




































































































































































1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable: :
Was the patjent admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
_ No ___ Yes. If'so, dates of admission: :

Date(s) you treated the patient for condition:

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

Was medication, other than over-the-counter medication, prescribed? No __ Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. 1s the medical condition pregnancy‘? _ No ___Yes. Ifso, expected delivery date:

provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

[s the employee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave

(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment); '
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3. Use the information provided by the employer in Section I to answer this question. If the employer fails to : l




5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condltlon
including any time for treatment and recovery? __ No - _Yes.

If 50, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to atiend follow-up treatment appointments or work part-time or on a reduced
-schedule because of the employee’s medical condition? ~ No __ Yes.
If so, are the treatments or the reduced pumber of hours of work medically necessary?
No _ Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

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

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No ___ Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e (__g_, 1 eplsode every 3 months lastmg 1-2 days):

Frequency: times per week(s) month(s)

Duration: hours or ___ day(s) per episode
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLK. BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining’
the data needed. and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room §-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Cettification of Health Care Provider for U.S. Department of Labor
Family Member's Serious Health Condition  Employment Standards Administration
(Family and Medical Leave Act) Wage and Hour Division '

HE

e st e Diivicion

OMB Control Number: 1215-0181
Expires: 12/31/2011

s NEE 1pl M ER A

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee. Your response is
voluntary. While you are not réquired to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of 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 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies.

Employer name and contact:

INSTRUCTIO e EMPLOYEE: Please complete Section 1I before giving this form to your family
member or his/her medical provider. The FMLA permits an émployer 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
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to return this form to your employer. 29 C.F.R. § 825.305.

Your name:

First Middle Last

Name of family member for whom you will provide care:

- First Middle Last
Relationship of family member to you: _ '

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

Describe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature . Date
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G e . bk & ’
INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee 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 duration of a condition, treatment, etc. Your answer should be your best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as you
can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage.
Limit your responses to the condition for which the patient needs leave. Page 3 provides space for additional
information, should you need it. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
__No __ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical thefapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? _ No __ Yes. If so, expected delivery date:

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment):
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4. Will the patient be incapacitated for a single continuous period of time, including any time for treatment and
‘recovery?  No _ Yes.

Estimate the beginning and ending dates for the period of incapacity:

During this time, will the patient need care? _ No __ Yes.

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

5. Will the patient require follow-up treatments, including any time for recovery?  No _ Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment, including any recovery period:

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

6. Will the patient require care on an intermittent or reduced schedule basis, including any time for recovery?
No _ Yes. ' o

Estimate the hours the patient needs care on an intermittent basis, if any:

hour(s) per day; days per week  from through

Explain the care needed by the patieﬁt, and why such care is medically necessary:
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7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? No __ Yes. .

Based upon the patient’s medical history and your knowledge of the medicat condition, estimate the frequency of
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g., 1 episode
every 3 months lasting 1-2 days): ’

Frequency: times per week(s) month(s)

Duration: hours or ___ day(s) per episode
Does the patient need care during these flare-ups? No Yes.

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

Signature of Health Care Provider Date

PAPERWORK 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. 29 U.S.C. §2616;
29 CF.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this

- collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information, If you have any comments regarding this burden estimate
or any other aspect of this collection information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room §-3502; 200 Constitution Ave., NW, Washington, DC 20210.
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Certification of Qualifying Exigency U.S. Department of Labor
For Mllltary Faml!y Leave Employment StanqgrQS Administration
(Family and Medical |.eave Act)

HE

serdd Tl Plvislions

Wage and Hour Division

OMB Control Number: 1215-0181
Expires: 12/31/2011

y and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA leave due to a qualifying exigency to submit a certification. Please
complete Section 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 C.F.R. § 825.309.

