
- - - a s r — - — —

____

a CITY OF CARSONtflag

r- reaaa r-- a n

FROM: KARA MUSICK, HUMAN RESOURCES SPECIALIST
SUBJECT: YOUR RIGHTS UNDER ThE FAMILY AND MEDICAL LEAVE ACT (FMLA) OF

1993

DATE:

These are federal regulations concerning FMLA:

FMLA requires covered employers to provide up to 12 weeks of unpaid, job-protectedleave to “eligible” employees for certain family and medical reason. Employees areeligible if they have worked for a covered employer for at least one year, and for 1 ,250hours over the previous 12 months. The 12-month period means a rolling 12-monthperiod measured backward from the date leave is taken and continuous with eachadditional leave taken.

In most cases, an employee’s leave entitlement for 12 weeks of FMLNCFRA leave willrun concurrently (see attached memo re: California Family Care and Medical Leave Actand Pregnancy Disability Leave).

1. REASONS FOR TAKING LEAVE: FMLA unpaid leave must be granted for any ofthe following reasons:

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

• To care for the employee’s spouse, son or daughter. or parent. who has a
serious health condition; or

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

2. At the employee’s or employers option. certain kinds of paid leave may besubstituted for unpaid leave, If an employee takes a leave of absence for any reasonwhich Is FMLNCFRA-qualifying. the City of Carson may designate that nonFMLNCFRA leave as running concurrently with the employee’s 12-weekFMLNCFRA leave entitlement. The only exception is for peace officers who are onleave pursuant to Labor Code 4850.



While on leave under this policy an employee may elect to concurrently use paid
accrued leaves. Similarly, the City of Carson may require an employee to
concurrently use paid accrued leaves after requesting FMLA and/or CFRA leave,
and may also require an employee to use family and medical care leave
concurrently with a non-FMLNCFRA leave which is FMLNCFRA-qualifying.

3. ADVANCE NOTICE AND MEDICAL CERTIFICATION: The employee is required to
provide advance notice and medical certification. Taking of leave may be denied if
requirements are not met.

• The employee ordinarily must provide 30 days’ advance notice when leave is
foreseeable,

• The City & Carson requires medical certification to support a request for leave
because of a serious health condition, and may require second or third opinions
(at the employer’s expense) and a fitness-for-duty report to retum to work. In the
event the leave is for the employee’s dependent, a medical verification is
required.

4. JOB BENEHTS AND PROTEflON:

• For the duration of FMLNCFRA leave, the employer must maintain the
employee’s health coverage under any group health plan.

• Upon retum from FMLNCFRA leave, most employees must be restored to their
original or equivalent positions with equal pay, benefits, and other employment
terms.

• The use of FMLNCFRA leave cannot result in the loss of employment benefit
that accrued (vision, medical, dental) prior to the start of an employee’s leave.

Leave under this policy is unpaid. While on leave, employees will continue to be
covered by the City of Carson’s group health insurance to the same extent that
coverage is provided while the employee is on the job. However, employees will not
continue to be covered under the City of Carson’s group term life insurance,
supplemental group term life insurance, and long term disability (LTD) insurance plans.

Employees may make the appropriate contributions for continued coverage under the
preceding non-health benefits plan by payroll deductions or direct payments made to
these plans. Depending on the particular plan, the City of Carson will inform you
whether the premiums should be paid to the carder or to the City of Carson. Your
coverage on a particular plan may be dropped if your premium payment is not paid by a
certain date. Employee contribution rates are subject to change in rates that occurs
while the employee is on leave.
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INTEROFflCE MEMORANDUM

FROM: KARA MUSICK, HUMAN RESOURCES SPECIALIST
SUBJECT: CALIF FAMILY CARE AND MEDICAL LEAVE ACT (CFRA LEAVE) ANDPREGNANCY DISABILITY LEAVE (PDL)
DATE:

These are the State’s regulations regarding CFRA and PDL.

