Serious Health Condition Certification

Family & Medical Leave Act for AFSCME & PSSU Employees

PART I: TO BE COMPLETED BY EMPLOYEE

Employee Name Employee Number
Agency Work Location

PA State System of Higher Education — Edinboro University

For Absences for Family Members, state the following:

1) The care you will provide

2) An estimate of the period during which care will be provided

3) A schedule, if leave will be used intermittently or on a reduced-time schedule

Patient’s Name (if employee’s family member) Relationship to Employee Age of Family Member

PART IlI: TO BE COMPLETED BY HEALTH CARE PROVIDER:

This certification must be fully completed and each question must be answered by the health care provider. If a question is not
answered, the employee will be required to obtain the missing information from the health care provider. A non-definitive answer, such
as “unknown”, to any question will be considered incomplete. It may be appropriate to provide approximate information. Until full and
complete information is received, the employee’s request for leave will be provisionally approved as SPF Absence and provisionally
designated as FMLA leave in accordance with provisions of the Family and Medical Leave Act (FMLA).

Statement of Serious Health Condition:

A serious health condition exists if the employee or his/her qualifying son, daughter, spouse or parent has an illness, injury, impairment
or physical/mental condition that fits into one or more of the following categories. Please check the appropriate category or NONE (#7)
if applicable.

#1 - HOSPITAL CARE List complete dates of stay:
L] An overnight stay in a hospital, hospice or residential medical care facility to receive inpatient care, including incapacity or
treatment in connection with such a stay.

#2 - ABSENCE PLUS TREATMENT List the last date on which you saw patient:
[ A period of incapacity of more than three consecutive calendar days, including any subsequent treatment or period of incapacity
relating to the condition, that also involves one of the following:

[ Treatment two or more times by a health care provider; OR

[ Treatment by a health care provider on at least one occasion which results in a regimen of continuing treatment under the
supervision of the health care provider. A regimen of continuing treatment does not include taking over-the counter
medications, bed-rest, etc., that could be initiated without a visit to a health care provider.

#3 - PREGNANCY
L] Any period of incapacity due to pregnancy, or for prenatal care.

#4 - CHRONIC CONDITIONS REQUIRING TREATMENT
[] Condition requires periodic visits for treatment by a health care provider;
[] Continues over an extended period of time (including recurring episodes of an underlying condition); AND
[] May cause episodic rather than a continuing period of incapacity (e.g., asthma, diabetes, epilepsy, etc.).

#5 - PERMANENT/LONG-TERM CONDITIONS REQUIRING SUPERVISION
[ Incapacity of permanent or long-term nature due to a condition for which treatment may not be effective. The patient must be
under the continuing supervision of the health care provider even if not receiving active treatment (e.g., Alzheimer’s, a severe stroke
or the terminal stages of a disease).

#6 - MULTIPLE TREATMENTS (NON-CHRONIC CONDITIONS)
[ Ppatient is receiving multiple treatments by the health care provider for at least one of the following:
[] Restorative surgery after an accident or other injury; OR
[ Condition that would likely result in a period of incapacity of more than three consecutive calendar days in absence of
medical intervention (e.g., chemotherapy for cancer, physical therapy for severe arthritis, or dialysis for kidney disease).

#7 - NONE OF THE ABOVE
[ Ppatient does not meet any conditions above. Ordinarily, unless complications arise, common ailments, such as the common
cold, flu, ear ache, upset stomach, minor ulcer, or minor headache other than migraine, routine dental or orthodontia problems,
periodontal disease, etc., are examples of conditions that do not meet the definition of a serious health condition and do not qualify.
] Patient does not meet any condition above, but is unable to work for 2 weeks or more. Prognosis:
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Supporting Medical Certification (complete unless #7 is checked):

Medical Facts. Describe the medical facts which support your certification, including a brief statement as to how the medical facts meet
the criteria of one of the categories of serious health condition:

Anticipated Duration
1. What is the approximate date the condition commenced, and what is the probable duration of the condition?

2. When did the incapacity commence? (Incapacity is the inability to work, attend school or perform other regular daily activities.)
3. What is the probable duration of the patient’s present incapacity?

4. Will it be necessary for the employee to be absent intermittently or to work on a reduced-time schedule as a result of the condition?

|:| Yes |:| No

5. If YES, what is the probable duration of this intermittent of reduced-time schedule?

For Pregnancy-Related Conditions (#3) OR Chronic Conditions (#4)
1. Is the patient presently incapacitated? [] Yes [ No

2. What is the likely duration and frequency of episodes of incapacity?

Treatment
1. If additional treatments will be required for the condition, provide an estimate of the probable number of such treatments.

2. If the patient will be absent from work or other daily activities because of treatment intermittently or on a reduced-time schedule,
provide:

a) An estimate of the probable number and intervals between such treatments

b) Actual or estimated dates of treatment, if known, and

c) Period required for recovery, if any

3. Can treatments be scheduled during non-work hours? [ ves [ No

4. If any of these treatments will be provided by another provider of health services (e.g., physical therapist), please state the nature of
the treatments:

5. If a regimen of continuing treatment by the patient is required under your supervision, provide a general description of such regimen
(e.g., prescription drugs, physical therapy requiring special equipment):

Ability to Work
1. If medical leave is required for the employee’s own condition, is the employee unable to perform work of any kind? [] Yes [ No

2. If able to perform some work, is the employee unable to perform any one or more of the essential functions of the employee’s job?
1 ves [ No Identify the function(s) (Essential Job Functions attached) the employee is unable to perform:

3. If neither 1 nor 2 applies, is it necessary for the employee to be absent from work for treatment? O ves [ No

Leave to Care for Family Member
1. Does the employee’s family member require assistance for basic medical or personal needs or safety, or for transportation?
1 ves [ No

2. If no, would the employee’s presence to provide psychological comfort be beneficial to the patient or assist in the patient’s recovery?
L1 ves [ No

3. If the patient will need care only intermittently or on a reduced-time schedule, what is the probable duration and frequency of this
need?

Space for additional information for any of the above questions:
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By providing my original signature, the undersigned health care provider certifies that the information is true and accurate.

Printed Name of Health Care Provider Type of Practice License Number

Address Telephone Number

Name and Title of Person Completing the form, if not the Health Care Provider

Signature of Health Care Provider Date

Return completed form to the employee or return it directly by mail or fax to:

Linda S. Harrison

Manager of Employee Benefits
Edinboro University of PA

219 Meadville Street — Reeder Hall
Edinboro, PA 16444

Telephone: (814) 732-1348

Fax: (814) 732-2885

Employee Certification and Authorization
Family & Medical Leave Act Commonwealth of Pennsylvania

Employee Certification and Authorization:

I understand that the Serious Health Condition Certification form is to be completed fully, accurately and completely by my treating
health care provider.

I have the option to allow the Commonwealth’s designated medical representative to contact my treating health care provider to obtain
clarification of the information provided on the Serious Health Condition Certification form, which may reduce the need for me to
personally request the health care provider to clarify information that is not complete or legible.

] 1agree
L1 1do not agree

Employee Signature Date

Return completed form to the employee or return it directly by mail or fax to:

Linda S. Harrison

Manager of Employee Benefits
Edinboro University of PA

219 Meadville Street — Reeder Hall
Edinboro, PA 16444

Telephone: (814) 732-1348

Fax: (814) 732-2885
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