIBILITY
To be eligible for FMLA benefits, an employee must :

« work for a covered employer;

- have worked for the employer for a total of 12 months;

+ have worked at least 1,250 hours over the previous 12 months; and

- work at a location in the United States or in any territory or possession of the
United States where at least 50 employees are employed by the employer
within 75 miles.

While the 12 months of employment need not be consecutive, employment periods prior
to a break in service of seven years or more need not be counted unless the break is
occasioned by the employee’s fulfillment of his or her National Guard or Reserve
military obligation (as protected under the Uniformed Services Employment and
Reemployment Rights Act (USERRA)), or a written agreement, including a collective
bargaining agreement, exists concerning the employer's intention to rehire the
employee after the break in service.

LEAVE ENTITLEMENT

A covered employer must grant an eligible employee up to a total of 12 workweeks of
unpaid, job-protected leave during any 12-month period for one or more of the following
reasons:

» for the birth and care of a newborn child of the employee;

- for placement with the employee of a son or daughter for adoption or foster
care;

- to care for a spouse, son, daughter, or parent with a serious health condition;

- to take medical leave when the employee is unable to work because of a
serious health condition; or

« for qualifying exigencies arising out of the fact that the employee’s spouse,
son, daughter, or parent is on active duty or called to active duty status as a
member of the National Guard or Reserves in support of a contingency
operation. Qualifying exigencies may include attending certain military events,
arranging for alternative childcare, addressing certain financial and legal
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arrangements, attending certain counseling sessions, and attending post-
deployment reintegration briefings.

A covered employer also must grant an eligible employee who is a spouse, son,
daughter, parent, or next of kin of a current member of the Armed Forces, including a
member of the National Guard or Reserves, with a serious injury or illness up to a total
of 26 workweeks of unpaid leave during a single 12-month period to care for the
servicemember.

Spouses employed by the same employer are limited in the amount of family leave
they may take for the birth and care of a newborn child, placement of a child for
adoption or foster care, or to care for a parent who has a serious health condition to a
combined total of 12 workweeks (or 26 workweeks if leave to care for a covered
servicemember with a serious injury or iliness is also used). Leave for birth and care, or
placement for adoption or foster care, must conclude within 12 months of the birth or
placement.

Under some circumstances, employees may take FMLA leave intermittently—taking
leave in separate blocks of time for a single qualifying reason—or on a reduced leave
schedule—reducing the employee’s usual weekly or daily work schedule. When leave is
needed for planned medical treatment, the employee must make a reasonable effort to
schedule treatment so as not to unduly disrupt the employer's operation. Use of
intermittent leave is not a right if FMLA leave is for birth and care, or placement for
adoption or foster care.

“Serious health condition”  means an iliness, injury, impairment, or physical or mental
condition that involves either:

« inpatient care (i.e., an overnight stay) in a hospital, hospice, or residential
medical-care facility including any period of incapacity (i.e., inability to
work, attend school, or perform other regular daily activities) or
subsequent treatment in connection with such inpatient care; or

« continuing treatment by a health care provider which includes:

(1) A period of incapacity lasting more than three consecutive, full
calendar days, and any subsequent treatment of period of incapacity
relating to the same condition that also includes:

- Treatment two or more times by or under the supervision of a
health care provider (i.e., in-person visits, the first within 7 days and
both within 30 days of the first day of incapacity); or

- One treatment by a health care provider (i.e., an in-person visit
within 7 days of the first day of incapacity) with a continuing
regimen of treatment (e.g., prescription medication, physical
therapy); or

(2) Any period of incapacity related to pregnancy or for prenatal care. A
visit to the health care provider is not necessary for each absence; or
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(3) Any period of incapacity or treatment for a chronic serious health
condition which continues over an extended period of times, requires
periodic visits (at least twice a year) to a health care provider, and may
involve occasional episodes of incapacity. A visit to a health care
provider is not necessary for each absence; or

(4) A period of incapacity that is permanent or long-term due to a condition
for which treatment may not be effective. Only supervision by a health
care provider is required, rather than active treatment, or

(5) Any absences to receive multiple treatments for restorative surgery or
for a condition that would likely result in a period of incapacity of more
than three days if not treated.

The annual 12-month period shall commence and be measured forward from the date
the employee first uses the leave set forth above.

SUBSTITUTION OF PAID LEAVE FOR UNPAID LEAVE

The City of Ashland requires employees to exhaust accrued paid leave for all or part of
the FMLA period. Employees must comply with normal paid leave policies. Use of sick
leave may be restricted according to applicable City policy (i.e., the serious health
condition of a parent is a qualifying reason for FMLA leave, but may not necessarily
qualify for use of sick leave).

No employee shall lose seniority during the period of paid time off which is attributable
to FMLA. Unpaid time off shall not accrue seniority.

Benefits accrual, such as vacation, sick leave and holiday benefits will continue
according to City guidelines during the paid period attributed to approved FMLA leave.
Unpaid time off shall not accrue benefits.

In the event that the employee has paid benefits to apply toward FMLA leave,
certification of an employee’s serious health condition will be required at the time those
benefits are exhausted.

LEAVE FOR THE BIRTH OF A CHILD

The City of Ashland will limit use of sick leave benefits during leave for the birth of a
child as follows:

For the birth mother:

(1) All time under doctor's care, generally 4-6 weeks, may be covered by
accrued sick leave.
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(2) Additional time away may be covered by other accrued benefits or unpaid
leave up to the full 12 weeks.

For the primary care giver:

(1) Absence due to a healthy birth may be covered by sick leave for the time of
hospitalization plus 2 calendar days after returning home. Additional time
away may be covered by the use of other accrued benefits or if exhausted,
by unpaid leave up to the full 12 weeks of FMLA.

(2) In the event of complications of pregnancy or birth, all days verified to be
necessary use of sick leave by the doctor of record may be covered by sick
leave. The general standard will be to cover the days in the hospital plus 5
additional calendar days by sick leave in the case of a caesarian birth.
Additional time away may be covered by the use of other accrued benefits of
if exhausted, by unpaid leave up to the full 12 weeks of FMLA.

Leave for the birth of a child or for the placement of a child in foster care may not be
taken on an intermittent or reduced schedule.

