CERTIFICATION BY EMPLOYEE'S HEALTH CARE
PROVIDER FOR EMPLOYEE'S SERIOUS ILLNESS—FMLA

This form is to be completed by employee's Health Care Provider when employee is requesting FMLA and medical
documentation is required pursuant to 512,41, 513.36 and 515.5 of the ELM. Form PS 3971 must be completed by employee.

Employee’s name ? odlex Z 060 /1 oht
7 7

Description of serious health condition (On the back of this form is the description of a “serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? If so,
please check the applicable category.) :

(1) / 2 (3) (4) (5) (6) None of the above

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the

criteria of the category checked above. -
AAee @/QM J a/m7u7

7

Date condition commenced: 6,///0 7/
Probable duration of condition: ‘7’(// 0{/000
Probable duration of the present incapacity (if different): /— 10 — of & Zf/’ 0/07?

Will the employee be required to be off from work intermittently or work on a reduced

schedule as a result of this condition and /or treatments? Note the probable time
anz duration._ 3 /i/o% += 4//0/@? O Ut potiont cOhagys.
s 2l o LT Ty 4 r oo
7r=== 7/ g oI T A AR RWIR IV T AT

7

if the condition is chronic (#4) or pregnancy (#3), note if the employee is presently
incapacitated and the likely duration and frequency of episodes of incapacity.

/A

[4

If additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of ab-
sence required by the treatments, and the actual or estimated dates of the treatments, if known.

?/L¢7S'/ “,Q,—fZLu/J7 3 X cuuﬁ_) (b 9o ch ont/ 6/~/0—-06’

Is the employee able to perform the functions of employee's position? O i no, describe the
physical restrictions placed on the emplpyee, including the duration of such restrictions.
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/L/_________,____. Date )/Q//OY
Address ﬁ/// /Ié(W o'l[ Tu‘téuo—/a /L/,.LC}AJJ

6/26/95

Health Care Provider's Signature
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CERTIFICATION BY EMPLOYEE'S HEALTH CARE
PROVIDER FOR EMPLOYEE'S SERIOUS ILLNESS—FMLA

This form is to be completed by employee's Health Care Provider when employee is requesting FMLA and medical
documentation is required pursuant to 512.41, 513.36 and 515.5 of the ELM. Form PS 3971 must be completed by employee.

Employee’s name @u Ao, ool qht
i /

Description of serious health condition (On the back of this form is the description of a “serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? If so,

please check the applicable category.)

(1) 2) 1/ @3) (4) (5) (6) None of the above

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the
criteria of the category checked above. Muscle SpesMs ., S’c/ ati e /Og in)

Upebole +o S;LANﬁ{A(/(AJﬁJ)é" (,-Jl/o &LMJ\_ (jO/at_'//\)

Date condition commenced: ///(}/‘957
Probable duration of condition: (SHkrss uon) ; T - qual vtion) Yo N Cdn;ﬂ/dtmu

Probable duration of the present incapacity (if different): ¢ L tostimome 4 j A ,
[ J=X-ov 7o 1]1> 0
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Will the employee be required to be off from work intermittently or work on a reduced

schedule as a result of this condition and /or treatments? Note the probable time
and duration._ 98- 5 Ao s por. 2 p5oda - Elale — o5 CAN OCCR

P 71 e . - A, nz2/log
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If the condition is chronic (#4) or pregnancy (#3), note if the employee is presently
incapacitated and the likely duration and frequency of episodes of incapacity.

/A

If additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of ab-
sence required by the treatments, and the actual or estimated dates of the treatments, if known.
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Is the employee able to perform the functions of employee's position? MO i no, describe the
physical restrictions placed on the employee, including the duration of such restrictions.
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Health Care Provider's Signature //V'/’—\ Date //?/047
Address ﬁ// eddions oL VpA'?”’:(—/."“‘)
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CERTIFICATION BY EMPLOYEE'S HEALTH CARE
PROVIDER FOR EMPLOYEE'S SERIOUS ILLNESS—FMLA

This form is to be completed by employee's Health Care Provider when employee is requesting FMLA and medical
documentation is required pursuant to 512.41, 513.36 and 515.5 of the ELM. Form PS 3971 must be completed by employee.

