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It has come to our attention that you may qualify for Family and Medical Leave (FMLA)
under the City’s FMLA policy. The FMLA, a federal statute, was passed with the
purpose of allowing employees to balance their work and family life by taking reasonable
unpaid leave. The City requires employees to use accrued paid time, including vacation
and sick leave as well as comp-time during FMLA leave for certain family medical
reasons. Details for FMLA leave can be found in the City’s personnel handbook, page 69.
you may also visit the website for the Department of Labor at www.dol.gov.

Enclosed you will find the City’s Leave Certification Requirements Form that lists all the
steps necessary to request FMLA leave. In addition, a request form for your completion
is also enclosed. Please return both of these forms to the Human Resources Department.
Upon rceeipt of these forms, a determination will be made on your eligibility and a
response will be sent to you.
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City of Cabot

Leave Certification Requirements

SECTION I

To request leave for the care of a child, parent, or spouse with a serious health
condition.

I have attached a certification form from the health care provider who is
treating my child, parent, or spouse. The certification includes the
following;:

e The date on which the condition commenced;

e The probable duration of the condition;

e The appropriate medical facts within the knowledge of the health care provider
regarding the condition;

s An estimate of the time needed to care for the individual involved (including any
recurring medical treatment); and

e A statement that the condition warrants my participation to provide care.

SECTION II

To request leave for the care of any employee’s personal serious health
condition.

I have attached certification from the health care provider who is treating my own
serious health condition. The certification includes the following:

e The date on which my condition commenced;
e The probable duration of my condition;

e The appropriate medical facts within the knowledge of the health care provider
regarding my condition; and

e A statement that I am unable to perform the functions of my position due to my
condition.




SECTION III

Additional certification requirements for intermittent leave or for leave on a
reduced leave schedule.

In addition to the foregoing certification from the health care provider involved, I have
attached additional information from the health care provider as stipulated below:

A. Leave for the employee

1. A statement of medical necessity for my intermittent leave or reduced leave schedule
and the expected duration of the schedule.

2. A listing of the dates of my planned medical treatment and the duration of the
treatment(s).

B. Leave to care for a son, daughter, spouse or parent

1. A statement attesting to the necessity of intermittent leave or reduced leave for me to
provide care or to assist in their recovery.

2. An estimate of the expected duration and schedule of my intermittent or reduced
leave.

I certify by my signature that I have read and understand the City’s certification policy.

Date: Name (Print):

Name (Sign)

File: 1 copy to employee; original in personnel file

FORM 1




CITY OF CABOT

REQUEST FOR FAMILY AND MEDICAL LEAVE OF ABSENCE

Employees who have worked for at least 1,250 hours during the 12-month period immediately
prior to the request for leave are eligible for leave.

Name:
Department: Hire Date:

TYPE OF LEAVE REQUESTED

(Check One)

Employee Medical Leave of Absence

Extension of Employee Medical Leave of Absence
Dates of prior-approved Family Medical Leave are:
to

Family Medical Leave of Absence

Extension of Family Medical Leave of Absence
Dates of prior-approved Family Medical Leave are:
to

The Leave (or extension) requested will begin on and end on
. If the request is for multiple days off for recurring medical

treatments of a child, parent, or spouse, or for your own medical treatments, specify dates
requested:

REASON FOR LEAVE
I request a family leave of absence for the following reason:

(Check One)
My personal serious health condition
Birth of my child
Adoption of a child by me
Placement (by the state) of a child with me for foster care
Serious health condition of my child
Serious health condition of my parent
Serious health condition of my spouse

File: 1 copy to employee; original in personnel file




~ Certiiication of Health CITY OF CABOT

. Cara Provider
{Family and Medical Leava Act of 1933)

| 2. Patient's Nama (if diffarent frem employss)

|

1. Employee’s Mame

3. The aitached shest describes what is meant by a "serious health condition™ under the Family and Medical
Leavs Act, Doses the patient’s condition® qualify under any of the catsgories dascribed? if so, pleasa chack

the applicable catsgory.

1) (2) {3) (4) (5) (8) ,or Nons of the abovs

4, Describe the medical facts which support your certification, including a brief statement as to how ths
medical facts meet the criteria of one of these categories:

5.a. Stats the approximate date the condition commenced, and the probable duration of the condition {and
also the probable duration of the patient’s present incapacity? if different):

b. Will it be necessary for the employee to taks work only Intermittently or to work on a less than full
schedule as a result of the condition (including for treatment described in ltern 6 below)?

