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I,
JRIRZR Certification of

Your Family Member’s
Serious Health Condition

Form

INIHRE CHIFERZFRRNR

1 Instructions » Complete this section with your own information. e
/| E m ployee Applylng The DFML will use Section 1 te match this certification o the rest of your application @ ﬁ_gﬂﬁ: BF\I$1§%ﬁ’ﬁ1E
for Paid Medical Leave  ror paid teave.
IFEHEHRFAMRIIR T
(fGREE) REIESS 1

#B

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

3 ) Phone#:

4 | Date of birth: / |/

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

e e %285 SEEERERAR
e
2 HES, FEE2HS P AR
o N R BRI S E

e
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= o [ 33
. Provide appropriate medical facts about the patient's serious health condition (e.g., symptoms, prescriptions, @ % 2 I:Bﬁ ° E%Hg?riﬁg@:lklﬂ

8 referrals for evaluation or treatment): (%ﬁ)
BT AR E 2 BRININ, BE
NS = a[EL 4
State at least one essential job function the patient is unable to perform due to their serious health condition (e.g.. - jl:l?ﬁpiiﬁ**ﬂ{i{j’ \1‘&@*—5
9) specific tasks like sitting at a computer, performing manual labor, making decisions, or the ability to work at all) -lﬁ-

- RI&Frae S RIEA W BIaR a5
110 ) Is this serious health condition a job-related injury? N retos
i INFBERS TIFE XSRS

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?& .
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 delivery date: =/ ‘ /
Paid Medical Leave | Certification of Your Serious Health Condition Page 5 @ 3 . as
s Employee _SRLINSIENES % nBﬁ . 13%1*“!& IE

* 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 TE{;’@RR?E‘%E%BW?éggﬁ’g{?kﬁiﬁﬁt
D eta I|S start and end dates and the duration based en your medical knowledge, experience, and . . .
examination of the patient. E"JE?EEE'{E'L‘I_ J-iEg::b'E(J,;EE//I\E,\JI ;&Lﬁ
= . = =l
13 Continuous Leave: Due to the condition, the patient is/will be incapacitated for a continuous period of time ZEE’\JEE% E;H\:H 3 *EFPMER

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

Provide your best estimate of the beginningdate ____ {mm/dd/yyyy) andenddate _____ {mm/dd/

yyyy) for the period of incapacity. i&ﬁ{*ﬂi %fE—'_] I&ﬁé E 17K1Ei

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

AR EEaRtiER DT RIA

14 :::eudﬁ: Leave: Due to the condition, it is medically necessary for the patient to work a reduced but consistent _I—_E ﬁI{"EET_}TE—'_]%
Provide your best estimate of the reduced schedule the patient is able to work. From (mmy/dd/yyyy) to
(mmjdd/yyyy) the patient is able to work: (e.g., 5 hours/day, up to 25 hours a week) _ ! iﬁﬁi‘é{*‘ﬁ
Do not use terms like "unknown” or “TED" as it may result in delays and revisions to the form. %})’(ﬁ({E’ ,J‘ZE_]’%‘EEZ&)QNUEZ%‘?EZ:
15 Intermittent Leave: Due to the condition, it is medically necessary for the patient to be absent from work on an §UE'\J17ME§

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.

From roughly (mm/ddfyyyy) to _(mmy/dd/yyyy) (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 “TED" 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

m 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.

16, Signature: /1 |/ [0
17 Printed name and title:
(18] Certificate/license to practice number: State/Country

Note » The farm will not be accepted unless a license number is provided.

(19 Areaof practice or medical specialty:
20) Name of your practice or business:

21) Address:

(22 oOffice phone #: - |-

(23) Office fax #: - -t 1 | | (optional)
N S —t— ~
TNIEHRSR ARIFE 2 RN
IEN 3 /.
: Instructions » Complete Section 2 with your family
_Fa il ly m_em ber member’s information. DFML needs to know your
Iﬂformatloﬂ 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 into

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|ylﬂg 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:

irst Middle Last

( _3‘ Phone #: | = |-

(4) pate of birth: !/!

