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CONFIDENTIAL

Commonwealth of Massachusetts Human Resources Division

Medical Certification of Illness or Injury Required for EILB Withdrawal

Please clearly print your answers.  All questions must be completed in order to prevent a delay in processing your application.  If a question is not applicable, please indicate “ n/a ”.

Employee Section: Please print all answers and submit this completed medical certificate with an EILB withdrawal application form.

Employee name:



____________________________________________

Department Name: 



____________________________________________

Job title:




____________________________________________

First workday missed due to this condition:
____________________________________________

Employee signature:



____________________________________________

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

By my signature I hereby authorize the use or disclosure of my health information to my agency human resources department and the Commonwealth Human Resources Division personnel who are authorized to receive and use this information for the purposes of determining EILB eligibility (see EILB guidelines for detailed HIPAA rights and obligations for the express purpose of EILB.)

Physician or Medical Provider section: Please print or type all answers. Please do not modify any answers.  If you make an error, please use a new form.

1.  Date of onset of illness or injury:


____________________________________________

2.  Date of first visit for disabling condition(s): 
____________________________________________

3.  Date of next scheduled visit:


____________________________________________

4.  Diagnosis:




Treatment (list type, frequency and duration of treatments; 






medication; date /type of surgery; estimated recuperation 







period)

#1_________________________________||__________________________________________________
    ____________________________________________________________________________________

#2_________________________________||__________________________________________________

    ____________________________________________________________________________________

#3_________________________________||__________________________________________________

    ____________________________________________________________________________________

5.  Hospitalization:
Former, current, or planned hospitalization for this employee for the above condition(s)?   Yes ___     No ___

 FORMCHECKBOX 
  Inpatient  Hospitalization Dates: _________________________________________________________

 FORMCHECKBOX 
  Outpatient Hospitalization Dates: ________________________________________________________

Please attach a supplemental letter or medical records if necessary.
(Continued on next page)

CONFIDENTIAL

Commonwealth of Massachusetts Human Resources Division

Medical Certification of Illness or Injury Required for EILB Withdrawal
Physician or Medical Provider section   Part II  (continued)

Please print all answers.
6. Length of absence
First review the attached job description or the job title on the reverse side of this page to determine eligibility to perform basic functions of the job.  Either a return to work date or a reassessment date must be given.


#1 Estimated date employee can return to work  _____________________


#2 Employee will be totally disabled until at least what reassessment date?  _____________________

#3 Employee may return to work on a part-time basis* __________________________
     * Must specify hrs/day or hrs/week and time limited rehab plan in treatment section, above.


Work Restrictions:

Please indicate restrictions below.


Dates of restricted activity:
_________________________________________


Employee CANNOT:


Sit more than 


_______ hours/day


Stand/Walk more than
_______ hours/day


Carry/Lift more than

_______ lbs.


Push more than

_______ lbs.


Pull more than

_______ lbs.


Can patient drive a vehicle?
________ yes

________ no


Other restrictions  (please describe) 
__________________________________________________________________________


__________________________________________________________________________

I hereby certify that I have examined the above named patient.

Type of provider:
______ MD



_____ Nurse Practitioner
_____Nurse/Midwife

(check one)

______ Clinical Psychologist  
_____ Clinical Social Worker




______ Christian Science practitioner
(please type or print )
Name and title of Medical Provider:
________________________________________________________

Signature of Medical Provider:
________________________________________________________

Date completed:


________________________________________________________

Address and phone:


________________________________________________________






________________________________________________________






________________________________________________________

Specialty: 



______ internal medicine
___________________other (describe)

Registration Number  (MA):

________________________________________________________

Re-issued 04/27/04
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