
Hum an Resources 

M E D I C A L  C E R T I F I C AT I O N  F O R  F A M I LY

FMLA –  Form  # 2 F 

The Federal Fam ily and Medical Leave Act  (FMLA)  ent it les eligible em ployees of covered em ployers to take unpaid, j ob-

protected leave for specified fam ily and m edical reasons with cont inuat ion of group health insurance coverage under the 

sam e term s and condit ions as if the em ployee had not  taken leave. 

S E C T I O N  1 :  T O  B E  C O M P L E T E D  B Y  T H E  E M P L O Y E E  

Name Job Tit le Employee ID 

Address City State Zip 

Telephone Email 

Regular  W ork Hours 

Days of the Week 

To 

Hours of the Day 

From:    a.m .    p.m . To:    a.m .    p.m . 

Authorizat ion 

I       authorize       do not  authorize ( check one)  health care provider  ident ified below  to provide the inform at ion requested on this form  

for  the purpose of determ ining if I  qualify for  an FMLA leave and for  a  designated TMCC Hum an Resources professional to contact  the health 

care provider  to authent icate  and/ or  clar ify the inform at ion, if needed. I  understand tha t  if I  do not  agree to this authorizat ion, m y FMLA 

leave request  could be delayed or  denied. 

Name of Fam ily Member  Needing Care Relat ionship of Fam ily Mem ber to You I f fam ily member  is your  child, provide the date 

of bir th of the child 

Descr ibe the care you will provide to your fam ily member and est imate t ime needed to provide care 

Signature  

Employee Signature  Date 

An em ployee w ho fraudulent ly obtains FMLA leave w ill be subject  to disciplinary act ion, up to and including term ina t ion. 

S E C T I O N  2 :  T O  B E  C O M P L E T E D  B Y  T H E  H E AL T H  C AR E  P R O V I D E R  

I nstruct ions to the Health Care Provider :  A fam ily m em ber of your pat ient  has requested leave under the FMLA. 

Answer fully and com pletely all applicable parts. Several quest ions seek a response as to the frequency or durat ion of a 

condit ion, t reatm ent , etc. Your answer should be your best  est im ate based on your m edical knowledge, experience and 

exam inat ion of the pat ient . Be as specific as you can;  term s such as " lifet im e", "unknown" or " indeterm inate" m ay not  be 

sufficient  to determ ine FMLA coverage. Lim it  your responses to the condit ion for which the em ployee is seeking leave. 

Failure to provide sufficient  inform at ion m ay cause the em ployee’s FMLA request  to be delayed or denied. Please be sure to 

sign the form  on the last  page. Once com pleted, this form  can be returned to fam ily m em ber, pat ient  or faxed to TMCC's 

Hum an Resources Office at  775-674-7560. 

Name of Health Care Provider  (print )  Type of Pract ice/ Medical Specialt y  

Email Telephone Fax 

Address City State Zip 
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Medical Cert if icat ion for Family (FMLA Form #2F) 

The Genet ic I nformat ion Nondiscr im inat ion Act  of 2008 (GINA)  prohibits employers and other ent it ies covered by GI NA Tit le I I  from request ing or  requir ing 

genet ic informat ion of an individual or fam ily member of the individual, except  as specifically  allowed by this law. 

To com ply with this law, we are asking that  you not  provide any genet ic informat ion when responding to this request  for  medical informat ion. "Genet ic 

informat ion"  as defined by GI NA, includes an individual’s fam ily medical hist ory,  the results of an individual's or  fam ily mem ber’s genet ic tests, the fact  that  

an individual or  an individual’s fam ily member  sought  or  received genet ic services, and genet ic informat ion of a fetus carr ied by an individual or an individual’s 

fam ily member or an embryo lawfully held by an individual or  fam ily member receiving assist ive reproduct ive services.  

P AR T  A:  M E D I C AL  F AC T S  

Approximate Date Condit ion Began Probable Durat ion 

Mark Below  as Applicable  

   Yes     No Was the Pat ient  admit ted for an overnight stay in the hospital, hospice, or resident ial medical care facility?  

I f “Yes” , date(s)  of adm ission: 

Date(s)  you t reated the pat ient  for  this condit ion:  

Will the Pat ient  need to have t reatment  v isits at  least  twice per year  due to 

the condit ion?      Yes      No 

Was medicat ion,  other that  over- t he-counter medicat ion prescr ibed? 

   Yes      No 

Was the Pat ient  referred t o other health care provider(s)  for evaluat ion or  t reatment  (e.g.,  physical therapist )?  Yes  No 

I f “Yes” , state the nature of such t reatments, expected durat ion of t reatment :  

I s the medical condit ion due to pregnancy?  Yes  No I f “Yes” , state the expected delivery date:  

Descr ibe relevant  medical fact s related to the condit ion for which the pat ient  needs care (such medical facts may include symptoms, diagnosis,  or  any 

regimen of cont inuing t reatment ) :  

P AR T  B :  AM O U N T  O F  L E AV E  N E E D E D  

Will the pat ient  be incapacitated for a single cont inuous per iod of t im e due to 

his/ her medical condit ion including any t ime for  t reatment  and recovery? 

   Yes      No 

During this t ime will the pat ient  need care?      Yes      No 

I f “Yes” , est imate the beginning and ending dates for the per iod of incapacit y:  

Explain the care and why such care is medically  necessary:  

Will the Pat ient  require follow-up t reatment  appointment (s)  including t ime for recovery?     Yes     No 

I f any,  est imate t reatment  schedule including the dates of schedule appointments and the t ime required for each appointment , including any recovery 

per iod:  

Will the pat ient  require care on an interm it tent  or  reduced schedule basis including t ime for recovery?  Yes  No 

I f "Yes" , please est imate the hours the pat ient  needs care on an interm it tent  basis, if any:  

Days of the Week:    To  Hours of the Day:  From: _________     a.m .   p.m . To:     a.m .    p.m . 

Explain the interm it tent  care and why such care is medically  necessary:  

Will the condit ion cause episodic f lare-ups which prevent  the pat ient  from part icipat ing in normal daily act iv it ies?  Yes     No 

Based upon the pat ient ’s medical hist ory and your  knowledge of the medical condit ion, est imate the frequency of f lare-ups and the durat ion of related 

incapacit y that  the pat ient  may have over the next  6 months (e.g.,  an episode every 3 m onths last ing 1 day )  

Frequency:  t ime per   week(s)   month(s)   Durat ion:   hours or    day(s)  per episode 

Does the pat ient  need care dur ing these flare-ups?     Yes     No I f “Yes” , explain the care and why such care is medically  necessary.  

Health Care Provider 's Signa ture  Date  
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