CADDO PARISH SCHOOL BOARD

PERSO’NNEL DEPARTMENT
" REQUEST FOR FMLA LEAVE
Name - . Daté
Mailing Address
Telephone Number Social Security Number
School/Department ' - Position

=."chltes Requested for Leave

(Exact Beginning and Ending Dates)
*The maximum time allowed is MElve (12) weeks.

*Reason for Leave Request

. *The attached statement should be completed by your physician and submitted with your request..

An FMLA Leave is without pay; however, the Caddo Parish School Board will continue to pay
their portion of your insurance premium(s). The employee is responsible for paying his/her part
and is also responsible for contacting the insurance department for notice of payment. Please .
be reminded that after twelve (12) weeks, the employee will be responsible for paying both the
emplovee and employer part of the insurance premium(s). )

***t*****n***‘**********_*u************t****m******************w***M*************u*ﬂ

For Office Use Only

- ) Apﬁroved for Processing

Signatﬁr‘e ~
: Personnel Director . . _ . Date

AFTER APPROVAL, A COPY OF THIS PAGE MUST BE SENT TO THE INSURANCE
DEPARTMENT |




Certification of Health Care Provider U.S. Department of Labor

{Family and Medical Leave Act of 1893) Employment Standards Administration (é))
. - Wage and Hour Division

(When completed, this form goes o the employee, Not fo the Department of Labor.) | oM8 No.: 12150181
‘ : ‘ ' _ . ) 1 Expires: 09-30-2010
1. Employee's Name , ' o ‘ | 2 Patient's Name (If different from employee)

3. Page 4 describes whatis meant by a “eerious health condition" under the Family and Medical Leave Act. ‘Does the.
patient’s condition? qualify under any of ;he categories describea_:i? If so, please check the applicable category.

( __ (2 - 3 {4) (5) (6) ,or Noné of the abave _

4. Describe the medical facts which support your certification, including a brlef statement as to how the medical facts meet
the criteria of one of these categorles

5. a. State the approximate date the condition commenced, and the probable duratlon of the condition (and also the
probable duration of the patient’s present mcapacnty 1f dlf‘ferent)

b. Wl[[ it be necessary for the employee to take woark only mtermittently ortoworkon a Iess than full schedule asa
-result of the condltlon (ineluding fortreatment described in liem 6 below)?

If yes, give the probable duration:

. Itthe conditionis a chronlc condition (condition #4) or pregnancy, state whether the patlent is presently mc:a;:iacltated"2
and the Ilkely duration and frequency of eplsndes of incapacity2:

- 1 Here and elsewhere on lhis form, the Informalion sought relates onfy to the condition for which the employes is taking FMLA leave.

"[ncapaclty. for purposes of FMLA, is defined to mean inabllity 1o work, ailend school or perfurm other regular cielly activilies.due to the serious heallh
condifion, {reatment therefor, or recovery therefrom,

’ o ) Form WH-380
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6. a. Ifadditional treatments will be required for the condition, provide an estimate of the prabable number of such treatments.

If the patient will be absent from work or other daily activities because of treatment on an intermittent or part-time
basis, also provide an estimate of the probable number of and interval between such treatments; actual or estimated
dates of treatment if known, and period required for recovery if any

b. ifany ofthese treatments will be provided by another prowder of health services (e g., physical therapist), please
- stale the nature of the treatrnents

c. Ifa regtmen of continuing treatment by the patient is requnred under your supervision, prowde a general descrlptlon of
~ such regimen (e.g., prescription drugs, physical therapy requiring spemal equupment)

7. a. fmedical leave is required furthe employee's absence from work because of the employee s own condition
(mcludlng absences due to pregnancy or a chronic condltlun) is the employee unable to perform wurk of any kind?

