If you have questions regarding this form, please call 316-268-4531. Return the completed form to City of Wichita, Human Resources:
Fax (316) 858-7733, Email FMLA@wichita.gov, City Hall 2nd Floor.

REQUEST FOR FAMILY MEDICAL LEAVE FOR EMPLOYEE

For Completion by the EMPLOYEE (PLEASE PRINT)

Application Date:

Name: Last 4 SS#:

Home Address: City: Zip:

Employee’s Email Address:

Contact Number: Work: Home/Cell:

Job Title: Department:

Immediate Supervisor:

Do you have a spouse employed by the City? If so, Name and Department:

Use of Sick Leave:

Retain hours of sick leave (up to maximum of 80 hours)

ADDITIONAL INFORMATION:

Employee Signature Date


lcatano
Highlight


If you have questions regarding this form, please call 316-268-4531. Return the completed form to City of Wichita, Human Resources:
Fax (316) 858-7733, Email FMLA@wichita.gov, City Hall 2nd Floor.

Certification of Health Care Provider for Human Resources ||| iy on
Employee’s Serious Health Condition dj WICHITA
(Family and Medical Leave Act)

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section I before giving
this form to your employee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally maintain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities
Act applies.

Employer name and contact: City of Wichita / Human Resources

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, your response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 20 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 C.F.R.
§ 825.305(b).

Your name:

First Middle Last

SECTION I1I: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon your medical
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime,”
“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee is seeking leave. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )
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PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
~__No _ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? __ No Yes.

Was medication, other than over-the-counter medication, prescribed? = No  Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? = No _ Yes. If so, expected delivery date:

3. Is the employee unable to perform any of his/her job functions due to the condition? Please complete
page 4, (Work Status form) in response to this question.

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Page 2 CONTINUED ON NEXT PAGE



PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery?  No _ Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? ~ No  Yes.

If so, are the treatments or the reduced number of hours of work medically necessary?

___No __ Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per day; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g., 1 episode every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: hours or _ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Signature of Health Care Provider Date
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II CITY =“OF
1“ WICHIT FMLA WORK STATUS REPORT

5. Doctor's Name and Degree (for transmission purposes only) Date Being Sent
PART I: GENERAL INFORMATION
1. Employee's Name 6. Clinic/Facility Name 9. Employer's Name
City of Wichita / City Hall
2. Date of Injury/iliness 3. Social Security Number 7. Clinic/Facility/Doctor Phone & Fax 10. City of Wichita's Fax #
316-858-7733
4. Employee’s Description of Injury/iliness 8. Clinic/Facility/Doctor Address (street address) 11. Human Resources Office Phone #
316-268-4531
City State Zip 12. Leave Begin Date

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION AS APPLICABLE)
13. The employee’s serious health condition:

O (@ will allow the employee to return to work as of (date) without restrictions.

O(b) will allow the employee to return to work as of (date) with the restrictions identified in PART Ill, which are expected to last
through (date).

O (¢) has prevented and still prevents the employee from returning to work as of (date) and is expected to continue through

(date). The following describes how this injury prevents the employee from returning to work:

PART lll: ACTIVITY RESTRICTIONS* (ONLY COMPLETE IF BOX 13(b) IS CHECKED)

14. POSTURE RESTRICTIONS (if any): 17. MOTION RESTRICTIONS (if any): 19. MISC. RESTRICTIONS (if any):

Max Hours perday: 0 2 4 6 8 Other Max Hoursperday: O 2 4 6 8 Other O Max hours per day of work:

Standing ooooog Walking ooooo g Sit/Stretch breaksof ______per

Sitting ooooo Climbing stairsfladders 0 0 0 0O O __ | O Mustwear splint/cast at work

Kneeling/Squatting O OO OO _ Grasping/Squeezing 0 O O O O E Must use crutches at all times

Bending/Stooping ooooao Wrist flexion/extension O 0O 0O O O No driving/operating heavy equipment

Pushing/Pulling OOooo Reaching ooooo O can only drive automatic transmission

Twisting ooooo Overhead Reaching ooooo —— O no work / O hours/day work:

Other: Oooooo Keyboarding ooooao g in extreme hot/cold environments

15. RESTRICTIONS SPECIFIC TO (if applicable): Other: ooooano 0O at heights or on scaffolding

= L Hand/Wrist O R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (if any): [0 Must keep

O LAm O RAm J Neck O May not lift/carry objects more than Ibs. (m| Elevated (m| Clean & Dry

O Lleg O RlLeg O Back for more than hours per day No skin contact with:

O ( Foot/Ankle O R Foot/Ankle O May not perform any lifting/carrying (m| Dressing changes necessary at work

o Other: O other: o No Running

16. OTHER RESTRICTIONS (if any): 20. MEDICATION RESTRICTIONS (if any):
O

Must take prescription medication(s)

o Advised to take over-the-counter meds

* These restrictions are based on the doctor's best understanding of the employee’s essential job functions. If a | O Medication may make drowsy (possible
particular restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is not Safety/driving issues)

available, the patient should be considered to be off work. Note - these restrictions should be followed outside of work
as well as at work.

PART IV: TREATMENT/FOLLOW-UP APPOINTMENT INFORMATION

21. Diagnosis Information: 22. Expected Follow-up Services Include:

O Evaluation by the treating doctor on (date) at : am/pm
O Referral to/Consult with on (date) at : am/pm
O Physical medicine __ X per week for __ weeks starting on (date) at : am/pm
O Special studies (list): on (date) at : am/pm

one. is is the last scheduled visit for this problem. is time, no further medical care is anticipated.

O nN Th the last scheduled visit for th bl At this t furth dical Il ted

Date of Visit DOCTOR’S SIGNATURE Visit Type: Role of Doctor: Treating doctor

O initial O Designated doctor Referral doctor

Time of Visit O Follow-up [ carrier-selected RME Consulting doctor

O pbwc-selected RME Other doctor
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