	   MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                                                                      Administrative Policy 8.12 
   OFFICE OF HUMAN RESOURCES                                                                                                                                         Attachment C
  HEALTH CARE CERTIFICATION (Family & Medical Leave Act (FMLA) of 1993) 

  For MILITARY COVERED SERVICEMEMBER LEAVE

	EMPLOYEE SECTION

	EMPLOYEE FULL NAME     (PRINT)
	LAST FOUR (4) DIGITS OF EMPLOYEE’S SSN

	NAME OF FAMILY MEMBER FOR WHOM YOU WILL PROVIDE CARE
	RELATIONSHIP TO EMPLOYEE 

	HEALTH CARE PROVIDER SECTION  (To be completed by Dept of Defense Provider (i.e. VA or TRICARE provider))


PART A. COVERED SERVICEMEMBER INFORMATION

  1.
IS THE SERVICEMEMBER A CURRENT MEMBER OF THE REGULAR ARMED FORCES, NATIONAL GUARD OR RESERVES? 


( YES   (  NO     

  2.
IS THE SERVICEMEMBER ON THE TEMPORARY DISABILITY RETIRED LIST?   ( YES   (  NO    

PART B. – MEDICAL FACTS
  1. 
COVERED SERVICEMEMBER’S MEDICAL CONDITION IS CLASSIFIED AS (CHECK ONE):

          (  (VSI) VERY SERIOUSLY ILL/INJURED – Injury is of such severity that life is imminently endangered. Family members requested immediately.

          (  (SI)   SERIOUSLY ILL/INJURED – Injury is of such severity that there is cause for immediate concern. Family members requested immediately.

          (  OTHER ILL/INJURED – A serious injury that may render servicemember medically unfit to perform duties of member’s office, grade, or rank. 

          (  NONE OF THE ABOVE (Note to employee: If this is checked, you may still be eligible to take leave for a covered family with a serious health 

 condition. Please have physician complete 8.12 Attachment B.)
  2.  
WAS THE CONDITION FOR WHICH THE SERVICEMEMBER IS BEING TREATED INCURRED IN THE LINE OF DUTY WHILE ON ACTIVE 
DUTY?   ( YES   (  NO     

  3.
DESCRIBE THE CARE TO BE PROVIDED TO THE SERVICEMEMBER AND AN ESTIMATE OF THE LEAVE NEEDED TO PROVIDE CARE:


___________________________________________________________________________________________________________________

 
___________________________________________________________________________________________________________________
   2.     APPROXIMATE DATE CONDITION COMMENCED: _____________________________________________________

   3.     PROBABLE DURATION OF CONDITION:  _____________________________________________________________

   4.     IS THE SERVICEMEMBER UNDERGOING MEDICAL TREATMENT, RECUPERATION, OR THERAPY? ( YES   (  NO 

If yes, please describe medical treatment, recuperation, or therapy. 
PART B. AMOUNT OF LEAVE NEEDED
  1.     WILL THE SERVICEMEMBER BE INCAPACITATED FOR A SINGLE CONTINUOUS PERIOD OF TIME DUE TO HIS/HER MEDICAL CONDITION,   

          INCLUDING ANY TIME FOR RECOVERY AND TREATMENT? ( YES   ( NO  


IF YES, ESTIMATE THE BEGINNING AND ENDING DATES FOR THE PERIOD OF INCAPACITY? 
  2.    WILL THE SERVICEMEMBER NEED TO ATTEND FOLLOW-UP TREATMENT APPOINTMENTS REQUIRING AN INTERMITTENT SCHEDULE     

         FOR THE  EMPLOYEE?  ( YES  ( NO – IF YES, ESTIMATE TREATMENT SCHEDULE. 
  3.    IS THERE A MEDICAL NECESSITY FOR THE SERVICEMEMBER TO HAVE PERIODIC CARE FOR THIS FOLLOW-UP TREATMENT? 


( YES   (  NO   

 4.    IS THERE A MEDICAL NECESSITY FOR THE SERVICEMEMBER TO HAVE PERIODIC CARE OTHER THAN FOR SCHEDULED      

        APPOINTMENTS, SUCH AS EPISODIC FLARE-UPS OF THE CONDITION?  ( YES   (  NO    IF, YES ESTIMATE FREQUENCY AND     

        DURATION.   
THANK YOU FOR YOUR TIME AND ATTENTION IN COMPLETING THIS FORM!
	HEALTH CARE PROVIDER SIGNATURE
	HEALTH CARE PROVIDER NAME (PRINT)
	DATE

	TYPE OF PRACTICE 
	PRACTICE ADDRESS
	TELEPHONE NUMBER
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