If yes, give the probabls duration:

c. If the condition is-a chronic condition (condition #4) or pregnancy, state whether the patient is prasently
incapacitated? and the likely duration and frequency of eplsodes of Incapacity?:

6.a. If additional treatments will be required for the condition, provids an estimate of ths probable number
of such treatments:

If the patient wilil be absent from work or other daily activities becauss of treatment on an Intermittent or
part-time basis, also provide an estimata of the probable number of and interval betwsen such treatmants, actual
or sstimated datas of treatment if known, and period required for recovery if any:

b. If any of thess treatments will be provided by another provider of health servicas (e.g., physical
therapist), please stata the nature of the treatments:

! Haers and alsewhere on this form, the information sought relates enly to the condition for which the smployes is
taking FMLA leave.

2 “Incapacity,” for purposes of FMLA, is defined to mean inability to work, altend school or parform othar ragular
daily activities dus to the sarious heslth conditicn, traatmant therefor, or recovsry thersfrom.




c. if aregimen of continulng treatmsant by the patient is required under your supsrvision, provide a general_ V
description of such regimen (e.g., prascription drugs, physical therapy reguiring special equipment):

7.a. If medical lsavs is requirad for the employsa’s absance from work because of the employes’s cwn
conditien (including absences dus to pregnancy or a chronic cendition), is the employes unable to perform

work of any kind?

b. If abla to perform some work, is the employee unabia to perform any ons or mors of the essantlal
functions of tha employee’s Job (the employes or the smployer should supply you with information about the
essential job functions)?______1f yes, pleass list the essential functions the employea is unable to perform:

c. If neither a. nor b. applies, is it necessary for the employes to be absent from work for treatment?

8.a. If leavs is required to care for a family member of ths employes with a serious health condition, does
the patient requirs assistance for basic medical or personal neseds or safety, or for transportation?

b. f no, would the employse's presencs to provide psychological comfort be beneficial to the patient or
assist in the patient’s racovery?

c. If tha patient will nesd care only intermittently or cn a part-time basis, please indicate the probabls
duration of this nesd: ~

(Signature of Health Care Provider) {Typs of Practice)

(Address) {Telsphone number)

To be complotad by the employes needing famlily leavs {o care for a family member:

Stata the care you will provide and an estimate of the period during which care will be provided, including a
schedule if leave is o be taken intermittently or if it will be necsssary for you to work less than a full
schedule:

{Employes Signaturs) {Date)




A “Serious Health Condition” means an illness, injury impairment, or physical or mental condition that
invdlves one of the following:

1. Hospital Care

Inpatient care (i.e., an overnight stay) in a hospital, hospice, or residential medical care facility, including any
pericd of incapacity? or subsequent treatment in connection with or consequent to such inpatient care.

2. Absence Plus Treatment

(a) A period of incapacity® of more than three consecutive calendar days (including any subsequent
treatment or period of incapacity® relating to the same condition), that also involves:

(1) Treatment® two or more times by a health care provider, by a nurse or physician’s assistant
under direct supervision of a health care provider, or by a provider of health care services (e.g.,
physical therapist) under orders of, or on referral by, a health care provider; or

(2) Treatment by a health care provider on at least one occasion which results in a regimen of
continuing treatment® under the supervision of the health care provider.

3. Pregnancy

Any period of incapacity due to pregnancy, or for prenatal care.

4. Chronic Condition Requiring Treatments

A chronic condition which:

(1) Requires periodic visits for treatment by a health care provider, or by a nurse or physician's
assistant under direct supervision of a health care provider,

(2) Continues over an extended period of time (including recurring episodes of a single underlying
condition); and

(3) May cause episodic rather than a continuing period of incapacity’ (e.g., asthma, diabetes,
epilepsy, etc.).

5. Permanent/Long-term Conditions Requiring Supervision

A period of incapacity? which is permanent or long-term due to a condition for which treatment may not be
effective. The employee or family member must be under the continuing supervision of, but need not be
receiving active treatment by, a heaith care provider. Examples include Alzheimer’s a severe stroke, or

the terminal stages of a disease.

Treatment includes examinations to determine if a sericus health condition exists and evaluations of the condition. Treatment does
st include routine physical examinations, eye examinations, or dental examinations.

A regimen of continuing treatment includes, for example. a course of prescription medication (e.g., an antibiotic) or therapy
quiring special equipment to resolve or alleviate the health condition. A regimen of treatment does not include the taking of over-
ie-counter medications such as aspirin. antihistamines, or salves; or bed-rest, drinking fluids, exercise, and other similar activities that

an be initiated without a visit to a health care provider.




