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Employee Applying
for Paid Medical Leave

for paid leave,

Your name:

(If different) Your name as it appears on official documents like a driver's license or W-2:

Phone #:

Date of birth: / |/

Last 4 digits of your Soclal Security Number or Individual Taxpayer ID Number (ITIN):

Occupation:

Instructions » Complete this section with your own information.

The DFML will use Section 1 to match this certification to the rest of your application
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= . oy
2) Provide appropriate medical facts about the patient's serious health condition (e.g.. symptoms, prescriptions, e % 2 I:IBﬁ ' %%Hg?ﬂ Eﬁﬁ%ﬂ

referrals for evaluation or treatment): (éﬁ:_'ﬁ)
R BRR AT B R BRI, BE
W2 AP EUHTEMRRA

7.

State at least one essential job function the patient is unable to perform due to their serious health condition (e.g.,
! specific tasks like sitting at a computer, performing manual labor, making decisions, or the ability to work at all)

- RIGRTeE S IEA R B RIRg FHa. 7
110 ) Is this serious health condition a job-related injury? . - .
el INFEBESTIFEXNSHERS

Medical leave for pregnancy, prenatal care, or

(11 Is the patient’s serious health condition related to pregnancy or recovery recovery from childbirth must meet the definition of 'W@ﬁ 9&
from childbirth? a serious health condition.
Yes No If yes, how much time will the patient need? Taking Medical Leave does not impact a patient's ability
to take Family Leave to bond with their child, provided
« The patient will need approximately weeks for pregnancy or that the number of weeks taken for leave does not
prenatal care. exceed the 26-week maximum in a benefit year. There
is no form needed to take family leave to bond with
« The patient will need approximately weeks for recovery from a child- just proof of birth. Learn more.

childbirth or postnatal care.

(12) when is the expected deliverydate: [ ‘ /
Paid Medical Leave | Certification of Your Serious Health Condition Page s @ - e apne
o Employee _SRDITSVENTS l % 3 I:IBﬁ- 13%%#1‘*15

* Health care provider

Instructions » The following questions are about the frequency or duration of a condition.

EStimatE Leave Check all that apply to the patient’s condition but you must provide your best estimate of the TzEE %fgiﬁ%gﬂﬂﬁﬁp%ﬂﬂg?ﬁ{ﬁiﬁﬁf
D eta ||S start and end dates and the duration based on your medical knowledge, experience, and
RIBE EEERON, (REE
13 Continuous Leave: Due to the condition, the patient is/will be incapacitated for a continuous period of time Eﬂgﬁ%_@;ﬁ 3 *EFPMEE

(completely unable to work for consecutive, uninterrupted days).

Provide your best estimate of the beginningdate ___ (mm/dd/fyyyy) andenddate ____ (mm/dd/

yyyy) for the period of incapacity. i&ﬁ‘*ﬁ %I‘E—'J &ﬁ@ E PMEi

Do not use terms like “unknown™ or “TED" as it may result in delays and revisions to the form.

MR EEpRER DT RIA

14 snce:leuéie[: Leawve: Due to the condition, it is medically necessary for the patient to work a reduced but consistent _I—_E T%" I 'f "EE jTEﬂ%E
Provide your best estimate of the reduced schedule the patient is able to work. From (mm/dd/yyyy) to
{mm/dd/yyyy) the patient is able to work: {e.g., 5 hours/day, up to 25 hours a week) _ L ;QﬁE‘*{E;
Do not use terms like “unknown” or “TED" as it may result in delays and revisions to the form. g}ﬂ{K{Eﬁjzaﬁg%z:%mmugz%ﬁng:
15 Intermittent Leave: Due to the condition, it is medically necessary for the patient to be absent from work on an EUE,\JPK{EE

intermittent basis (multiple episodes of time off, which may be irregular or unexpected). Provide your best estimate
of how often (frequency) and how long (duration) the episodes of incapacity will likely last.