MAINTENANCE OF HEALTH BENEFITS

A covered employer is required to maintain group health insurance coverage for an
employee on FMLA leave whenever such insurance was provided before the leave was
taken and on the same terms as if the employee had continued to work. If applicable,
arrangements will need to be made for employees to pay their share of health insurance
premiums while on leave. In some instances, the employers may recover premiums if
paid to maintain health coverage for an employee who fails to return to work from FMLA
leave.

Employees in unpaid leave status are obligated to pay the employee share of health
care premiums on the regular pay day.

JOB RESTORATION

Upon return from FMLA leave, an employee must be restored to the employee’s original
job, or to an equivalent job with equivalent pay, benefits, and other terms and conditions
of employment. An employee’s use of FMLA leave cannot result in the loss of any
employment benefit that the employee earned or was entitled to before using FMLA
leave, nor be counted against the employee under a “no fault” attendance policy. If a
bonus or other payment, however, is based on the achievement of a specified goal such
as hours worked, products sold, or perfect attendance, and the employee has not met
the goal due to FMLA leave, payment may be denied unless it is paid to an employee
on equivalent leave status for a reason that does not qualify as FMLA leave.
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An employee has no greater right to restoration or to other benefits and conditions of
employment than if the employee had been continuously employed.

NOTICE AND CERTIFICATION

Employee Notice

Employees seeking to use FMLA leave are required to provide 30-day advance notice
of the need to take FMLA leave when the need is foreseeable and such notice is
practicable. If leave is foreseeable less than 30 days in advance, the employee must
provide notice as soon as practicable—generally, either the same or next business day.
When the need for leave is not foreseeable, the employee must provide notice to the
employer as soon as practicable under the facts and circumstances of the particular
case. Absent unusual circumstances, employees must comply with the employer’s
usual and customary notice and procedural requirements for requesting leave.

Employees must provide sufficient information for an employer reasonably to determine
whether the FMLA may apply to the leave request. Depending on the situation, such
information may include that the employee is incapacitated due to pregnancy, has been
hospitalized overnight, is unable to perform the function of the job, and/or that the
employee or employee’s qualifying family member is under the continuing care of a
health care provider.

When an employee seeks leave for a FMLA-qualifying reason for the first time, the
employee need not expressly assert FMLA rights or even mention the FMLA. When an
employee seeks leave, however, due to a FMLA-qualifying reason for which the
employer has previously provided the employee FMLA-protected leave, the employee
must specifically reference either the qualifying reason for leave or the need for FMLA
leave.

Employer Notice

Covered employers must post a notice approved by the Secretary of Labor explaining
rights and responsibilities under the FMLA. An employer that willfully violates this
posting requirement may be subject to a civil money penalty of up to $110 for each
separate offense. Additionally, employers must either include this general notice in
employee handbooks or other written guidance to employees concerning benefits, or
must distribute a copy of the notice to each new employee upon hiring.

When an employee requests FMLA leave or the employer acquires knowledge that
leave may be for a FMLA purpose, the employer must notify the employee of his or her
eligibility to take leave, and inform the employee of his/her rights and responsibilities
under the FMLA. When the employer has enough information to determine that leave is
being taken for a FMLA-qualifying reason, the employer must notify the employee that
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the leave is designated and will be counted as FMLA leave. Forms WH-381 and WH-
382 will be used to meet these notification requirements.

Certification

Employers may require that an employee’s request for leave due to a serious health
condition affecting the employee or a covered family member be supported by a
certification from a health care provider. An employer may require second or third
medical opinions (at the employers’ expense) and periodic recertification of a serious
health condition. An employer may use a health care provider, a human resource
professional, a leave administrator, or a management official—but not the employee’s
direct supervisor—to authenticate or clarify a medical certification of a serious health
condition. An employer may have a uniformly-applied policy requiring employees
returning from leave for their own serious health condition to submit a certification that
they are able to resume work. If reasonable safety concerns exist, an employer may,
under certain circumstances, require such a certification for employees returning from
intermittent FMLA leave.

RETURN TO WORK

The City of Ashland requires a “fitness for work” medical certification prior to
reinstatement to the employee’s regularly held position when the leave was granted due
to personal serious health condition.

A two-week advanced notice of the date the employee intends to return to work is
required.

When the 12-week FMLA leave period is exhausted, in the event that the FMLA leave is
greater than the employee’s accrued benefits, the employee will be reinstated to the
same position, if it is available, or to an equivalent position for which the employee is
qualified.

If an employee fails to report to work promptly at the end of the approved leave period,
the City will assume that the employee has resigned.

An employee who is physically unable to return to work following injury or illness,
whether work related or personal, and is unable to perform the functions of his/her
position for a period of not less than ninety (90) days and is unable to provide a
reasonable point in time at which he/she may be able to return to full duty, may be
subject to Involuntary Disability Separation.

An Involuntary Disability Separation Hearing will be scheduled, at which time the
employee may present evidence, or may be given an agreed upon period of time, but
not greater than 14 days, to submit evidence that he/she is fit for duty and able to
perform all functions of his/her position.
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The City may request a review of all documentation or a Fitness for Duty Evaluation by
a physician of the City’s choice both related to physical and mental Fitness for Duty.

Failure to receive full release to duty by a reputable physician in a related field of
expertise may result in Involuntary Disability Separation.

The employee will be eligible to receive payment of all accrued benefits per his/her
bargaining unit contract or pay ordinance.

With the approval of the Appointing Authority, the employee may receive an additional
form of severance to be determined by the circumstances of the event.

If an employee does not return to work after FMLA leave, that employee is eligible for
COBRA coverage on the first day following FMLA.

UNLAWFUL ACTS

It is unlawful for any employer to interfere with, restrain, or deny the exercise of any
right provided by the FMLA. It is also unlawful for an employer to discharge or
discriminate against any individual for opposing any practice, or because of involvement
in any proceeding, related to the FMLA.

ENFORCEMENT

The Wage and Hour Division investigates complaints. If violations cannot be
satisfactorily resolved, the U.S. Department of Labor may bring action in court to compel
compliance. Individuals may also be able to bring a private civil action against an
employer for violations.