Employer name:

Contact Information:

s

INSTRUCTIONS to the EMPLOYEE: complete Section II fully and completely. The FMLA permits an
employer to require that you submit a timely, complete, and sufficient certification to support a request for FMLA
leave due to a qualifying exigency. Several questions in this section seek a response as to the frequency or duration
of the qualifying exigency. Be as specific as you can; terms such as “unknown,” or “indeterminate” may not be -
sufficient to determine FMLA coverage. Your response is required to obtain a benefit. 29 C.F.R. § 825.310.

While you are not required to provide this information, failure to do so may result in a denial 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 covered military member on active duty or call to active duty status in support of a contingency operation:

First Middle ’ Last

Relationship of covered miiitary.member to you:

Period of covered military member’s active duty:

A complete and sufficient certification to support arequest for FMLA leave due to a qualifying exigency includes
written documentation confirming a covered military member’s active duty or call to active duty status in support
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 a
contingency operation is attached.

i I have previously provided my employer with sufﬁment written documentation confirming the covered
military member’s active duty or call to active duty status in support of a contingency operation.
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Page 2

Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific
reason you are requesting leave): ‘

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency
includes any available written documentation which supports the need for leave; such documentation may
include a copy of a meeting announcement for informational briefings sponsored by the military, a

document confirming an appointment with a counselor or school official, or a copy ‘of a bill for services for .

the handling of legal or financial affairs. Available written documentation supporting this request for leave
is attached. [ Yes £ No [l None Available

Approximate date exigency commenced:

Probable duration of exigency:

Will you need to be absent from work for a single continuous period of time due to the qualifying
exigency? " No [T Yes. :

If so, estimate the beginning and ending dates for the period of absence:

Will you need to be absent from work periodically to address this qualifying éxigency? LiNo [ Ves.

Estimate schedule of leave, including the dates of any scheduled meetings or
appointments;

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

Frequency: times per week(s) morth(s)
Duration: hours day(s) per event.
CONTINUED ON NEXT PAGE . Form WH-384 January 2009



If leave is requested to meet with a third party (such as to arrange for childcare, to attend counseling, to attend
meetings with school or childcare providers, to make financial or legal arrangements, 10 act as the covered military
member’s representative before a federal, state, or local agency for purposes of obtaining, arranging or appealing
military service benefits, or to attend any event sponsored by the military or military service organizations), a
complete and sufficient certification includes the name, address, and appropriate contact information of the
individual or entity with whom you are meeting (i.e., either the telephone or fax number or email address of the
individual or entity). This information may be used by your employer to verify that the information contained on
this form is accurate. :

Néme of Individual: _ Title:
Organization:

Address:

Telephon¢: { ) Fax: ( )

Email:

Describe nature of meeting:

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

Signature of Employee ' Date

. PAPERWORK 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. 29 U.8.C. § 2616; 29
C.FR. §825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room S$-3502, 200 Constitution AV, NW, Washington, DC 20210. DO NOT
SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION; RETURN IT TO THE EMPLOYER.
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Certification for Serious Injury or U.S. Department of Labor '
lliness of Covered Servicemember - - T e e naards Adminisiration

wresd Hovwar $vidion

for Military Family Leave (Family and
Medical Leave Act) «

OMB Control Number: 1215-0181

N ER INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act
(FMLA) provides that an employer may require an employee seeking FMLA leave due to a serious injury or illness
of a covered servicemember to submit a certification providing sufficient facts to support the request for [eave.
Your response is voluntary. 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 C.F.R. § 825.310. Employers must generally
maintain records and documents relating to medical certifications, 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 C.F.R. § 1630.14(c)(1), if the Americans with
Disabilities Act applies.