(5) Lasta digits of your Social Security Number or Individual Taxpayer ID Number (ITIN):

| 6 ] Why are you applying for leave? If you are applying for your own
: . . - serious health condition, this is
To care for a family member with a serious health condition L e e e

To care for a family member with a serious health condition related to military service the Certification of Your Serious
Health Condition.

| 7 ) Occupation:

@ B 4 o ET B HEIAERER
U SEIEHIATE Bl AT,
HEES S EE.

© =134 RIHERERER

EERFHHABRNRI AT
BRIz ERE MESE 1585

58 2 380 RAER
RTMNBABRRA
(ENERmA) ERNIEESS 2

B
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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 member's address:

Il Family member's date of birth:
! !

| Authorization:

Where your farnily member lives
does not affect your eligibilicy.
Yaou can take paid family l[eave to
care for a family member with

& serigus health condition na
matter where they are.

datermine my eligibility for Paid Family and Medical Leave. [ attest that [ am applying for paid leave to care

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

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.

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

paid family leave.

m s

KBTI crvre sy e

Health Care Provider Certification of a Serious Health Condition

Family Member's Serious
Health Condition

Instructions & This form should be filled out by the healthcare provider of
the patient. The patient is the family member of the employee. The patient must
have a serious health condition for the employee to qualify for paid leave to care
for them. Answer all questions fully and completely.

'_-‘I-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
inpatient care.

Has incapacitated or will incapacitate
the patient for more than three

consecutive full calendar days, AND
[pick one)

Requires two or mare
medical visits within 30 days.
OR

Requires one medical visit,
plus a regimen of care,

Is chronic, requires treatments at
least twice a year, and may require
periodic absences.

Is bong=term and requires ongoing

medical supervision, with or without

active treatmient.

Requires multiple treatments and
would lead to a period of incapacity
without treatment.

None of the above.

|15 15 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.

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

Yes N

If none apply to the patient, the
employee is not eligible far PEML

Medical facrs may include symptoms,
or referrais far

p
ar treatrnent.

'.IE-: Describe the kinds of care related to the patient’s condition that the employee will provide.

Examples of care may incdude
perowiding medical, hygienie, nutridonal
or safety needs that the patient

iz unable to perform themsehes, e.g.
transportaton io the doctor,

@ 52 285 : RASE (kL)

(#rsE RTRAMABRRABMER
BANERRIRSES 2 #B9.

O =355 RANFEREKR

TENETRERME GRS S
3EDER S HD-

5 3 B HAEAIEABRE™
ERVRBRINRIAS &R .

EHRIEF R ELUR 25 RS
”EX.

IETMEXERARNHTEXETS
BIXERBAM I EREE.
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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 (mmy/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/

ywyyltol__ (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 irreqular 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/Jlweek/ ] month) and are likely to last approximately

(E3hours/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 ‘e Certiﬂ cation Instructions » S_l:gn and dat% o agree ':.o this d_e:la.ra?mn. Provide the relevant
; licensing and contact information about your practice or business. Bafore
& [ﬂformam@ﬂ 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 I am a health care provider

Eﬁbﬂ] I 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 far the definition of & healtheare provider.
(22 signature: Drate ) /

23| Printed name and title:

|24 Certificate/license to practice number: State/Countr

Note = The form will not be accepted wunless a license number is provided.

25 Areaof practice or medical specialty:
_25_ Mame of your practice or business:

(27) Address:

\” Office phone #: = =

(29) Office fax & - - [optinal)
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RE R RSB AMR T
AOBRAEAGTT: ZELRRY, R, 1R
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	有哪些类型的假期?
	病假申请
	家庭假申请 员工申请的一部分是您的家人严重健康状况证明表 Certification of Your Family Member’s Serious Health Condition 您将填写此表格以证明:

	什么是严重的健康状况?
	严重的健康状况可能包括:

	什么是日常照顾需求?
	在各种情况下,您可以请假照顾家人, 例子包括:

	我需要填写哪些文件?
	认证您自己的严重健康状况表
	第一部分：职工申请带薪病假
	第 2 部分：患有严重健康状况
	第 2 部分：患者的严重健康状况(继续)

	认证您家人的严重健康状况表
	第 1 部分: 员工申请家庭护理假
	第 3 部分：家人的严重健康状况


	我还有什么需要知道的吗?
	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?
	电话



