Certification of Health Care Provider
Family Member's Serious Health Condition
iFamily and Medical Leave Act)

THE el
HARTEORD

Section | - For Completion by Employee: Complete the Employse Information section, sign page 3, and gve ¢ 1o
yout family member's health care provader to complete  Mave your farmily member's provider refurn the completed form
1w you. You will need 1o return this form to The Manford no later than 15 days from the date you requested your leave

Forms can be maded Hanford Leave Management
PO Bow 14869
Lexington, K¥-40512
OR faxed 1o Tolt Free Fax: 833-357.5153
Thig form must be returned no later than:
Employee Information
Empirsean’e name Last 4 digts of Sowal Securty Kumbern
Leave i)
Emplayer s name: Famiy member's date of unthy

Tooay's date:
Name of family member for whom you will be providing care:

Describe care you wil provide 1o your family member and estimale leave needed o provide care

Section il - For Completion by the Health Care Provider: (Ses Part A and Part B attached)

INSTRUCTIONS 1o the HEALTH CARE PROVIDER: The employee listed above has requested kave under the
FAMLA 1o care for yvour patient Answer fully and completely, all applicable pans Several questioms Seek 3 1esponss
as o the frequency or durabon of 3 condition, treatment, elc. Your answer shoultd be your best estimate based upon
yon medical knowledge, experience, and examination of the patient.  Be as speciflic as you sary terms such ag
“Wetime, “unknown, or Vindelerminate” may not be sufficient 1o determine FMLA coverage. Limit your responses
1o the condition for which the smployes s seeking leave, please be sure 1o sign the form on the last page

The Genetic Information Nondisorimination Act of 2008 {GINA) prohubits empioyers and other entities covered by
GINA Title H from requesting or requiring genetic information of an individuat oc family member of the individual,
except as specifically allowed by this law. To comply with this law, we are asking that you not provide any
genetic information when responding 1o this request for medical information. "Genetic information” as defined
by GINA, inciudes the manifestation of disease or disorder in family members of the individual, an individual's
family medical history, the results of an individual's or family mmember’s genetic tests, the fact that an individuat
or an individual's family member sought or received genetic services and genetic information of a fetus carried
by an individual's farnily member or an embryo lawfully held by an individual or family member receiving assistive
reproductive Semvices.

Provider's name;
Provider's Business Addrasy:
Type of PracticeMedical Speciality:

Telgphons Number; Fax Number:
{ j 3

T Harffon 80 1 The Partford Prmanoal Servioes Sroug, Incamd s subsicharnios, wohsding inderwalins comparess Harthord Life and Acexdent insuranos Company
arsd Hartford Fire Insurance Company . Home Offioe s Hartford. CT . The Hatford is e sdrmmstrator for cerban group benelits business wiitien by Aeing Lk
vsuranoe Company and Talooll Resohstion Life Invarance Company Tomedy krown as Fartford Life nsurance Company . The Harlford also Deowdes adminsiratye
arwd chawn seraves or omplosast hrave of sbsenoe Drograrms and sell-mcdes! dissbity benefit plans
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Employee's name:

PART A - Medical Facts {For Completion by the Health Care Provider)
Approximate datg oondition commaenged: Probable duratinn of condition:

ey

Was the patent admitted for an overright stay in a hosphal, hospice, or residential medical care facility?
No Yes ¥ 50, dates of admission:

23

Dateis) you treated the patent in your office for conditiom:

33 Wil the patien? need 1o have reatment visits at least twice per year due to the condition? TNo | Yes
4} Was medication, gther than gver-the-counier meagication, prescribed? Mo Yes
51 Was the patient referred to other health care provideris) for evaluation or treatment (e g., physical therapist)?

CNo o Yes ¥ so stale the nature of such reatments and expected duration of treatment,

I the medical condition pregnanay? ~ No Yes  If 50, expected delivery date:

I the patient is a dependent ¢child age 18 or older is the patient unabie 1o perform three or more Activities of
Daty Living or Instrumenial Activities of Daily Living? Yes Mo

Provide the Medical Facts that suppon your certficaton. Such medical facts may include symploms, diagnosis,
or any regimen of continuing treatment as the use of specialized equipment. (Note. Do not include diagnosis
information for employees/patients who work in CT, ME, or Rl}.
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Employes’s name: Leave 1D

PART B: AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patient's need for
care by the empioyes seeking leave may nclude assistance with basic medical, hygien, nulritional, safaty or
sransportation needs, or the provision of physical or psychological care.

13 YVl the patient be incapacitated for 3 single continuous paerind of urme, mcluding any tme for treatment ang

recovery’? Nao Yes
Estimate the beginning and ending dates for the perind of incapacity: From Through
During this tme, will the patient need care? No Yes
27 Wil the patent reguire follow-up treatments, inclugding any bme for recovery?  No 4 _Yes

31 Estmate reaimentappointment schedule,  any. over the next 6 months including any recdsry seriod.

TregimentAppointiment Freguensy: ) tmes per waekis] or G S}
TreatmentAppoiniment Duralion e PTG O . BAYSIR] pEY reatment 3ppantment
Dates of soheduled rregtmentisyappointment{s):

41 Will the patient reguire care on an intermittent or reduced schedule basis, including any tme for recovery?
Ne Yes

By Fstimate the hours the patient needs nare on an ntermittent basis, f any,

hour{s) per day. days per week  from through

£ Wil the condition cause epsodic flare-ups periodically preventing the patient from parucpating 0 normat
daily actvities? No Yes

71 Does the patient need care during these flare-ups? No Yasg

&) Explain the care needed by the patient, based on your above responses and why such care & medically
Necessarny;
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Employes's name Leave 1D
ADDITIONAL INFORMATION NOT PROVIDED ABOVE RELATIVE TO THE LEAVE REQUEST:

Signature of Employee Date

Signature of Health Care Provider Date

PUBLIC BURDEN BTATEMENT

f subnutted, & 15 mandatory for emplovers 1o relain a copy of this disclosure in their records for three years
200 5.C §2818; 29 C F R § 825800 The Depantment of Labor estimates that it wil! take an average

of 20 minutes for respondents to complete this coflection of informatan, including the time for reviewing
mstructions, searching exisling data sources, gathering and maintaining the data needed, and completing and
reviewing the colisotion of informaton

DONOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR: RETURN TO THE PATIENT.
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