[ Expites: 12/31/2011
Natice to d K

ik e
VEE mid/or the € R
TIONS to the EMPLOYEE or COVERED

‘ASyélerICE{MEMB%iER: Please complete Section I before having Section II completed. The FMLA permits an

employer to require that an employee submit a timely, complete, and sufficient certification to support a request for
FMLA leave due to a serious injury or illness of a covered servicemember. If requested by the employer, your
response is required to obtain or retain the benefit of FMLA-protected leave. 29 U.S.C. §§ 2613, 2614(c)(3).
Failure to do so may result in a denial of an employee’s FMLA request. 29 C.F.R. § 825.310(f). The employer
must give an employee at least 15 calendar days to return this form to the employer.

p1 1 INSTRUCTIONS

. to the HEALTH CARE PROVIDER: The eniployee listed on Page 2 has requested leave under the FMLA to
care for a family member who is a member of the Regular Armed Forces, the National Guard, or the Reserves who
is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on the
temporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury or
illness 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 complete and sufficient certification to support a request for FMLA leave due to a covered servicemember’s
serious injury or illness includes written documentation confirming that the covered servicemember's injury or
itlness was incurred in the line of duty on active duty and that the covered servicemember is undergoing treatment
for such injury or illness by a health care provider listed above. Answer, fully and completely, ail applicable parts.
Several questions seek a response as to the frequency or duration of a condition, treatment, etc, Your answer
should be your best estimate based upon your medical knowledge, experience, and examination of the patient. Be
as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine
FMLA coverage. Limit your responses to the condition for which the employee is seeking leave.
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Certification for Serious Injury or lliness  U.S. Department of Labor

| H Empl t Standards Administrati
of Covered Servicemember - - for Wane o Hour Diveion
Military Family Leave (Family and

Medical Leave Act)

HR

118, Wisge and Moew Diviska

: (This section must be completed first before any of the below sections can be

Name and Address of Employer (this is the employer of the employee requesting leave to care for covered

servicemember):

Name of Employee Requesting Leave to Care for Covered Servicemember:

First - Middle Last

Name of Covered Servicemember (for whom employee is requesting leave to care):

- First Middle - Last

Relationship of Employee to Covered Servicemember Requesting Leave to Care:
?" Spouse [ : Parent [T. Son [ Daughter I Next of Kin

(1) Isthe Covered Servicemember a Current Member of the Regular Armed Forces, the National Guard or

Reserves? ?NwYes I No

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

[s the covered servicemember assigned to a military medical treatment facility as an outpatient or to a unit
established for the purpose of providing command and control of members of the Armed Forces receiving

medical care as outpatients (such as a medical hold or warrior transition unit)? ft"«
provide the name of the medical treatment facility or unit:

Yes ENO If yes, please

(2) Is the Covered Servicemember on the Temporary Disability Retired List (TDRL)? L...: Yes [

Describe the Care to Be Prov:ded to the Covered Servicemember and an Estimate of the Leave Needed to Provide

the Care:

Page 2 CONTINUED ON NEXT PAGE

Form WH-385 January 2009




If you 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 DOD representative (such as a DOD recovery care coordinator). (Please ensure that
Section I above has been completed before completing this section.) Please be sure to sign the form on the last

page.

—

% -
e and Busin

S

healtﬁ(éare Provider’s Nam ess Address:

Type of Practice/Medical Specialty:

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

Telephone: () Fax: (- ) _ Email:

(1) Covered Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):

{7 (VSD Very Seriously Ili/Injured — Iliness/Injury is of such a severity that life is imminently _
endangered.  Family members are requested at bedside immediately. ‘(Please note this is an internal DOD
casualty assistance designation used by DOD healthcare providers.)

[ (SI) Seriously I/Injured - Illness/injury is of such severity that there is cause for immediate concern,
but there is no imminent danger to life. Family members are requested at bedside. (Please note this is an

internal DOD casualty assistance designation used by DOD healthcare providers.)

I OTHER Ili/Injured — a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade, rank, or rating.

