	   MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                                                                        Administrative Policy 8.12 
   OFFICE OF HUMAN RESOURCES                                                                                                                                            Attachment B
  HEALTH CARE CERTIFICATION (Family & Medical Leave Act (FMLA) of 1993) 

  For FAMILY MEMBER’S SERIOUS HEALTH CONDITION

	EMPLOYEE SECTION

	EMPLOYEE FULL NAME     (PRINT)
	LAST FOUR (4) DIGITS OF EMPLOYEE’S SSN

	NAME OF FAMILY MEMBER FOR WHOM YOU WILL PROVIDE CARE
	RELATIONSHIP TO EMPLOYEE (IF CHILD, INCLUDE DATE OF BIRTH)

	HEALTH CARE PROVIDER SECTION  


** FORM MUST BE COMPLETED IN ITS ENTIRETY **
   1.     Medical Condition - REQUIRED (include symptoms, diagnosis, or any regimen of continuing treatment):

           Is the medical condition pregnancy?   ( YES   (  NO     (If yes, fill in blanks below and move to question 7)
           Date prenatal care commenced: ____________ Expected Due Date: ________________ Weeks off post-partum: _________ 

   2.     Approximate date condition commenced: _____________________________________________________

   3.     Probable duration of condition:  _____________________________________________________________

   4.     Was the patient admitted for overnight stay in the hospital or care facility?  (  YES  ( NO

Date admitted: ________________________________
Date released: _________________________________

   5.     Will the patient need to have treatment visits at least twice per year for this condition? ( YES   ( NO

Dates of scheduled appointments (to be determined by healthcare provider): _______________ and _________________

   6.     Was medication, other than over-the-counter medication, prescribed?   ( YES  ( NO
   7.     Will the patient be incapacitated for a SINGLE CONTINUOUS PERIOD of time due to his/her medical condition, including any time for    

          recovery and treatment? ( YES   ( NO
· If so, estimate the beginning and ending dates for the period of incapacity? ____________________________
· During this time, will the patient need the care from the employee? ( YES   ( NO – If yes, explain care needed by patient.
   8.    Will the patient need to attend FOLLOW-UP TREATMENT appointments requiring an intermittent schedule for the employee? 
           ( YES  ( NO – If yes, explain care needed by patient.
· Estimate treatment schedule (include scheduled appointment dates)
   9.    Will the patient’s condition cause EPISODIC FLARE-UPS preventing the employee from completing his/her job duties?   ( YES  ( NO
· If so, based on patient’s medical history and your knowledge of the medical condition, estimate the frequency of the flare-ups and the duration of related incapacity that the patient may experience. (Example: 1 episode every 3 months for 1-2 days)


FREQUENCY:  ________TIMES PER ________ WEEK/________ MONTH


DURATION:     ________ HOURS OR ______ DAYS PER EPISODE
· Does the patient need care during flare-ups? ( YES   ( NO – If yes, explain the care needed.
THANK YOU FOR YOUR TIME AND ATTENTION IN COMPLETING THIS FORM!
	HEALTH CARE PROVIDER SIGNATURE
	HEALTH CARE PROVIDER NAME (PRINT)
	DATE

	TYPE OF PRACTICE 
	PRACTICE ADDRESS
	TELEPHONE NUMBER
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