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REQUEST FOR FAMILY OR MEDICAL LEAVE  
Employee Notification 

Request for Family or Medical Leave must be made in writing, if practical, at least 30 days 
prior to the date the requested leave is to begin. 

Name Fra n c es Kerr 
Date Fib 3 y  app./ 

School M ay 	A y-1  e,L, 	 Position I 	graAe. Teac-L er 

**********************************************************************o.***** 
I request a family or medical leave for one or more of the following reasons. I understand that a 
physician's certification and all required information must be submitted before  this request is 
processed. 

Because of the birth of my child, or because of the placement of a child with me 
for adoption or foster care. 

In order to care for my spouse/chil 

  

For a serious health condition that makes me unable to perform my job. T IS 
CONDITION 	IS 	_IS NOT WORK RELATED. 

- n e 	-h-c1)<e. 	ce Lk) ,4 ay Requested 	 reduced leave scheduled 
5 nee6teck 

oce 1A-len 	in -, 4- ►c,kt y covyte 	0 en.24 

 

aria 	e- 	0,y.5 
from A-here' 

Leave to start 	/ (.0 / 	 Expected return date 
on 2/6//1 

I would like to use my sick/personal days 

I would not like to use my sick/personal days 

Oriirlallequest  for leave 
Reis, est for extended leave 

********************************************** * 
ACVYLU.6 KV IA-)  714A4  * TT' 

Employee Signature 

b' 7. 56- 

1. so.--, 10e_rtorviak 
02-04-14A10:48 RCVD 

* * * * * * * * * * 
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Certification of Health Care Provider for 	U.S. Department of Labor 	Milo 
Family Member's Serious Health Condition 	WW1&Id t4our Daembn 

(Family and Medical Leave Act) 	 U.S. Ne .4 Finttr Dkidan 

0M8 Control Numbeil 
fivirosc 2/21,2015 

1235-0003 

'il:ci rtop.: 	1: 	,,,,:,i.,iiiii.:f;100-;;-.4iI0:::1  4  1) kt : CN IS ): 
ployer 

of the 
is 

aim 
family 

INSTRUCTIONS to the EMPLOYER: 	Family and Medical Leave Act (PMLA) provides that an em 
may require an employee seeking FMLA protections because of a need for leave to care for a covered family 
member with a serious health condition to submit a medical certification issued by the health care provider 
covered family member. Please complete Section 1 before giving this form to your employee. Your response 
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 main 
records and documents relating to medical certifications, recertification, or medical histories of employees' 
members, created for FMLA purposes as confidential medical records in separate files/recant  from the usual 
personnel files and in accordance with 29 C.P.R. § 1630.14(cX1), if the Americans with Disabilities Act applies. 

i 	1 	n  
Employer name and contact: 	ii (VAT ey 	5 C.-,,I t-AA 	111 c.c-A- r- ■ CT 	I 5 2. .4. 

or 

11 , 	;i:i:)..,, I , 	i : „ 	 ,  0 	mi-pii,(4- 0-iiiiix ,:ii.r. 	::- ,,-,d71.:.);1' :-.‘!:, 

INSTRUCTIONS to the EMPLOYE: Please complete Section II before giving this form to your family 
member or his/her 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 to care for a covered family 
member with a serious health condition. If requested by your employer, your response Is required to obtain 
retain the be nedlt of F/vILA protections. 29 U.S.C. §§ 2613, 2614(eX3). Failure to provide a complete and 
sufficient medical oerrification may result in a denial of your FNMA request. 29 C.F.R. § 825.313. Your employer 
must give you at least 15 calendar days to return this form to your employer. 29 C.F.Rt § 825.305. 

Your name: 	f. .  nt tS 	 eAr-  r 
•  rst 	 Middle 	 Last 

r_ 
Name of family member for whom you will provide care: Root eypx s 	1-- e-CeAn cies* 	Kie V' IC 

	

First 	 Middle 	 Last 
Relationship of family member to you: 	pc..4.y, ,e v\t"---S 

If family member is your son or daughter, date of birth: 	----, 

Describe care you will provide to your family member and estimate leave needed to provide care: 

14.111eVN. i'vVy -c-oir lf\t-t" is At' IS C.Aken c Ck —cr01.0'n * LA 4' 	Vkc>s e:41ak , I wi' 

4  . 
L Cts•s % 11 1,..%.. 	1 ■ 

: N fr■ 	‘V‘._ \M,.5 	Ote. ; 	y 	4.t...4-Z v i'll - 	 . 	
,. 	ck 

A° oN 0■ V■ S re VA...\/) ,ax 9.4-  c.. ■s es 	wiete...A.\. S 	trAAAA14.44,. 	CIS tu e..1( al 0 Clec-or, 
0,  is sok'. OA ra, ‘kaP4 k +loot racy N-to 0 t'aj e.k., 	A-s-4 w,y  ....),,g, 	,r, ei err- cvto 111.4^y +0 ctire 