[ NONE OF THE ABOVE (Note to Employee: If this box is checked, you may still be eligible to take

leave to care for a covered family member with a “serious health condition” under § 825.113 of the FMLA.
[f such leave is 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 incurred in line of duty on active
duty in the armed forces? [ Yes [ No =

(3) Approximate date condition commenced:

(4) Probable duration of condition and/ér need for care:

(5) Is the covered servicemember undergoing medical treatment, recuperation, or therapy? ... Yes _E No. If
yes, please describe medical treatment, recuperation or therapy:
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(1) Will the covered servicemember need care for a single continuous period of time, including any time for
treatment and recovery? [} Yes [ No _
If yes, estimate the beginning and ending dates for this period of time:

(2) Will the covered servicemember require periedic follow-up treatment appointments?
Lt Yes E:_ No If yes, estimate the treatment schedule: '

(3) Is there a medical necessity for the covered servicemember to have periodic cate for these follow-up treatment
appointments? [ * Yes | No :

(4) Istherea medical necessity for the covered servicemember to have periodic care for other than scheduled
follow-up treatment appointments (e.g., episodic flare-ups of medical condition)? [~ Yes [__!No If yes,
please estimate the frequency and duration of the periodic care:

Signature of Health Care Provider: ‘ Date: ' ‘

) PAPERWORK 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, in accordance with 29 U.S.C.
§2616; 29 C.F.R. § 825.500: Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of

.information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and

completing and reviewing the collection of information. If you have any comments regarding this burden estimate or any other aspect of this
collection information, including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.S.

Department of Labor, Room 8-3502; 200 Constitution AV, NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION: RETURN IT TO THE PATIENT.
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Index

A

Absence, for treatment, 10-11

Absences, intermittent or recurring, 20-21

Absences, pattern, 36

Absences, unexcused, 3, 36, 40

Active duty, defined, 45

Activities of daily living, 16

Adoption, 14-15, 30

Adult child, 16

Advance notice, 28-30

Allergies, 12

Alternative work schedules, 19, 20-21

Alternative position, 21, 27, 37, 37(n) -

Alzheimer’s, 11

Americans with Disabilities Act (ADA), 16, 17, 33, 39
Appointments, with health care providers, 9-11, 15, 20-21, 30, 32-33
Arthritis, 12

Asthma, 10, 12

Attendance policies, 5, 36, 40

Awards and bonuses for attendance, 25

B

Back conditions, 12, 38(n)
Benefits, 21, 24-25, 37,42
Birth of child, 13-15, 21, 30, 43

C

Call to active duty, defined, 45

Cancer, 12

Care, defined, 15

Carpal tunnel, 12(n), 37(n)

Certification, 28, 31-36, 46-48, 52
Certification form, 31(n), 32-33, 35, 36(n)
Chicken pox, 8(n)

Childbirth, 13-15, 21, 30, 43

Child care, 15(n), 16(n), 45

Child, defined, 16, 45, 46

Child, 18 or over, 16, 45, 46
Chiropractor, 9, 10(n)

Chronic illnesses, 10, 31(n), 36
Collective bargaining agreements, 15, 22, 41-42
Common law marriage, 16

Company doctor, 34, 39

68




Complaints, filing, 41

Comp time, 23

Continuing treatment, 9-10, 33
Counseling, 45 '

D

Day care, 15(n), 16(n), 45

Delay or denial of leave, 25, 29, 30, 32
Department of Defense (DOD), 46, 48
Department of Labor (DOL), 1-3, 41
Designating other leave as FMLA, 2, 23-24, 27, 28, 43, 44
Diabetes, 10

Discipline, discharge, 8, 30, 40
Discrimination, 40(n), 42

Doctor, see “Health Care Provider”
Doctor’s note, see Certification
Domestic partners, 16

Drug abuse and treatment, 12, 13, 16

E

Ear infection, 11, 12

Eczema, 10(n)

Eligibility to take leave, 5-8, 26, 44
Emotional distress, 29(n), 42
Employee handbooks, 22, 26, 28
Employer duty to notify, 23, 25- 28
Enforcement, 39-41

Epilepsy, 10

Equivalent position, 21, 27, 37
Essential functions of job, 16-17
Examinations, by health care provider, 9-11

F

Family relationships, documenting, 17, 47-48
Filing complaints, grievances, lawsuits, 41
Fitness for duty, 27-28, 38-39