Questions may be directed to:

Director of Human Resources & Safety
206 Claremont Avenue

Ashland, OH 44805

(419) 289-3426

Sample FMLA forms:

WH-380-E Certification of Health Care Provider for Employee’s Serious Health Condition

WH-380-F Certification of Health Care Provider for Family Member’s Serious Health Condition

WH-381  Notice of Eligibility and Rights & Responsibilities (used by Human Resources to initially notify
employees regarding FMLA)

WH-382  Designation Notice (used by Human Resources to notify employees of FMLA designation)

WH-384  Certification of Qualifying Exigency for Military Family Leave

WH-385  Certification for Serious Injury or lliness of Covered Servicemember for Military Family Leave

Forms for use are available at the Human Resources office or at www.ashland-ohio.com
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Certification of Health Care Provider for
Employee's Serious Health Condition
(Family and Medical Leave Act)

U.S. Department of Labor m"

Employment Standards Administration

Wage and Hour Diision VA8 gt Tl TIR B

OMBCmnm'annt-' I2ll‘5-01:l'.l
‘Fopiires: 12312011

SECTION I: For Completion by the FNIPLOYER
INSTRUCTIONS to the EMPLOYER: The Fammly and Medical Leave Act (FMLA) provides that an employer
may require an employes seekmz FMLA protections because of 2 need for leave dus to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section I before grvmg
this form to vour employee. Your response is vohmtary. While you are not required to use this form, you may not ask
the employes to provide more mfcrmetion than allowed under the FMLA regulstions, 19CI'R. §5 §25.306-825.308.
st generally maintain records and d relating to medical certifi recertifications, or
medical histones of employees created for FMILA purposes as confidential medical records in separate files/records
from the usnal personmel files and m accordance with 29 CER. § 1630.14{cK1), of the Amenicans with Disabilines
Act apphiss.

Employer name and contact:

Lok

Employee’s job title: Regular work

Employee’s essential job fi

Check if job description 15 attached:

SECTION II: For Completion by the EAIPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Section IT before promg this form to your medical
provider. The FMLA pernuts an employer to require that you submit a imely, complete, and sufficisnt medical
mﬁcmbWamﬁxmkﬁehmmmm}mﬂhmH by

Four response is required to obtain or retzin the benefit of FMLA protections. 29 US.C. §5 2613,
2614{c)(3) Faihmre to provide a complete and sufficient medical certification may result in 2 demal of your FMLA
request. 20 CFR § 825313, Your employer nmist give you at least 15 calendar days to retun this form 29 CFR
§ 825.305(b).

Your name:
First

Middle Last
SECTION III: For Completion by the HEALTH CARE PROVIDER
INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a respense as to the frequency or
dlmhnnofamdmnnlremm_atc Your answer chould be your best estimate based upon your medical

led, ,and of the patient. Beasspw.ﬁcasvmcan,tmmmcﬁ:s lifetime.”
mate” may not be sufficient to d FMLA coverage Limut your respenses to the
mﬂJhonﬁmwhchﬂmermluyee]sseekmglewe Please be sure to sign the form on the last page.

= e

Provider’s name and business addrass:

Type of practice / Medical specialty:
Ti L 3

Fax{

Pagal CONTINUED ON NEXT PAGE Form WH-380-F  Rovitad Jammary 2008

PARTB: MUNI‘OFI_EAUBNEHEJ
5. Will the emp d for 2 single
mq:ludmganyﬁm ﬁorn'eaimentmdrm‘e{y

petiod of time due to his'her medical condition,
_ No __ Yes
If 50, estimate the beginming and ending dates for the period of incapacity:

6. Will the empl need to attend follow-up
schedule because of the employee’s medical condition?

or work part-time or on a reduced
_ Yes

_ Mo

If 50, are the treatments or the reduced sumber of hours of work medically necessary?
_ No _ Yes

Estimate hedule, if amy, 1 the dates of any scheduled appomtments and the time
required for each appoiniment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per day; through

7. Will the condition canse episodic flare-ups peniodically preventing the employee from perforoamg hizther job
functions? Nao Yes.

days per week from

dically

No

Isit

1y for the employ
Yes. If so, explain-

to be absent from work during the flare-ups?

Based upon the patient’s medical history and your knowladge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next §
months {e.2.. | episods every 3 months lastmg -2 days):

Frequency: times per waek(z) ‘month(s)
_ howsor__ day(s) perepisode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Dhration:

Page 3 CONTINUED ON NEXT PAGE Form WEH-380-E Rovised Janmary 2009

WH-380-E Cetrtification of Health Care Provider for

2. Is the medical condition pregnancy? _

PART A: MEDICAL FACTS

1. Approximate date condition

Probable duration of condifion:

Mark below as applicable:
Was the patient admutted for an overnight stay m 2 hosputal, hospice, or residential medical care facility?
_ No __ Yes. Ifso, dates of admussion:

Date(s) you treated the pafient for condition:

‘Will the patient need to have treatooent visits at least twice per year due to the condition? _ No _ Yes.

Was medication, other than over-the dicati No

— Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g_, physical therapist)?
_ Mo Yes. Ifso, state the nature of such treatments and expected duration of treatment;

Mo _ Yes. Ifso, expected delivery date:

3.Useﬂnm5mmatmpwmhdbvﬂ:.eemployerm$echmlhanmwﬂmqnesm If the employer fails to

provide a list of the employes’s izl fi or a job di answer these questions based upon
the employes’s own desoription of his’her job functions,
Is the employee unable to parform any of hizther job fanctions due to the condition: No Yes.

1f so, identify the job fimctions the employee 15 unable to perform:

Descnbe other relevant medical facts, if any, related to the condiion for which the employee seaks laave
{such medical facts may melnde symptoms, diagnosis, or any regimen of continmng treatment such as the use
of specialized equpment):

Fag 1 CONTINUED O MEXT PAGE Form WEF330-F Ravised Tammary 2008

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND FUBLIC BURDEN STATEMENT
Tf submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 20 U.S.C. § 2616; 20
CFE. §825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control mmber. The Department of Laber estimates that it will fake an average of 3} mimtes for respondents to complete this
collection of information, inchading the time for reviewing instructions, searching existing data sources, gathering and maintaining
ﬂndaunaeded.anﬂmmplmngandmmgmemmmnufmfmmm If you have any comments regarding this burden
estimate or any other aspect of this collection i including jons for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room 5-3502, 200 Constitution Ave., NW, Washington, DC
20210. DDNOT SEND COMFLETED FORM TO THE DEPARTMENT OF LAEOR; RETURN TO THE PATIENT.