Fromroughly  (mm/ddfyyyy)to _ ___(mm{dd/fyyyy) (over the next 6 months), episodes of

incapacity are estimated to occur times per ( | day/ week/ ! month) and are likely to last approximately

("' hoursf| ' days) per episode.

Do not use terms like “unknown” or “TBD" as it may result in delays and revisions to the form.
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. L i Instructions » Sign and date to agree to this declaration. Provide the relevant
Provider’s Certification licensing and contact information about your practice or business. Before

& Information returning the form , review Pages 3-6.

and answered the questions accurately and to the best of my ability, and that I am a health care provider

[@ 1 certify that the information provided in this form is true and correct, that I have examined the patient
authorized to certify their condition.

See page 2 for the definition of a health care provider.

D

16) Signature:

\17 | Printed name and title:

(18) Certificate/license to practice number: State/Cc

Note » The form will not be accepted unless a license number is provided.
15.‘1 Area of practice or medical specialty:
'ZVGK- Name of your practice or business:
21 Address:
(22 Office phone #: - IE

(23) Office fax #:. - =P | (optional)

INEEHR AR B RNIR

: Instructions » Complete Section 2 with your family
_Fa il ly m_em ber member's information. DFML needs to know your
| ﬂfOFmathﬂ relationship with the patient to certify leave eligibility.

[ 8 ) The family member who is experiencing a serious health condition is my:

Child Spouse or Parent, or guardian who
domestic partner legally acted as my parent
when I was a child
Parent of my spouse Sibling Grandchild For more detailed definitions of
or domestic partner what family members fall inta

each of these categories see
www.mass.gov/family-caring-

Grandparent leave-relationships

[ 9 ) Family member's name:

i Instructions » Complete Section 1 with your
Emp_loyee App|y|ﬂg for own information.
Family Caring Leave

(1) Your name:

First: Last

| 2 | (If different) Your name as it appears on official documents like a driver's license or W-2:

Last:
(3 ) Phone#: ! = |-

| 4 ) Date of birth: ! /‘ ! /

| 6 ) Why are you applying for leave? If you are applying for your own
) i . - serious health condition, this is

To care for a family member with a serious health condition e

the Certification of Your Serious

To care for a family member with a serious health condition related to military service
Health Condition.

| 7 ) Occupation:

@ & 4 o B HEINERES
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>
:\i 0) Family member’s name as it appears on official documents such as a driver’s
—  license or insurance documents (if different):

| Family members address:

Where your farmily member lives
does not affect your eligibilicy.
You can take paid family leave to
care for a family member with
| asarious health condition na
State | Zip: | Country matter where they are.

:I 2 Family member's date of birth:
/ !

oy
113 Authorization:
Ly

determine my eligibility for Paid Family and Medical Leave. [ artest that [ am applying for paid leave to care
for a family member with a serious health condition, and I agree that DFML can share this information with
my employer, and employer affiliates, for the purpose of supporting my application for leave.

m 1 authorize The Department of Family and Medical Leave (DFML] to use the information on this form to

I certify that I have the authorization of the abowve-named family member to provide the information
contained within this certification to the Department for purposes of determining my eligibility for
paid family leave.

f:mplu:.me applying for leave:
LTSRS Health Care Provider Certification of a Serious Health Condition

Fam” Member‘s f'llCIUS Instructions = This form should be filled out by the healthcare provider of

y S Se the patient, The patient is the family member of the employes. The patient must
Hea][h Condﬂ:joﬂ have a serious health condition for the employee to qualify for paid leave to care
fior them. Answer all questions fully and completely.

l,-‘l -I.; Which of the following apply to the patient’s serious health condition? Check all that apply; this includes mental health.

Requires, or did require

J: s Is chronic, requires treatments at
impatient care.

least twice a year, and may require

Has incapacitated or will incapacitate RECRCR: SR

the patient for more than three i 5
consecutive full calendar days, AND Is iorlhg-term anldlrequul'zs bt el
[pick one} medical supervision, with or without
active treatment.
Requires two or mare
medical visits within 30 days. Requires multiple treatments and
would lead to a period of incapacity

OR 2
without treatment.