Employee Signature 	 Date 

Pete 1 	 CONTI Mal ON NEX T PAGE': 	 Form W11-380-1,  air 

44-61/4"Cvt• 1. \ i els0-eck . As vny-rmi-her vibes mar, 	1-4-ths 9s  for her 4  
kot.4, oz.1fLotel X 1/44.ick4,1.0.1,, 4 Ss 16 -t 	a, $ VI, y 	Sher- 	yv.-c_ov ✓ -5. 
iv, A.,..„; v,.1. ) v 	oto+ker  Ma)/ ne-ed ce s.% is-i-eint.a as wed( 43 ti4 y 4" 

Jemmy 201 

of  -i-kd 
rt -i- 

ill e ►,- 
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ft.  ,N1 	i l G 

INSTRUCT! INS to the HEALTH CARE PROVIDER: The employee listed above has requested leave under 
the RAM to re for your patient. Answer, fully and completely, all applicable pans below. Several quest ons 
seek a response as to the frequency or duration ofa condition, treatment, etc. Your answer should be your best 
estimate based upon your medical knowledge, experience, and eicsmination of the patient. Be as specific as you 
can; terms such as "lifetime," "unknown," or "indeterminate" may not he sufficient to determine IlvILA coverage. 
Limit your responses to the condition for which the patient needs leave. Page 3 provides space for additional 
information, should you need it. Please be sure to sign the farm on the last page. 

Provider's its= and brashness address:  It )  14f— 	rOi.91/M ttiP 	l /1/41 MA-0(S6 AI Er s 1 zo 
Err lt- e10 4-135 

Type of practice / Medical specialty; 	r 	L-0 (iti  

Telephone: 	 -129134132 	Fax:(  5?1 5 ) 1A1 • .3c)   

1111111111=== 
I. Approximate date condition commenced: 	IA'Ag - i?  

Probable duration of condition; 

Was the patient admitted for an overnight stay in a hospital, hospice, or residential n.ldicat care facility? 
Rio .1/2" )(Yes.  If so, dates of admission:  1 9.-.2g- 	+a HO -ftit 4+-1i4 h 1-  -f l te at4A1424 

Date(s) you treated the patient for condition: 	1 - 	-1-0 	•11." ft D 11\_,±  

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

W111 the patient need to have treatment visits at least twice per year due to the condition? 	No 	Yes 

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

2. Is the medical condition pregnancy? X_No 	Yes. If so, expected delivery date: 	  

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such 
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use o f 
specialized equipment): 

1Z110.9- 	 1:42.4"2_ 	 kA.4  

Qco\slc 	ek-con—k 

CONTINUED ON N9XT PAGE 	 Vora WH-1804 Revis141 January 2009 Pigs 2 



Signature of Health Care Provid 
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7. Will the condition cause 9pisodic flare-ups periodically preventing the patient front participating in normal daily 
activities? 	No V Yes. 

Based ppon the patient's medical history and your knowledge of the medical condition, estint.:' ,  : frequency of 
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (P A.,  1 episode 
every 3 months lasting 1-2 days): 

Frequency: 	times per 	week(s) 	months) 

Duration; 	hours or 	day(e) per episode 

Does the patietit need care during these flare-ups? 	No 	Yes. 

Explain the care needed by the patient, end why such care is medically necessary:  	  

fr)) 

i›Dr%rt 4N4 	
cime  

•■■••■■•••■■,..1.4111■■••■••• 

••) °I' .  

Date 

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT 

If submitted, it is mandatory for employers to retain a copy of Cs disclosure in their records for three years. 29 	;616; 
29 CF.R, § 825.500. Persons ere not required to respond to this collection of infonnetion unless it display: a currently valid OW 
control number. The Department of Labor estimates that it will take an average of 20 minutes lbr respondents to complete this 
collection of Information, including the time for reviewing Instructions, searching existing data sources, gathering and maintaining the 
data needed, and completing end reviewing the collection of information, if you have any comments regarding this burden estimate 
or any other aspect of this collodion information, including suggestions for reducing this burden, send them to the Administrate:, 
Wage and How Division, U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, Washington, DC 20210. 
DO NOT SEND COMPLETED FORM TO TUE DRPARTMENT OF LABOR; RETURN TO THE PATIENT. 
Peas 4 	 Force WH-311116F Rarisod Ian 	2009 
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