The following notice published by the FEHC in its regulations represents the minimumrequirement under CFRA.

Under the California Family Rights Act of 1993 (CFRA), if you have more than 12months of service with us and have worked at least 1.250 hours in the 12-month periodbefore the date you want to begin your leave, you may have a right to an unpaid familycare or medical leave (CFRA leave). This leave may be up to 12 workweeks in a 12-month period for the birth, adoption, or foster care placement of your child or for yourown serious heaith condition or that of your child, parent, registered domestic partner orspouse.

Even if you are not eligible for CFRA leave, if you are disabled by pregnancy, childbirthor related medical conditions. you are entitled to take a pregnancy disability leave of upto four months, depending on your period(s) of actual disability. If you are CFRAeligible, you have certain rights to take BOTH a pregnancy disability leave and a CFRAleave after the birth of your child Both leaves contain guarantee of reinstatement to thesame or comparable position at the end of the leave subject to any defense allowedunder the law.

If possible, you must provide at least 30 day& advance notice for foreseeable events(such as the expected birth of your child or a planned medical treatment for yourself orfamily member). For events which are unforeseeabte, we need you to notify us. at leastverbally, as soon as you team of the need for the leave.

Failure to comply witn these notice rules is grounds for. and may resuit in, deferral ofthe request leave until you comply with the notice policy.



We may require certification from your health care provider or the health care provider
of tour child, parent, registered domestic partner or spouse who has a serious health
condition before allowing you to leave for your serious health condition or take care of
that family member. When medically necessary, leave may be taken on an intemithent
or reduced leave schedule.

If you are taking a leave for the birth, adoption, or foster care placement of as child, the
basic minimum duration of the leave is two weeks and you must conclude the leave
within the year of the birth or placement for the adoption or foster care.

Taking a family care or pregnancy disability leave may impact certain benefits of yours
(such as Long Term Disability and life insurance) and your seniority date. If you want
more information regarding your eligibility for a leave and/or the impact of the leave on
your seniority and benefits please contact me.

I,
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-. DEPARTMENT OF FAiR EMPLoYMENT AND HOUSING

“NOTICE B”

FAMILY CARE AND MEDICAL LEAVE AND PREGNANCY DISABILITY LEAVE

• Under the California Family Rights Act of 1993 (CFRA). if you have more than 12 monthsof service with your employer and have worked at least 1 250 hours in the 12-monthperiod before the date you want to begin your leave, you may have a right to an unpaidfamily care or medical leave (CFRA leave). This leave may be up to 12 wodcweeks in a12-month period for the birth, adoption, or foster care placement of your chHd or for yourown senous health condition or that of your child, parent or spouse.

• Even if you are not eligible for CFRA leave if disabled by pregnancy, childbirth or relatedmedical conditions, you are entitled to take pregnancy disability leave (PDL) of up to fourmonths, or the working days in one-third of a year or 17% weeks, depending on yourperiod(s) of actual disability Time off needed for prenatal or postnatal care, doctor-ordered bed rest, gestational diabetes; pregnancy-induced hypertension, preeclampsia.childbirth; postpartum depression: loss or end of pregnancy: or recovery from childbirth orloss or end of pregnancy would all e covered by your POL.

• Your employer also has an obligation to reasonably accommodate your medical needs(such as allowing more frequent breaks) and to transfer you to a less strenuous orhazardous position if it is medically advisable because of your pregnancy.