Pam 4

Form WH-380-F Rovised Jammary 2009

Employee’s Serious Health Condition




Certification of Health Care Provider for
Family Member's Serious Health Condition
(Family and Medical Leave Act)

U.S. Department of Labor
Empiayment Standans Agminisiraton
Wiage and Hour Divislon

“WHD

(OMB Comtre] Nambar: 12130181
Fanies 12312011

SECTIONT: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Famuly and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of 2 need for leave to care for a covered famly
member with 2 senous health condifion to subout 3 medical certification issued by the health care provider of the
covered family member. Please complete Section I before grving this form to your employee. Your response is
voluntary. Whﬂevwmnotmqmedmmﬂmfmmywmavmtasklhzmplmmmwmﬁammﬁmmaﬂm
than allowed under the FMLA regulations, 29 CFR_ §§ £25.306-825.308. Employers must Iy maintam
records and documents relating to medical cerifications, recertifications, or medical histories of employees’ famly
mmhﬁ;uﬂhdfmﬂﬂﬁmmmcmﬁdmﬁdmﬁkﬂmmmwﬂmﬁmhm
personnel files and m accordance with 29 CFR. § 1630.14(c)(1), if the Amenicans with Disabiliies Act applies.

Employer name and contact:

SECTION II: For Completion by the EMPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Section IT before giving this form to your family
member or hisher medical provider The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retaim the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a complete and

fficient medical certification may resulf m a demal of your FMLA request 29 CFE § 825313, Your employer
must give you at least 15 calendar days to return this form to your employer. 20 CF R § 825305,

You name:
First Middle Last

Name of farmly member for whom you will provide care:

First Middle Last
Ralationship of family member fo you:

If family member is your son or daughter, date of birth:

Desenbe care you will provide to your famly member and estimate leave needed to provide care:

Employes Signature Date

Paml CONTINUED O MEXT PAGE Foom WH-380-F Revised Tamary 2009

PART B: AMOUNT OF CARE NEEDED: When g th keep in mind that your patient’s need
ﬁxmwhmmmmmmmmmm nutrifional, safety or
transportation needs, or the provision of physical or psychological care:

4. Will the patient be incapacitated for a smgle contimous period of time, incliding any time for treatment and
recovery? _ Mo _ Yes

Estimate the begimning and ending dates for the period of incapacity:
Dhuring this time, will the patient need care? _ Mo _ Yes.
Explain the care needed by the patient and why such care is medieally necessary:

[

. Will the patient require follow-up treatments, mecluding any time for recovery? _ Mo _ Yes.

Estimate treatment schedula, if any, including the dates of amy scheduled appeintments and the time required for
each appoiniment, inclnding any recovery period:

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

6. Will the pafient require care on an i i or reduced schedule basis, inclnding any time for recovery? __
Mo __ Ves.

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

__ howrfs)per day; daysperweek  from through

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

Page 3 CONTDNUED 02 NEXT PAGE Form WH-360-F Revised fammary 2008

WH-380-F Certification of Health Care Provider for

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 patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as to the frequency or dwration of a condihon, treatment, ete. Youwr answer should be your best
estimate based upon your medical knowledge, experience, and exapmnation of the patient. Be as specific as you
can; terms such as “lifetime ™ “unknown.” or “indeterminate” may not be sufficient to determine FMLA coverage.
Limut your responses to the condition for which the patient needs leave. Page 3 provides space for additional
mformation, sheuld youneed it. Please be sure to sizn the form on the last page.

Provider's name and business address;

Type of practice { Medical specialty:

Telephone: { 1 Fax 1

BART A: MEDICAL FACTS
1. Approximate date condity d

Probable duration of condriion:

Wuhpm;mdfmmmwghlmmahn@mhomrrruuignhalmed.tczl:mfzﬂhty"
__No __Yes Ifsn, dates of admo

Drate(s) you freated the patient for condition:

Was madication, other than over-the-counfer medicafion, prescribed? _ No _ Yes.
Will the patient need to have treatment visits at least twice per year due fo the condition? _ No _ Yes

(e.2. physical therapist)?
d duration of

Was the patient referred to other health care p 5) for evaluation or
_ Neo __ Yes Ifso, state the nature of such and

2. Is the medical condifion pregnancy? _ No _ Yes. If so, expected delrery date:
3. Describe other relevant medical facts, if any, related to the condition for which the patisnt needs care (such
medical facts may melude symptoms, diagnosis, or any regimen of contimung treatment such s the use of

Pam 1 CONTINUFD ON KFXT PAGE Form WH-3B0-F Rawiad Tamary 2008

7. Will the condifion cause episodic flare-ups periodi

activities? Ne Yes.

lly preventing the patient from participating in normal daily

Basad upon the patient’s medical history and your knowladge of the medical condition, estimate the frequency of
flare-ups and the dwation of related incapacity that the patient may have over the next 6§ months= (a2, 1 episode
every 3 months lastimg 1-2 days):

times per week(s) meonth(s)
Durstion: hours ar __ day(s) per episode

Does the patient need care dunng these flare-ups? Neo Yes.

Frequency:

Explain the care needed by the patient, and why such care 1= medically nacessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.

Siznature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BUEDEN STATEMENT
If i itis v fior empl to retain a copy of this disclesure in their records for three years. 20 U5.C. § 2616;
20 CFER. § 825.500. Persons are not required io respond to this collection of information unless it displays a curently valid OMB
cantrol rumber. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collaction of information, inchiding the time for reviewing instructions, searching existing data sources, pathering and maintaining the
data peeded, and completing and reviewing the collection of information. If you have aoy comments regarding this burden estimate
or any other aspect of this collection information, including suzgestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.5. Department of Labor, Room 5-3502, 200 Constirution Awve., NW, Washington, DC 10210.
D0 NOT SEND COMPLETED FORM TO THE DEFARTMENT OF LABOR; RETURN TO THE PATIENT.

