
______________________________________________________________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Certification of Health Care Provider for 
Employee’s Serious Health Condition 

Carnegie Mellon University 
H�X�P�D�Q���5�H�V�R�X�U�F�H�V
5000 Forbes Avenue 
Pittsburgh, PA 15213-3815��
Fax:412-268-7068 

(Family and Medical Leave Act) 

SECTION I: For Completion by the EMPLOYER 
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PART A: MEDICAL FACTS 
1. Approximate date condition commenced: ______________________________________________________

Probable duration of condition: ______________________________________________________________

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
___No ___Yes.  If so, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition?  ___No ___ Yes.

Was medication, other than over-the-counter medication, prescribed?  ___No ___Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
____No   ____Yes.  If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? ___No   ___Yes.  
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Signature of Health Care Provider Date 
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