Employee’s name @Ud (o, ?&0 7 o b=t
/ 7

Description of serious health condition (On the back of this form is the description of a “serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? Ifso,
please check the applicable category.) ’ :

(1) 2 3 4) l/ (5) (6) None of the above

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the
criteria of the category checked above._7/¢ 2 A atel. L 5"/5‘/

Date condition commenced: /0 = 26 -05
Probable duration of condition:__/ _ YK .
Probable duration of the present incapacity (if different): ./ — 8§ —0¢ o 2~ — 0&

Will the employee be required to be off from work intermittently or work on a reduced
schedule as a result of this condition and /or treatments? ' ‘ Note the probable time
and duration._3— 95 dﬂx/qJ 2o A L‘plfdd,L/}, 4~ QP Soden PN c/e,a/g_

If the condition is chronic (#4) or pregnancy (#3), note if the employee is presently
incapacitated and the likely duration and frequency of episodes of incapacity.
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if additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of ab-
sence required by the treatments, and the actual or estimated dates of the treatments, if known.
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Is the employee able to perform the functions of employee's position?__/A/ O it no, describe the
physical restrictions placed on the employee, including the duration of such restrictions.
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Health Care Provider's Signature m Date //?/Og

I'd

Address ’fu // ﬂdm o—( '/’/"xud‘, ~/7 7A/75/ < 14 A
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CERTIFICATION BY EMPLOYEE'S HEALTH CARE
PROVIDER FOR EMPLOYEE'S SERIOUS ILLNESS—FMLA

This form is to be completed by employee's Health Care Provider when employee is requesting FMLA and medical
documentation is required pursuant to 512,41, 513.36 and 515.5 of the ELM. Form PS 3971 must be completed by employee.

Employee’s name | /) U fo, L0oR: ght
/ 7

Description of serious health condition (On the back of this form is the description of a “serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? If so,
please check the applicable category.) :

(1) ) 3) (4) (5) (6) l/ None of the above

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the
criteria of the category checked above.

S;VLGJ@L GM_- quzl'quA/u-FZu;o? 7://140&

Date condition commenced: //,/7/0 V4

AR
Probable duration of condition: ///3’/0 7

Probable duration of the present incapacity (if different): _(— 35 —O¢ “o (— /0 -08

Will the employee be required to be off from work intermittently or work on a reduced
schedule as a result of this condition and /or treatments?__/2<- Note the probable time

and duration. 93— 92 Ae5 Pia_prouthe; (’J{l.fk»o-/ﬁmof/q <V 0uT et s
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If the condition is chronic (#4) or pregnancy (#3), note if the employee is presently
incapacitated and the likely duration and frequency of episodes of incapacity.

v/A

If additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of ab-
sence required by the treatments, and the actual or estimated dates of the treatments, if known.
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Is the employee able to perform the functions of employee's position? NMO _ If no, describe the
physical restrictions placed on the employee, including the duration of such restrictions.
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/L_/\____—Q———h-\ Date //S’/OS’

7

address | [/ Al bess o€ oron7insee PolySiciAN
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Health Care Provider's Signature
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CERTIFICATION BY EMPLOYEE'S HEALTH CARE
PROVIDER FOR EMPLOYEE'S SERIOUS ILLNESS—FMLA

This form is to be completed by employee's Health Care Provider when employee is requesting FMLA and medical
documentation is required pursuant to 512.41, 513.36 and 515.5 of the ELM. Form PS 3971 must be completed by employee.

Employee’s name ?u DL g/ /Ddoﬂz ?A;k

Description of serious health condition (On the back of this form is the description of a “serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? If so,

please check the applicable category.) :

(1) (2) (3) (4) / (5) (6) None of the above

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the
criteria of the category checked above. L ABETES

Date condition commenced: é// 7// 787

Probable duration of condition: __/ YA -
Probable duration of the present incapacity (if different): (- 8-08 o [—(0-~08

Will the employee be required to be off from work intermittently or work on a reduced
schedule as a result of this condition and /or treatments? 2.4 Note the probable time
and duration./\:)’ Aoy PoA q}&adx/m[/w_ulp{ 2— 5 4+ s,

oA~ (1911’/\, .

