
 
Authority Cited: Government Code sections 12935, subd. {a), and 12945 

Reference: Government Code sections 12940, 12945; FMLA, 29 U.5.C. §2601, et seq. and FMLA regulations, 29 C.F.R. § 825 

DFEH‐ElOP‐ENG / June 2Ol7 
 

CERTIFICATIO N O F HEALTH CARE PRO VIDER 
Fo r Pre g nanc y  Disab ility  Le ave , Transfe r and/ o r Re aso nab le  Ac c o mmo datio n 

 

 

 

 
EMPLO YEE NAME: 

 

 
Please certify that, because of this patient's pregnancy, childbirth, or a related medical condition (including, but not 
limited to, recovery from pregnancy, childbirth, loss or end of pregnancy, or post‐partum depression), this patient needs 
(check all appropriate category boxes): 

 
TIME O FF FOR MEDICAL APPO INTMENTS: 

Frequency:  Duration:     

 

DISABILITY LEAVE: {Because of a patient's pregnancy, childbirth or a related medical condition, patient cannot perform one or more of 
the essential functions of patient's job or cannot perform any of these functions without undue risk to self, to successful completion of the 
pregnancy, or to other persons) 

Beginning:  Ending:     

 

INTERMITTENT LEAVE: 

Specify the intermittent leave schedule:     

Beginning:  Ending:     

 

REDUCED WO RK SCHEDULE: 

Specify the reduced work schedule:     

Beginning:  Ending:     

 

TRANSFER/ BE ASSIGNED TO  A LESS STRENUOUS OR HAZARDOUS PO SITION OR DUTIES: 

Specify the medically advisable position/duties:     

  

Beginning:  Ending:     

 

REASO NABLE ACCO MMO DATION(S): 

Specify (can include, but not limited to, modifying lifting requirements, providing more frequent breaks, or providing a stool/chair): 
  

  
   

Beginning:  Ending:     

 
 
 
 

 

 

 

 

 

 

 

 

Printe d Na me  of He a lth Ca re  Provide r: ___________________________________________________________ 

Addre ss: __________________________________ City: ______________________ Sta te : _______ Zip: ________ 

Phone  Numbe r: ____________________________________ FAX Numbe r: _______________________________ 

Me dic a l He a lth Ca re  Spe c ia lty: _____________________ Lic e nse  Numbe r: ___________________________ 

 

________________________________________________________________________________________________
HEALTH CARE PRO VIDER SIG NATURE          DATE 