Page4 Form WH-3B0-F Revited Tamury 2009

Family Member’'s Serious Health Condition




Notice of Eligibility and Rights &
Responsibilities
(Family and Medical Leave Act)

U.5. Department of Labor

‘Wiage ant Hour Division

OME Control Number: 12350003
Expires: Y262015

In general, to be eligible an employes must have worked for an employer for at least 12 months, have worked at laast 1,250 bours in the 12
months preceding the leave, and wark at a site with at least 50 employees within 75 miles. While use of thiz form by employers is optional. a
fulty completed Form WH-381 provides employees with the information required by 39 CFR. §815 300(). which must be provided within

five business days of the employes notifying the employer of the need for FMLA leave. Part B

s employees with information

reganding their rights and responsibilities for faking FMLA leave, as required by 20 CFE. § 825300(), {c)-

Part A - NOTICE OF ELICTBILITY

TO:
Employes

FROM:
Employer Eepresentative

DATE:

On . you informed us that vou needed leave beginning on for:
‘The birth of a child, or placement of a child with you for adeption or foster care;
Your own serious health condition;
Because you are needed o care for your spouse;  child:  parent due to his'her serious health condition.
Because of a qualifying exigency arising out of the fact that your SpOSE; son or daughter; parent is on active
duty or call to active duty statas in support of 2 contingency operation as a member of the National Guard or Eeserves,
Because you are the SpOusE; som or daughter; parent; mext of kin of a covered servicemember with a
serious injury or flness.

‘This Notice is to inform you that you:

Hyou have any questions, contact
FMLA poster located in

Are eligible for FMLA laave (See Fart B below for Rights and Responsibilities)

Are mot eligible for FMLA leave, because {only one reason need be checked, although you may not be eligible for other reasons):
Ymhmmmﬂmema 5 l}mnmhlengr.hnfm requirement  As af the first date of requested leave, you will
have worked

You have not met the FMLA's 1 liswimdmummm

You do not work and/or report to a site with 50 or more employess within 75-miles.

or view the

[PART B-RIGHTS AND RESPONSIBILITIES FOR TAKING FMLA LEAVE]

As explained in Part A, you meet the eligibility requiraments for taking FMLA leave and still have FMLA leave available in the applicable

123-month period  However, in order for us to determine whether your absence qualifies as FMLA leave, yon must refurn the

following information to us by
calendar days from receipt of this notice; additional time may be required in some circumstances.} If sufficient information is not providad in

- (I a certification is requested, employers must allow at least 15

a timely manner, your leave may be denied

Designation Notice
(Family and Medical Leave Act)

Sufficient certification to suppart your request for FMLA lene. A form that sets forth the @ o SUppart yeur
mquest i isootencosed.

Sufficient iom to estahlish the vou and your famiby member.

Dther information needed:

CONTINUED ON NEXT PAGE Form WH-381 Revised Jammary 2009

WH-381 Notice of Eligibility and Rights & Responsib

T your leave does qualify 15 FMLA lswe oo will have the foflowing responshilities while on FMLA keave (only checked blanks apply)

Contact at ik ime to make your share
of i i munminm v are on Jswe. You have aminirmm 30-day (op_indicate
whichto i iy is not made: insurmce may be

e s, STtk b eyl ey

our’
shire ‘af the premiums during FMLA leave, and recover these payments from you upon your retum to work.

You will he equired touse your aaisblepaid _ sck wacation, mdior offer leave during your FMLA absence This
mﬂmymwﬂlmmpmd]uwuﬂhhww}la]mhmmﬂndmmﬂh ave and comted azamst your FMLA leave

Do to your statis withi idered 2 “key employes” o defined in the FMLA. As a “key enpiloyes,” Testomtion o
WMMMMMMMMMMMWWHMMMMmmmE
that restoring; at the conchsion of FMLA &

a:unm:]mmms
mmmmmummmEmmwﬂmmmmmmmmm
(i ste tervalof p £ i B il

HhmdmmmﬂmmﬂhhMN than indis [ side of fixis form, you will
mofify us at] repart for worl.
T your leave does qualify as FWLA leave you will have the following rights whils on FMLA lave:
+  Youhave aright under the FMLA for up to 12 weeks of ma 11-mosh period calrulated as:
the calandar year (Tamery —December)
— a fixed leave year based on
the 12 measured forward date of your first FMLA leave usage.
— “olling” 12-month period measured backwand from the date of amy FMLA lasve nsage.
= Voo have a right under the FMI4 for up fo 26 wesks of mpaid lasve in 3 singla 12-month perind to care for a coversd with a sarions
infry or illness, This single 17-moesh pesiod
»  Your health benefits must be mintair i mpeid leave under ditions s if;
- Ymmhmﬂmhmummﬁ;ﬂmﬁhmmbﬂﬂﬁnﬂmﬂmi o your renu from

PMLA-prosected leve your FMLA entifiement, you do bot have retem rights under FMLA )
HmhmmmmmmmhaMWMI‘ irmation, TRCETERCE, of onsat of 3 seri itinn which
‘wouid entite you to FMLA leave: J) the TECence. or ouset ofa covered servy serious injury or illnes: which would entitie
you to FMLA Teave: ar 3) other c O COMFOL, Yo may far our share of health marance premums
pmdmymrbehaﬁﬂlmgmwlmg

informed iz your mepaid FMLA Jeve entiflemens, you have the right to have
_sick,_nt.iml,mdu’ mmmmmmm it provided ¥ i i
afthe icy. Applicable conditions relaed irtion of paid set forth below. Ifyon do not meet
for taking paid leave, in enitled i FMLA leave ™
__ Foracopyof it X o 5l usage please refar to available a-
__ Applicahle conditions for use of paid leave:

‘Once we obtain fhe mformation from you a5 specified shove, we will inform you, within 5 business days, whether yoor leave will be desipnated x5
FMLA Teave and count towards your FMLA keave endiflement. If yon kave any quesfions, plesse do mot hesitate to comtact:

meDKK U[.']W'h ACT NOTICE A_‘\'II FUBLIC BURDEN STATEMENT

g ities. 29 US.C. § 2617:29
cr_uszmb;,{c; humhwmm-maﬂ;‘m:mmﬁmm BUSC. glﬂ&ncr.x_§mm
dass it display 8 cormenty ‘Ths Degartment af Labar ot it
A1l tak !ﬂm Llaction i iewing insouctions, dnting da
e iy data moodd. mquﬂmg P Tlocfiom of & R A s buardan.