• If you are CFRA-eligible, you have certain rights to take BOTH PDL and a separateCFRA leave for reason of the birth of your child. Both leaves guarantee reinstatement tothe same or a comparable position at the end of the leave, subject to any defenseallowed under the law. If possible, you must provide at least 30 days advance notice forforeseeable events (such as the expected birth of a child or a planned medical treatmentfor yourself or a family member). For events that are unforeseeable, you must to notifyyour employer, at least verbally, as soon as you leam of the need for the leave

• Failure to comply with these notice rules is grounds for. and may result in. deferral of therequested leave until you comply with this notice policy

• Your employer may require medical certification from your health care provider beforeallowing you a leave for

your pregnancy
your own senous health condition. or
to care for your child parent. or spouse who has a serious health condition

DFEH-130-21 ill 12



if an employee fails to return to work after his/her leave entitlement has been
exhausted or expires, the City of Carson shall have the right to recover its share of
health plan premiums for the entire leave period, unless the employee does not
return because of the continuation, recurrence, or onset of a serious health condition
of the employee or his/her family member which would entitle the employee to leave,
or because of circumstances beyond the employee’s control. The City of Carson
shall have the right to recover premiums through deduction from any sums due to
the City of Carson (e.g. unpaid wages, vacation pay, etc.).

Taking a family care or pregnancy disability leave may impact certain benefits of
yours (such as Long Term Disability and life insurance) and your seniority date. If
you want more information regarding your eligibility for a leave and/or the impact of
the leave on your seniority and benefits, please contact me.

5. REQUIRED FORMS: Employees must fill out the applicable forms in connection
with leave under this policy:

1. “Request for Family or Medical Leave Form” application form to be eligible for
leave. NOTE: EMPLOYEES WILL RECEIVE A CITY OF CARSON
RESPONSE TO THEIR REQUEST WHICH WILL SET FORTH CERTAIN
CONDITIONS OF THIS LEAVE ENTITLEMENT. ALL FORMS MUST BE
RETURNED TO HUMAN RESOURCES;

2. Medical Certification — either for the employee’s own serious health condition
or for the serious health condition of a child, parent or spouse; and

3. Authorization for payroll deductions for benefit plan coverage continuation.

To the extent not already provided under current leave polices and provisions, the
City of Carson will provide family and medical care leave for eligible employees as
required by state and federal law. The preceding provisions set forth certain of the
rights and obligations with respect to such leave. Rights and obligations which are
not specifically set forth are set forth in the Department of Labor regulations
implementing the Federal Family Leave and Medical Leave Act of 1993 (FMLA) and
the regulations of the California Family Rights Act (CFRA). Unless otherwise
provided by this article, “Leave” under this article means leave pursuant to the FMLA
and CFRA.

My period of incapacity due to pregnancy or for prenatal care entitles the employee
to FMLA leave, but not CFRA leave. Under California law, an employee disabled by
pregnancy is entitled to pregnancy disability leave.

i_ni .%efltSiks IdmIIIs.p.



NOTICE B
FAMILY CARE AND MEDICAL LEAVE AND PREGNANCY DISABILITY LEAVEPage 2

• See your employer for a copy of a medical certification form to give to your health careprovider to complete.

• When medically necessary, leave may be taken on an intermittent or a reduced workschedule. If you are taking a leave for the birth, adoption or foster care placement of achild, the basic minimum duration of the leave is two weeks and you must conclude theleave within one year of the birth or placement for adoption or foster care.

• Taking a family care or pregnancy disability leave may impact certain of your benefits andyour seniority date. Contact your employer for more information regarding your eligibilityfor a leave andlor the impact of the leave on your seniority andbeneflts.

This notice is a summary of your rights and obligations under the Fair Employment and HousingAct (FEHA). The FEHA prohibits employers from denying, interfering with, or restraining yourexercise of these rights. For more information about your rights and obligations, contact youremployer, visit the Department of Fair Employment and Housing’s Web site at www.dfeh.ca.gov,or contact the Department at (800) 884-1684. The text of the FEHA and the regulationsinterpreting it are available on the Department’s Web site.