Requires one medical wisit, 1f none apply to the patient, the
plus a regimen of care. None of the above. ermployee is not eligible far PRML.

115 1Is this health condition related to the patient's military service?
Yes No

|16 Describe the relevant medical facts and appropriate information related to the
condition for which the patient needs care.
Medical facrs may include symptoms,
of raferrais for

pr
oF trealryedt,

(17 Will the employee be required to take time off work to care for the patient?
Yes Mo

iﬁ.i Describe the kinds of care related to the patient’s condition that the employee will provide.

Examphes of care may indude
providing medical, Fyglenke, nutritonal
or zafety needs that the patient

s unable to perfiorm themseives, e.q.
transpartation o the doctor,

5 2 389 RABER )
(e RTREMANBRRABYEAY
BWABIERAIESES 2 565

O =335 RANFERERR

1ENETRMERAE SRS

3 EBPESS 5 Y.

55 3 BRI A BE™
ERRERINTLASERRINE.

it EFRaIRRIAR 25k
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IEMEXEmARHTEXETE
BRI IR SRR
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® Employee Employee applying for leave:

] Estimate Leave Detai |S Instructions » The following questions are about the frequency or duration of

a condition. Check all that apply to the patient’s condition but you must provide
your best estimate of the start and end dates and the duration based on your
medical knowledge, experience, and examination of the patient.

19 Continuous Leave: Due to the condition, the patient is/will be incapacitated and will need care from the employee
for a continuous period of time (employee is completely unable to work for consecutive, uninterrupted days).

Provide your best estimate of the beginning date (mm/dd/yyyy) and end date (mm/dd/

yyyy) for the period of incapacity.
Do not use terms like “unknown” or “TBD" as it may result in delays and revisions to the form.

20 Reduced Leave: Due to the patient's condition, it is medically necessary for the employee to work a
- reduced but consistent schedule.

Provide your best estimate of the reduced schedule the employee is able to work. From (mm/dd/

ywyltoL___ I(mm/dd/yyyy) the patient is able to work: (e.g., 5 hours/day, up to 25 hours a week)

Do not use terms like “unknown” or “TBD" as it may result in delays and revisions to the form.

21) Intermittent Leave: Due to the condition, it is medically necessary for the employee to be absent from work on an
intermittent basis to care for the patient (multiple episodes of time off, which may be irregular or unexpected). Provide
your best estimate of how often (frequency) and how long (duration) the episodes of incapacity will likely last.

From roughly (mm/dd/yyyy) to (mm/dd/yyyy),(over the next 6 months), episodes of incapacity
are estimated to occur times per ( [ day/"lweek/ I month) and are likely to last approximately

(C1hours/1 days) per episode.

Do not use terms like “unknown” or “TBD" as it may result in delays and revisions to the form.

Employee applying for leave:

PrOVider 'g Cer{in cation Instructions » S_lgn and dat% to agree to this declaration. Provide the relevant
j licensing and contact information about your practice or business. Before
& IﬂfDrmaUDﬂ returning the form to the employee, review to be sure you have signed it.

and answered the guestions accurately and to the best of my ability, and that [ am a health care provider

@ﬂ] I certify that the information provided in this form is true and correct, that [ have examined the patient
authorized to certify their condition.

See page 2 for the definition aof a healthcare provider.

| 22) signature: Date / /

23| Printed name and title:

24| Certificate/license to practice number:

Mote » The form will not be accepted unless a license number is provided.
'25 Area of practice or medical specialty:
26 Mame of your practice or business:

2? Address:

28| Office phone #: - -

(29 Office fax & - - [aptianal)
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	认证您自己的严重健康状况表
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	我的病人可以一起请病假和孩子親情家庭假吗?
	我的病人可以延长他们的假期吗？我需要再次为他们填写表格吗?
	833-344-PFML (7365)