‘satimate or any ofer apect s burden,
Us. Dupumnoihbm.lnms—sm 200 Constitution Ava., Nww-hgm.ncmm DO NOT SEND THE COMPLETED FOEM TO THE WAGE
DIVISION.

AND HOUR |

Wags and Hows Division,

Pz

1 Form WH-3ET Kovised Tazsary 20T

ilities

U.S. Department of Labor
‘Wage and Hour Division

=INHB

OMB Dmnt‘lmﬂu— I‘BS-M.\
Expires: 2.'.2&'1015

Leave coversd under the Family snd Medical Leave Act (FAILA) muct be designated n: FALA 4 =
—-uumnm-lh cocaied saiastthesmployee's PMLA lenescwtiement hmn&mmhnum-u.—&mm
be smpperted by

empl itimg
M-ﬁn-l- o make plete and sefficient. While we of this form by esployers & opiiensl, » ully compleiod Form

oquired by 19 C FE_ §f 825.300(c), 825.301, and 815.305(c).

Ta:
Date:

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

The FMIA requires that you notify us as soom as practicable if dates of scheduled leave change or are extended, or were

imitially
m«mmmu{mmpw&npm

unlnown Based on the i you have pi to date, we are p

iding the following information about the

_____ Provided there is no de\mﬁnmym anticipated leave schedule, the following number of hours, days, or weeks will be
cnmmdsgnnslymr

Because the leave you will need will be unscheduled, it is not possibie to provide the hours, days, or weeks that will be counted

agminst your FMLA entitlement at this ime. You have the right to request this information once in 3 30-day period (if leave
was taken in the 30-day period).

Please be advised (check if applicable):
You have requested to use paid leave during your FMLA leave. Any paid leave taken for this resson will count azainst your

FMLA leave enfitlement.

We are requiring you to substinuie of use paid leave during your FMLA leave.

____ ¥ou wall be required to present a fimess-for-duty certificate to be restored to employment. I such certification is not timely

received, your retumn to work may be delayed unil certification is provided. A list of the essential functions of your position
___is___ismotatached If attached, the fimess-for-duty certification must address your ability to perform these fimctions.

Mamnzliljnmﬂimisleded tnd!ﬁs'nilzifwlr?!ﬂ.&luv! reqguest can be approved:
The certification you have provided is not complete and sufficient to determine whether the FAMLA applies to your leave

request. You mmst provide the following information no later than . umless it is not
Provita 2t least woven calendar )

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

sufficient)

B = ST P e —— =

W are exercising our right to have you obtsin a second or third opinion medical certification at our expense, and we will

provide further details at a later ime.

— Your FMLA Leave request is Not Approved.
mmﬂﬂmmmmwmwmt_

—_ Youh your FMLA § in the spplicable 12-month period.

mmusx EEDUCTION ACT NOTICE AND mm:m‘h ﬁﬂm
FMLA b FMLA BUSC

L2617 2 CFR 5 825 3000 o). Bi , oryars o retain 2 copy of fads disch fo thres yur. 29 US.C 52616 9 CER §
525 i callection of o wnbes it display .mﬂywmmm ‘Ths Departmet of
m&nnmn 1k 10— 30 mimtes nﬁ-rm:'“ the e
ing axisting da i imtaining the data needad, 1o i If yom haws
s burdk = Y aspect of this coll information, i s burdes, sand tham to the Adminivtrator, Wags
and Hor Divisicn, U.5. ‘Labor, Room 535 v NWWmDCm!Q. DO NOT SEND THE COMPLETED FORM

TO THE WAGE AND HOUR DIVISION.

2009

WH-382 Designation Notice




Certification of Qualifying Exigency U.S. Department of Labor
For Military Family Leave g it Hoar Lvicon ml‘l

(Family and Medical Leave Act)

OMB Commre] Neambar: 12330003
Eamimi 2087015

SECTIONI: For Completion by the EMIPLOYER

INSTRUCTIONS to the EMPLOYER: The Famly and Medical Leave Act (FMLA) provides that an employer
may require an employee seekmg FMLA leave due to a qualifying exgency to submut a certification. Please
complete Saction I before giving this form to your employee. Your response is voluntary, and while you are not
required to use this form, you may not ask the employee to provide more information than allowed under the
FMLA regulations, 29 CF.R. § 825.309.

Employer nama:

Contact I

SECTION II: For Completion by the FMPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Se:mmﬂ full) andi:umplehly The FMLA perouis an
employer to require that you submmit a imely, lete, and CEr to support a request for FMLA
leave due to a qualifying exizency. Several questions in this section seek a response as to the frequency or dwation
of the quahfying exigency. Be as specific a5 you can; terms such a5 “unknown,” or “indeterminate” may not be
sufficient to determine FMLA coverage. Your response is required to obtam a benefit. 20 CFR. § 825,310
While you are not required to provide this information, farlure to do so may result in a dental of your request for
FMLA leave. Your employer must give you at least 15 calendar days to return this form to your employer.

Your Name:

First Middle Last

Name of coverad mulitary member on active duty or call to active duty status m support of a contingency operation:

First Middle Last
Relationship of covered military member to you:
Period of covered military member’s active daty:

A complete and sufficient certification to support a request for FMIA leave due to a qualifying exigency mchides
written documentation confirming a covered muilitary member’s active duty or call to active duty stafus in sapport
of a contingency operation. Please check one of the following:

A copy of the covered military member's active duty orders is attached

Other documentation from the military certifying that the covered military member is

on active duty (or has been notified of an impending call to active duty) in support of 2

confingency operation 15 attached.