DFEH-100-21 (11/12)



EMPLOYEE RIGHTS AND RESPONSIBILITIES
tINDER THE FAMILY AND MEDICAL LEAVE ACT
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City of Carson
REQUEST FOR LEAVE OF ABSENCE

NAME:

_________________

DEPARTMENT:

_______

POSITION:

____-___________ ____

ID#: PHONE:
HOME
ADDRESS:

_____ ____ __________

CITY:

_________

ZIP:

SUPERVISORS NAME: —______________________ HIRE DATE:

REASON FOR LEAVE REQUESTED

Continuous period of leave for Employees own serious health condition that makes the employee unable to perform
the functions of his/her position.*(Must attach completed Physician Medical Certification - Employee form.)

Continuous period of leave to care for immediate family member who has a serious health condition. Circle one:
CHILD — SPOUSE — PARENT. * (Must attach completed Physician Medical Certification - Family Member form.)
Intermittent period of leave for a serious health condition of Self OR Family member.” (Must attach
Physician Medical Certification Employee form for employee OR Family Member form for family member.)
Birth or adoption of a child and/or to care for such child.* (Requires proof of birth or adoption.)

Military (Attach copy of military leave orders/paperwork.)

Military Caregiver Leave.* Circle one: CHILD — SPOUSE — PARENT — NEXT OF KIN (Attach Physician Medical
Certification — Military Family Leave form, Invitational Travel Order, or Invitational Travel Authorization.)

Qualifying Exigency Leave. * Circle one: CHILD — SPOUSE — PARENT (Attach copy of active duty orders and
certification providing facts related to qualifying exigency for which leave is sought.)

Personal Leave - Reason:__________________________________________________________________________

DATE LEAVE IS TO BEGIN: / / DATE LEAVE IS TO END: / /
Approval of leave wif run concurrent with Family Medical Leave Act (FMLA) and California Family Rights Act (CFRA) if employee qualifies.

PLEASE READ CAREFULLY:

1. If you would like your union representative notified that you are applying for disability benefits through Cigna please
initial

___________

2. If you are unable to return to work on the scheduled date, you must submit a request to extend the leave of absence two
working days prior to the leave ending date.

3. For an unpaid leave of absence over a certain number of days, you will not continue to receive benefits which accrue
with service time (i.e,, vacation, sick leave, seniority) during that time, If you choose to use your accrued time there will
be no change in your accrual of time related benefits. You must contact the Human Resources Department to be advised
on how your insurance and time related benefits may be impacted.

I have read and understand the instructions and procedures regarding leaves of absence and that I am attesting that all
information contained herein is truthful to the best of my knowledge. I further understand if I provide misinformation I may
be disciplined, up to and including termination. I am aware that any selections made cannot be changed retroactively.

Employee Signature:

____________________________

Date you provided notice of leave to your / I
supervisor (May be written or verbal):

Department
Acknowledgement Comments:

______ _____

Supervisor Date

Department Director Date

DEPARTMENTS: PLEASE TIME & DATE STAMP FORM UPON RECEIPT FROM EMPLOYEE

(Rev. 07/16)
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CERTIFICATION OF HEALTH CARE PROVIDER
EMPLOYEE’S OWN SERIOUS HEALTH CONDITION )

Under the Family and Medcal teave Act (FMLP. California Family Rrghts Act (CFRA).,
Pregnancy DAab/ty team [ac, (EDt) and/cr app!rcabie City ta’e Poiees

I. EMPLOYEE’S INFORMATION

Employee’s Name EmployeeA Date of Birth Employee’s Identification Number

Employee’s Department Employee’s Job Title Employee’s Regular WoOt Schedule

II. EMPLOYEE’S SERIOUS HEALTH CONDITION

A. Nature of the Serious Health Condition (Select One]:

L Inpatient hospital Care
(An overnight stay in a hospital, hospice or residential care facility, including periods of incapacity associated with
this stay)

d Incapacity and Treatment
[Treatment two or more times following a period of incapacity of more than three consecutive full calendar days)

E 3. Pregnancy, Due Date 0 Actual 0 Estimated
(Any period of incapacity due to a pregnancy or recovery front childbirth. including pro- and post-natal care)