" b. Ifable to perform some work, is the empleyee unable to perform any one or more of the essential functions of the A
employee's job {the employee or the employer should supply you with information-about the essential job functrons)
If yes, please list the essential functlons the employee is unable to perform:

¢. Ifneither a. nor b. applies, is it necessary for the employee to be absent from work for treatment?
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8. a. Ifleave is required to care for a family member of the employee with a serious health candition, does the patient
require assistance for basic medical or personal needs or safety, or for fransportation?

b. If no, would the employee's presence to provide psychological comfort be beneficial to lhe'patient or assistinthe
patient's recovery? ' .

¢. Ifthe patient will need care only intermittently or on a part-ime basis, please indicate the probable duration of this need:

Signature of Health Care Provider : : Type of Practice
Address. . _ Telephone Number
Date

To be completed by the employee needing famniy leave to care for a family member:

Slate the care you wil provide and an estimate ofthe period during which care will-be provided, 1nclud|ng a schedule :f leave is
to be taken intermittently or if it will be necessary for you te work less than a full schedule:

Employee Signature Date
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" A"Serious Health Condition” means anillness, injury impairment, or physical or mental condition that involves one of the
following: -
- 1. Hospital Care
Inpatient care {i.e., an overnight stay) in a hospital, hospice, or residential medical care facility, including 'ény period of
incapacity? or subsequent treatment in connection with or consequent to such inpatient care. :
2, Absence P us Treatmen

{a) A period of inc:é!p:ac:Ity2 of more than three consecutive calendar days (includ'ing any subsequent'tr_eatmentbr
* 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 (g.g., physical therapist)
under orders of, or on referral by, a health care provider; or :

(2) Treatment Ey é health care provider on at least one occasion which results ina regimen of continuing
treatment? under the supervision of the health care provider.
3. Preanancy
Any period of incapacity due to pregnancy, or for prenatal care.

o4, Ch[ogic Condlti.onsv 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 ofa single underlying condition);
" oand : . ‘

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

5. Permanent/l ong-term Conditions Requiring Supervision

A period of Incapacity? which is permanent or long-term due to a condition for which treatment may not be effeciive. The
employee or family member must be under the continuing supervision of, but need not be receiving active treatment
by, a health care provider: Examples include Alzheimer's, a severe stroke, or the terminal stages of a disease.

GR M'ultigle-'l”reatments {Non-Chronic Conditions})

Any period of absence to receive muitiple treatments (Including any period of recovery therefrom) by a health care
. provider or by a provider of health care services under orders of, or on referral by, a health care provider, either for
“restorative surgery after an accident or other injury, or for a condition that would likely result in a period of Incapacity?
~ of more than three consecutive calendar days in the dbsence of medical intervention or treatment, such as cancer-
~ (chemotherapy, radiation, étc.), severe arthritis (physical therapy), and kidney disease (dialysis). ' '

This bpiional form may be ysed by employess to salisfy a mandatory requirement fo furnish a medical ceriification (when requésled) from _ .
a health care pravider, including second ar third opinions and recertification (23 GFR 825.306).

A Note: Persons are not required to respond to this collection of infarmation unless it displays a currently valid OMB t_:antrbi.‘number.

3 Traatment includes examinations to determine If a serlous health condition exists and evaluations of tha condition. Treatment does not Includa routine
physical examinations, eye examinaljons, or dental examinations. - -

4 A ragimen of cantinuing freatment Includes, fur‘examp|a. a colirse of prescription .me&lcaﬂon (e.g., an anfiblotlc) ar therapy requiring special equipment
lo resolve or allsviate the heallh condition. A regimen of treatmient does not Include the taking of over-the-counler medications such as aspirin,
antihlstamines, or salves; or bed-rest, drinking fluids, exertlse, arnd other similar activities that can be Initlated withoul a visit to a health care provider.

. S Public Burden Statement . )
We estimate that it will take an average of 20 minutes 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 of
information, including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, Department
of Labor, Room S-3502, 200 Constitution Avenue, N.W., Washington, D.C. 20210. . .

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE; IT GOES TO THE EMPLOYEE.
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