__ Thave previousky provided my employer with sufficient written documentation confirming the covered
military member’s active duty or call to active duty status in support of 2 contingency operation

Page 1 CONTINUED ON NEXT PAGE Form WH-384 Jammary 2002

PARTC:

If leave is requested to meet with a third party (such as to arange for childeare, to attend counseling, to attend
meﬁmgmﬂ:suhnnlwcbldcxewuﬂdﬂshomakeﬁnanualwlegalmangmb.mactasﬂncwaedmﬂlhry
‘member's representative before a faderal state, or local agency for or
m.llltarysmmbmeﬁts,wmmmdanyamspumdhyﬂmmlmywmhﬂqmmmgmmm) a

lete and sufficient certification includes the name. address, and appropriate contact information of the
mdividual or entity with whom you are meating (Le., either the telephone or fax number or email address of the
ndividual or entity). This information may be used by your employer to verify that the information contained on
this form 1s accurate.

Mame of Individual Title:

O

Address:

Telept ( ) Fax: ( )

PARTD:
1 certify that the information I provided above is true and correct.

Signature of Employee Date

PAFERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted. it is mandatory for employers to retain a copy of this disclosure in their records for three years. 20 U.5.C. § 2616; 29
CF.R. §825.500. Persons are not required to respond to this collection of information unless it displays a cumently valid OMB
control mmber. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this

collection of information, inchuding the time for reviewing instructions, searching existing data sources, gathering and maintaining the

data needed, and completing and reviewing the collection ofmfmmmn. If you have any comments regarding this burden estimate
or any other aspect of this collection information, including su, for reducing this burden, send them to the Administrator,
‘Wage and Hour Division, U.S. Department of Labor, Room 5-3302, 200 Constingtion AV, NW, Washington, DC 20210. DO NOT
SEND THE COMFLETED FORM TO THE WAGE AND HOUR DIVISION; RETURN IT TO THE EMFLOYER.

Page3 Form WE-384 Famnary 2008

PART A: QUALTFYING REASON FOR LEAVE

1 Describe the reason you are requesting FMLA leave due to a qualifying exigency (inchidng the specific
Teason you are requestng leave):

=]

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency
meludes any available written documentahion which suppmbllnneedfm leave; such documentation may

nclude a copy of @ meetng for inf; 1onzl briefings d by the military, a
dmmmt:mﬁ:mgmappomhﬂﬂwﬂhacmmebrwﬂnﬂoﬁuimacﬂpyof:hﬂfmmﬂur
the handling of lagal or ] affairs. Available written d ion supporting this request for leave

15 attached _ Yes _ No _ Nope Available

PART B: AMOUNT OF LEAVE NEEDED
1. A imate date exigency

Probable duration of exigency:

3

Will you need to be absent from work for a single confinuous penod of tme due to the qualifying
xipency? _ Mo _ Yes

If so, estimate the begmnimg and ending dates for the peniod of absence:

3. Will you need to be ahsent from work periodically to address this qualifyng exigeney?  No _ Ves.
Estu hedule of leave, mcluding the dates of amy scheduled meetings or
appot

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

Frequency: fimes per week(s) month{s)
Duration: bours _ day(s) per event.

Pags 1 (CONTDNUED ON NEXT PAGE Form WH-384 Tamzry 2009

WH-384 Certification of Qualifying Exigency for Mil itary Family Leave




Certification for Serious Injury or U.S. Department of Labor
lliness of Covered Servicemember - - Wageand Hour Diisian m"
for Military Family Leave (Family and

Medical Leave Act)

OMB Comtrel Number: 1135-0003
Expires: 228/2015

Natice to the EMPLOYER INSTRUCTIONS to the EMPLOYER: The Famuly and Medical Leave Act
('FMLAJprmﬂdesﬂmmmlwummmmmmphmmhﬂgmhwtmwammmwﬂlms
of a covered servi ber to submit a ffictent facts to support the request for leave.
Your response is voluntary. Vﬂnleyoummtru;medhcuseﬂnsfmm,ywmaym{askﬂmzmplﬂyeehpmﬂde
more information than allowed wmder the FMLA regulations, 29 CFER_ § 825310, Employers must generally
maintam records and documents relating to medical cerifications, recertifications, or medical histories of
employees or employees’ family members, created for FMLA purposes as confidential medical records in separate
files/records from the usual personnel files and in accordance with 29 CFE § 1630.14(c)(1). 1f the Americans with
Disabulities Act applies.

SECTIONI: For Completion by the EMPLOYEE and/or the COVERED SERVICEMEMBER for whem
the Employee Is Requesting Leave INSTRUCTIONS to the EMPLOYEE or COVERED
SERVICEMFMBER: Please complete Section I before having Section IT completed.  The FMLA pernmits an
employer to require that an employee submit 2 timely, comple‘be_andsnﬂiuzntmtﬁcammmppnnamm:ﬁur
FMLA leave due to a serious injury or illness of a covered I d by the

response is required to obtain or retain the benefit of FMLA-protected leave. 29 US.C. §§ 2613, 26!4(1:)(3)
Faihwre to do so may result in 2 denial of an employee’s FMLA request. 29 CF.E_ § 825.310(f). The employer
must give an employee at laast 15 calendar days to retun this form to the employer.

SECTION I: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (*DOD™) HEALTH
CARE PROVIDER or a HEALTH CARE PROVIDER who iz either: (1) a United Statez Department of
Veterans Affairs (“VA”) health care provider; (1) a DOD TRICARE network authorized private health care
provider; or (3) a DOD non-network TRICARE authorized private health care provider INSTRUCTIONS
to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the FMLA to
:mﬂurafznnlymnhawimisammhernfﬂleﬁegﬂmﬂmmdFmﬁ anahunaland.mﬂnRﬁm'eswho
15 undergoing medical treatment, recuperation, or therapy, 1s oth m status, or 15 otherwise on the
temporary disability retived list for 2 serious mjury or illnesz. For purposes of FMLA leave, a serious injury or
ilness is one that was incurred in the line of duty on active duty that may render the servicemember medically unfit
to perform the duties of his or her office, grade, rank. or rating.