E 4. Chronic Condition
(A period of incapacity or treatment for a condition requiring regular provider visits/treatment, and continuing for
an extended time)

Er Permanent or Long-Term Condrron
IA period of incapacity or treatment due to a long-term condition under the continuing suoercisron oCt provider)

E 6. Multiple Treatments for a Non-Chronic Condition
(A period of absence to receive multiple treatments for restorative surgery or a condition that would result in
incapacity if not treated)

U_-i 7 None of the Above — Explarn:

B. Medical facts about the Serious Health Condition
(such as nature of incapacity, regimen of continuing treatment or follow-up appointments. etc DO NOT INCLtJDE
DIAGNOSIS)

If chiropractor, is the treatment consisting of manual manipulation of the spine to correct a subluxation as demonstrated
bvx-rav7 0 Yes 0 No

Is tire employee able to perform seork of any kind If NO , skip the next question.
0 No 0 Yes

Is the employee unable to perform any one or more of the essential functions of his; her position Answer after
reciewing statement from employer of essential functions: or if none provided, after discussing with the employee.

(ThJ SaC ‘J Cs

70 i F Carson Street Carson, CA 9745 Telephone (3 l Ci 95grn 7% o Fax (SiC 830-D43 i



(1ITY OF
(AiON

III, REQUESTED TIME Off WORK:

A. Will the employee be incapacitated for a single continuous period of time, including time for treatment and recovery.
o No 0 Yes provide start and end dates, below:

Leave Start Date Exoected Leave End Date Expected Return to icons date

B. Will the employee need intermittent time off due to this serious health ctjndition?
o No 0 Yes — if Yes, are these absences medically necessary? ‘0 No 0 Yes itso provide details below:

Frequency: times per week(s) month(s)
Duration: hours or day(s) per episode

Intermittent Period Intermittent Period Will these absences be consecutive? No 0 Yes 0
Start Date End Date ityes, up to days in a row.

NI period end date is nut known, please provide an estimated nate that rmevaiuatiou will occur.

Lsuoimtc the treatment schedule. tans, Including’ the dates of any s-b”dut’l appointments and the time required tor
each appointment includin recovery perioth

Dates of Aooointmonts Tune keutured Per Annujotnient Recovery Period Reuutred

C Will the emçsl oyee need we cIt part ti nice rode cod wet C .sc[cod tilO ci tie io this sen o us boa th co nd iti on?
0 No 0 Ye..s: it yes, is this sched tile medically ueces.sa ry? 0 Ne 0 Yes, if so provide tie Li us bole w:

Ledttd Schedule
Start Date Fed Dite

IV. Limited Authorization for Release of Health Care Information

Employee’s Nanie Employee’s Date of Birth

/ atithonze the re/eose of coy medical irmlhrm at/on necessory to complete this Jbrm, Knowing/u pro vidog Iálse mjertoatlen directly, or
through onother party, may result In adverse oction mjoinst the employee

Employees Signature Djte

CERTIFICATION BY PROVIDER: By siyninq below you cire certmjyiog that the /010w ut/on you have provided i
at citrate and complete, anti that this inJiarmatiou is based ou vomit personal knowledge cf the patmeut’s coothttoo

Provider’s Printed Name anti t?redentials Type of Practice Telephone Number

Provider’s Office Address (Street, City, State. Zip Code) Best times & Days to Call

Provider’s Signature (No stamps or Proxy Seals Accepted) Date

I [ C u son Strcct C arson C i(74 • 1 lcphonc f lit) d) I • I I I Itt) 8 0 2 t





CITY OF
CARSON

HUMAN RESOURCES DEPARTMENT

REQUEST FOR BONDING LEAVE
Under the Family and Medical Leave Act (FMLA), California Family Rights Act (CFRA)

and/or applicable City Leave Policies

EMPLOYEE NAME:

____
_____________

DATE;

____ ___________

EMPLOYEE NUMBER:

______

_____

DEPARTMENT:

____________

I AM REQUESTING BONDING LEAVE FOR THE FOLLOWING REASON*:

D Birth Of A Child. Child’s Date Of Birth: /_/

Adoption Of A Child. Date Of Placement:Jj

LI Placement Of A Foster Care Child. Date Of Placement: /_/

REQUESTED LEAVE PERIOD(S):

from:
/_/_____ Tot /_/

from: /_f_____ To: _/_/

SIGNATURE:

___________________
_____

DATE:

_______________________

*please attach verification of the date of birth and/or placement of the child (eg. Hospital birthrecord, birth certificate, DCFS 129, etcj. If you are requesting leave for the birth of a child not yetborn, you may be approved for leave for FMLA/CFRA but your leave dates will not be Designateduntil such verification is received.

701 E Carson Street • Carson, CA 90745 • Telephone (310) 952-1736 • fax (310) X30-2471





Certification of Health Care Provider for U.S. Department of Labor
Family Member’s Serious Health Condition VVage and Hour Division

(Family and Medical Leave Act)

DO NOT StND COMPLETED FORM TO THE DtPARThIENT OF LABOR RFTUFTN TO iDE PATIENT OMO Control Number 1235-0003

_____________________________________________

Emres 831 2021
SECTION I For Completion b7 the EMPLO’ER
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 Deed for leave to care for a covered family
member with a serious health condition to submit a medical certification issued b 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 required to use this form,y ou 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 emplovees family
members, created for FMLA purposes as confidential medical records ill separate files/records from tile usual
personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1). if the Americans with Disabilities Act applies,
and in accordance with 29 C.E.g. 1635.9. if the (ienetic Information Nondiscrimination Act applies.

Employer name and contact:

__________

SECTION II For completion by the EMPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Section Il before giving this form to your family
member or his/her medical provider. The FMLA permits an emploer to require that r ou submit a timely.
complete. and sufficient medical certification to support a request for EMLA 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. §5S 2613, 2614tc)(3). Failure to provide a complete and
sufficient medical certification ma result ill a denial ofvour FML,c\ request. 29 C.F.R. § 825.3 13. Your employer
must give you at least IS calendar days to return this form to your emploer. 29 C.F.R. § 825.305.

our nanie:
First Middle Last

Name of family member for whom you will provide care:
-

________

First Middle Last
Relationship of famil\ member to you:

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

Describe care you will provide to your familx member and estimate lea\e needed to provide care:

Employee Signature Date

CON FFNLED oN NENT PAGE Form WH-380-F Re sod \Ia 1] 5



SECTION UI: For Completion by the HEALTh CARE PROVIDER
INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed abose has requested leave undei
the I MLA to care foi )our patient Anssei, fully anti compicteR, all applicable pails heloss Seseral questions
seek a response as to the frequency or duration of a condition, treatment, etc. Your anssser should be sour best
estimate based upon your medical knoss ledge. experience, and examination of the patient. Be as specille as ou
can: terms such as lifetime,” “unknossn.” or “indeterminate” ma not be suflicient to determine fNILA
coverace. Limit \ our responses to the condition for sshich the patient needs leave. Do not pros ide information
about genetic tests, as defined in 29 C.E.R. § 1635.3(f,k or genetic sersices. as defined in 29 C.F.R. § 1635.3(e).
Page 3 pros ides space for additional information, should ‘yOu need it Please be sure to sign the torn; on the last
page.