Foster care, 14-15

G

Grandparents, 16

H

Handbooks of employer pohcles 22,26, 28
Headache, 11, 12,13

Healih beneﬁts, 6, 24-25

Health care provider, definition, 9-10, 48

69




Heart attacks, 12

HIPAA (Health Insurance Portability and Accountability Act), 34-35
Hospice care, 8-9

Hospital stay, 8-9

Hours worked, to be eligible for leave, 5, 7-8

I

Illness, see “Serious health condition” or “Serious 111ness
Incapable of seif-care, 14, 16

Incapacity, 9-10

In-laws, 16

In loco parentis, 16, 17

Inpatient care, 8-9

Instructional employees, 6

Insurance coverage, 6, 24-25

Intermittent leave, 15, 18, 19, 20-21, 36, 38, 44
Intermittent leave, fitness-for-duty, 38
Intermittent leave, recertification, 36

Towa laws, 43

L

Lawsuit, filing, 41

“Leave year”, 19, 27, 32, 47
Light duty, 18, 40, 43

M
Mental illness, 8- 9 12, 17(n)

' Migraine, 12 '
Military family leave, 2, 5, 44-49
Military personnel, 7, 44-49
Moming sickness, 10, 12, 14

N ,
National Guard and Reserves, 7, 45, 47

Next of kin, 46-47

No fault attendance policies, 5, 36, 40

Notice, employer duties, 23, 25-28

Notice, employee requirements, 22, 28-30, 37-38, 44
Nursing home, 15 _

0

Opinion letters, Department of Labor, 1
Over-the-counter medication, 7
Overtime, 7, 19

70




P o

Paid leave, 21-24, 31(n)

Parents, care for, 17

Parents, of child, 13-15

Part-time employees, eligibility, 6, 7
Part-time leave, see Intermittent leave
Pensions, 25

Personal leave, 21, 25

Physical exam, 9-11, 27-28, 38-39
Physical therapy, 11

- Physician, see Health Care Provider

Pregnancy, 10, 12, 14, 16(n), 36, 43
Pregnancy disability law, 43
Prenatal care, 10, 11, 12, 14
Prescription medication, 10
Privacy, 32, 33, 34, 35(n)
Psychological care, 15

Public employers, 6

Q .
Qualifying exigency leave, 45-46

R

Ragsdale v. Wolverine case, 3, 7(n), 23(n)
Recertification, 36-37, 49

Reduced schedule leave, see Intermittent leave
Regimen of treatment, 9-10

Regulations, 2-4

Reimbursement of travel expenses, 35
Reserves and National Guard, 7, 45, 47 .

Rest and recuperation, 45

Retirement benefits, 25

-Returning Reservists, eligibility for leave, 7

Returning to work, 37-39
Returning to work, and ADA, 39
Right to reinstatement, 37-39

S

School employees, 6

Second opinion, 32(n), 35, 49

Seniority, 25

Serious health condition, 8-12, 32-33

Serious injury or illness (of a covered military servicemember), 47
Siblings, 17, 47 _ : '
Sick leave, 4, 7, 21-24, 31(n)

Spouse, 14, 15, 16, 47

71




State laws, 43

Status reports, 37

Step children, 14

Stress, 12

Stroke, 11, 12 .

Substance abuse, 12, 13, 16

Substitution of paid for unpaid leave, 21-24, 31(n)

T

Teachers,6

Temp agencies, 6

Termination of benefits, 24-25

Terminal illness, 11

Third opinion, 35

Transfer, to alternative position, 21, 27, 37
Treatment, of health condition, 9-10, 33

U

Ulcer, 12

Unmarried parents, 15

U.S. Department of Labor, contacting, 1, 41

A\
Vacation, 7, 21, 22, 25
Veterans® Affairs, Department of (VA), 48

w
Workers’ compensation, 33, 34, 42, 43
Work week, measuring, 19
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