A lete and sufficy ificati h)mpmﬂamqnﬁ!ﬁth«ﬂ.Aleztedn.ehoa:mmedsm1m&mbe’
senous mjury or dleess meludes witten d that the covered ber's mjury ar
illness was mewred in the line of duty on active duty and that the covered 1 shar 1 d
ﬂnrsnfhm;wymﬂlnﬁshyzhezkhcmmﬁahﬂedahﬂ A.nswufn]lyandcmletely,a]lamhﬁbhpam
everal seek a as to the fre v or durztion of a condition, treatment, ete. Your answer
ﬁmﬁhmbﬂmuhasedupunmmdxalkmledge,mm and examination of the patisnt. Be

Page 1 CONTDIUED 0N NEXT PAGE Fomm WEH-385 Jamuary 2009

SECTIONII: For Completion by a United States Department of Defense (“DN0D*) Health Care Provider or
2 Health Care Provider who is sither: ﬂ]lMMWﬂVﬂmAﬁnﬂﬂA’)m

ized private health provider; or (3) a DOD non-
network TRICARF authorized private health care provider. If vou are unable to make certain of the
military-related determinations contained below in Part B, you are permitted to rely upon determinations
from an authorized IMOD} representative (such as a DOD recovery care coordinator). (Please ensure that
Section I bove has been completed before completmg this section.) Please be sure to sign the form on the last
page.

Part A: HEALTH CARE FROVIDER INFORMATION
Health Care Provider’s Name and Business Address:

Type of Py

Please state whether you are either: (1) a DOD health care provider; (2) a VA health care provider; (3) a DOD
TRICARE network authorized private health care provides; or (4) a DOD non-network TRICARE authorized
private health care provider:

Telephone: () Fax:( ) Email:

PART B: MEDICAL STATUS

(1) Coversd Senv ber’s madical dition s classifiad 2z (Check One of the Appropriate Bowxes):
0 (VSI) Very Seriously Il Injured — IlnessTnpury is of such a seventy that hife 15 imminently
endangerad Family members are requested at bedside immadiately. (Please note this is an internal DOD
casualty assistance designation used by DOD healthcare providers.)

0 (SI) Seriously Il Injured — Iiness/mjury is of such seventy that there is canse for immediate concern,
but there 15 no imminent danger to life. Fanuly members are requested at bedside. (Please note this 15 an
mternal DD casnalty assistance designation nsed by DHOD healthcare providers )

O OTHER IlInjured — 2 serious mjury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade. rank, or ratg.

O NONE OF THE ABOVE (Mote to Employee: If this box is checked, you may still be eligible to take
leave to care for a covered farmly member with a “sanous bealth condition™ under § 825.113 of the FMTA
If such leave 15 requested, you may be required to complete DOL FORM WH-380 or an employer-provided
form seeking the same information }

(2) Was the condition for which the Covered Service member is being treated incinred in line of duty on active
duty in the armed forces? _ Yes Mo

(3) A I date condity i

(4) Probable duration of condifion and/or nead for care:

(5) Is the covered servi 1 dergomg medical tom, or therapy? Yes _ No If
yes, pl deseribe medieal 10n or tharapy:
Pam3 CONTINUED ON NEXT PAGE Form WH-385 Jamuary 2009

WH-385 Certification for Serious Injury or lliness

Ceriification for Serious Injury or lliness  U_S. Department of Labor
of Covered Servicemember - - for bt mn
Military Family Leave (Family and SR e B
Medical Leave Act)

SECTION I: For Completion by the ENIPLOYEE and/or the COVERED SERVICEMEMBER for whom

the Employee Is Reguesting Leave; (This section must be completed first before any of the below sections can be
completed by a health care provider)

Part A: EMPLOYEE INFORMATION

Name and Address of Empl, (this 15 the empl of the empl leave to care for covered
servicemember):
Name of Employee Requesting Leave to Care for Covered Servicemember:
First Middle Last
Name of Covered Servy ber (for whom employee 15 ng leave to care):
First Middle Last
Relationship of Empl 6 Coverad Serii ber B ing Leave to Care:

O Spouse O Parent ] Son O Daughter 0 Next of Kin
Part B: COVERED SERVICEMEMBER INFORMATION

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

If yes, please provide the covered servicemember’s military branch, rank and umit currently assizned to:

Is th d 1 ber a ---mmzmkhrymedamlneaimentﬁuh!yasmodpahmtmmam
blizhed for the parpose of pr d and conirol of bers of the Armed Forces receiving
medical care a5 outpatients (such a5 a medical hold or warmior transition wnif)? _ Yes Mo Ifyes, please

provide the name of the medical treatment facility or umt:

(2) Is the Covered Servicemember on the Temporary Disability Retired List (TDRL)? Yes No
Part C: CARE TO BE PROVIDED TO THE COVERED SERVICEMEMBER

Deseribe the Care to Be Provided to the Covered Servicemember and ap Estimate of the Leave Needed to Provide
the Care:

Pags 2 CONTDHUED 0N NEXT PAGE Form WH-355 Jamuary 2009

PART C: COVERED SERVICEMEMBER'S FOR CARE BY FAMILY MEMBER

(1) Will the coverad servicemember need care for a single confinuous period of fime, inchiding any time for
treatment and recovery? _ Yes _ Mo
Hvz&m&etﬁehgmnmgmdenﬂmgdﬂsfmﬂmpmodnfm

(2) 'Will the covered servicemember require peniodic follow-up treatment appomtments?
_ Yaz _ No Ifyes sstimate tha sehedule:

(3) Is there 2 medical necessity for the covered senacemember to have penodic care for these follow-up treatment
appointmentz? Ve No

{4) Is there 2 medical necessity for the covered servicemember to have periodic care for other than scheduled
follow-up treatment sppointments (e.g., episodic fare-ups ofmedacalmmi:hm) _ Yes Mo Ifyes,
please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
IE submitted, it is mandatory for enployers to retain a copy of this disclosure in their reconds for three years, in accordance with 9 U.5.C.
§ 2616, 20 CFR_ § 825.500. Persons are not required to respand to this collection of information unless it displays a currently valid OMB
control mumber. The Deparmment of Labor estimates that it will @ke an average of 20 mimmes for respondents to complete this collection of
information, inchufing the time for reviewing insmctions, searching existing dam sources, mathering and maintining the data needed, and
i ...1wmn-mvd|non]!ecmd Ifyou have any comments regarding this burden estimate or any other aspect of this
information, inclading supgestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.5.
302, mmmmmw NW, W!shnngleﬂ DO NOT SEND THE COMPLETED FORM

Paga 4 Form WH-385 Famuary 2008

of Covered Servicemember for Military Family Leave