4
If the condition is chronic (#4) or pregnancy (#3), note if the employee is presently
incapacitated and the likely duration and frequency of episodes of incapacity.

UNQé/L,'fb woﬂk’ '('Mﬂl /—-E~O? 7(2) /—/0—0(?} ?&‘+uﬂ4\) [—(/-0F

If additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of ab-
sence required by the treatments, and the actual or estimated dates of the treatments, if known.
Daly wsolio [ 6lovd 7’0 252 Somitorima v Lo o - wp
00./011 @ . wis.ts LK/J/Z(,/, o —lo monrths as oo Ao d.

Is the employee able to perform the functions of employee's position? ._If no, describe the
physical restrictions placed on the employee, including the duration of guch restrictions.

Health Care Provider's Signature W Date //7/03/
1
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Address ﬁ// sildeed o€ 7%-1,‘,7&»7 79%.7 Yo CIA R

6/26/95

APWU FORM 2

13




HEALTH CARE PROVIDER CERTIFICATION OF
EMPLOYEE'S FAMILY MEMBER ILLNESS—FMLA

Employee’s name /D u&(/tr-/ @00 Py 74,{_

Patient’s name D IMNALD oo R 9/5f

Relationship to employee - . (under age 18 or older and lncapab)eofse!f
P ploy Spouse I/Pare Child  care due to a mentat or physical disabiiity)

Description of serious health condition (On the back of this form is the description of a "serious health
condition” under FMLA. Does the patient's condition qualify under any of the categories described? If so,
please check the applicable category.)

M (2) 3 (4) (5) / (6) None of the above ____

Without giving a specific diagnosis or prognosis, briefly note how the medical facts meet the
criteria of the category checked above@&& of Cogn Frire, o NT o)

D/ M/A))Shf—é(« Gﬁyoac-n?/h ‘N éL/'Eﬁ‘/CQ./LQ/

Date condition commenced:__/ 2—{/ ok
Probable duration of condition: /R
. . TN .
Probable duration of the present incapacity (if different): See above .

Will the employee be required to be off from work intermittently or work on a reduced

schedule as a result of the patient’s condition and /or treatments? Note the

probable time and duration. 3—-5 ﬂ{UuY Dar Moth o [ re- eualvaten
Brd el O

If the condition is chronic (#4) or pregnancy (#3), note if thle patient is presently incapacitated

(inability to perform regular daily activities) and the likely duration and frequency of episodes

of incapacity.___ /V,

If additional or continuing treatments are required for the condition, provide the nature and
regimen of the treatments, an estimate of the probable number of treatments, the length of
absence required by the treatments, and the actual or estimated dates of the treatments, if
known. DALY CUSToDIAL CARE »— ASSISTAVCL,  FSyCHILOG! AL
Vo e hoTiondc SolPAT , TRANSPoCTAT b0 Far Acc
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Does the patient require assistance for basic medical, hygiene, nutritional needs, safety, or
transportation? - If no, would the employee's presence to provide psychological comfort
be beneficial to the patient's recovery? Note the probable duration of the need.

Health Care Provider's Signature /7/1,-——————-‘ Date //4/0?
Address ﬁ,// MM 0‘("%/\%%.{\;—7 ?/pa, SICAS
7 1
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APWU FORM 3
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EMPLOYEE CERTIFICATION OF OWN

SERIOUS ILLNESS—FMLA

This form is to be used by employee when requesting FMLA and medical documentation Is not

required pursuant fo Sections 513.36 and 515.5 of the ELM.

| S J

7/

Employee’s name 77 L,'zflf/ét/‘/ p/ /”'/ 7 /l+

Description of serious health condition (On the back of this form is a description of what is meant
by a “serious health condition” under FMLA. Does your condition qualify under any of the categories

described? If so, please check the applicable category.)

(1) 2 (3) {4) (5) (8) None of the above '/

Date condition commenced / /f /C“’ 5

Probable duration of condition /’__ Y-of Ho I—/1]-0F

The employee must provide écomp/eted Form PS 3971 for each pay period, noting type of leave

requested. » ,
— N _
b {7 vz ek, : o
Employee's Signature /—7(((& < L.{f{_\i?ﬁu, (/,zpf— [ Date ,/y/pu
/ 7 7
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