Piovider’s name and business address:

I pe ofpiactice Medical speciait

Telephone: C F ax:L
-

PART A: MEDICAL FACTS

I Appioimate rifle condition con;menced

Prohable duratic;n of condition

:i the patient adn;ined fur an os ernight stas it a l;;spital. hospice. ot reidei;tial medical care laci I it\
No ‘Cs II so. ltes (1 admission:

I )ite s) sOu trcated the patent fot cond lion

\\ as medication. otl;ei than t;s crthc-coui;tei medicati i;. pi esci bed? No

\\ ill tl;e patient need to has e H eatn;ent s i5its at leat tss ice per ear due to thc condition? No Yes

Was the patient relCrred to other health care pros iden 51 foi es altiation or treatn;ent tee.. ph sical therapiNt 1?
No Yes. If so. state the nature of such treatments and expected duration of treatment,

2. R tl;e medical condition pi egnanc\? No Yes, If so. expected delis er\ date:

, Describe other relesam n;edical facts. if an\. related to the condition for ssl;icl; tl;e patient needs care (such
medical facts n;a include s mpton;s. diagnosis. oi an regimen of contintnng treatment suet; as tl;e use of
specialized equipmenu:
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PART B; AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patients need
for care by the employee seeking leave may include assistance with basic medical, hygienic, nutiitionaL safety or
transportation needs, or the provision of physical or psychological care:

1 \ ill the patient b incapacitIed for a single continunuc period of time, ncudin an tim fcu trea ment nd
reco er\? No Yes.

Lstimate the heainnino and endin dates for tie period of incapacit -

During th i time, ‘a ii the patient need care? No Ye.

F xplam the care needed h\ the patient and ‘ah\ such care R medicall\ necessar

5. \\ ill the pattent require lbllo’a-up treatmenN. including an\ time tot reco cry? No Yes

Estimate treatment schdule. ifan\, includma the dates ofan\ scheduled appointments and the timc requned Fm
each appointment. including an\ recos er period:

txplan the care needed h\ the patient. and ss h such care i medically necessar

6 \\ ill the patient require care on an intermittent or reduced chedule basis. including an lime for recos er S
No Yes

stimate the hours the patient needs care on an intennitlent hais. if an

hourt s) pet day: das s per ‘a eek t m throu.th

Explain the care needed b\ the patient. and ‘a h\ such care i medicall\ necessary

[V V\ \ \1 P \(,[ L.r—r- ‘at- -t Rt Mr 2



7. Will the condition caue episodic flare—ups periodicolR pre enting the patient fiom participatine in norma! daik
activities? No Yes

Based upon the patients medical history and y oui knots ledge of the medical condition, estimate the 6 equency ot
flare—ups and the duration of related incapacity that the patient ma h is e os er the next 6 months (gg, I episode
es cry 3 months lasting 1—2 days):

Frequenc time per ss eck(s) month(s

Duration: hours or day(s) per episode

Does the patient need care during these flare-ups? No Yes.

I xplain the care needed b the patient and \vhy such care is medically nececary.

ADDITIONAL INFORMA I ION: IDENTIFY QUESI ION NUMBER WITH YOUR ADDITIONAL ANSWFR,

Signature of Health Care Provider Date

PAPERWORK REDUCI [ON AC I NOTICE AND P. BLI( B RDEN SI I I MLNT

It submitted is mandatory for employers to retain a cop of this dCelosure m their records for three years 29 1 SC. S 2616.
29 ( F R 82 500 Petsons UIL not required to rspot1d to rhN cottLetton of tnt oman in unIe it dtspt i sen ientty alid O\IB
eontrf nurnhLr, the DLpartment of [ ahor tttnat that ii ss ill Lit e an as etagL of 20 mtnutLs lot rLspondettts to Lomptete thi
coltection of ml rmark n, inctudino the time Ur rs iss In% instructions. searci tng e\tsttng dat i sources gathering and matntainin2 thc
data neLded and completing ard res lets tog tb.. collection ot information. It ou base ary comments regarding this burden estintate
or an other hpect ot this collection intormation. including suggestions tbr reducing this burden. sLnd them to th dministrator.
\\ age and Flour Dis stun. I S. Department ofi_ahor. Room 5-3502. 20i) C onstitution se.. NW. ‘iS ashington, DC 2021
DO NOT SEND COMPLETED FORM 10 THE DEPARTMENT OF L BOR: RETURN TO TIlE PATIENT.
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