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Employee's Serious Health Condition 
Health Care Provider Certification Form
Once completed fax this form to the Occupational Health Department @ 978-740-4717. Questions? Please contact the Leave Coordinator at 978-825-6294 or Occupational Health Department @ 978-354-4465
SECTION 2: For Completion by the HEALTH CARE PROVIDER
1. Indicate the type of leave needed by the employee:    
5. Is inpatient care (hospital, hospice or residential medical facility) of the employee required?
6. Will the patient need to have treatment visits at least twice per year due to the condition?  
7. Was the patient referred to other health care provider(s) for evaluation or treatment (e.g. physical therapist)? 
8. Was medication, other than over-the-counter medication, prescribed? 
Complete the following for INTERMITTENT Leaves
Will the employee need to attend medically necessary follow-up treatment appointments or work part-time or on a reduced schedule because of the employee's medical condition?
SECTION 1: For Completion by the EMPLOYEE
Will the condition cause unanticipated episodic flare-ups periodically preventing the employee from performing his/her job functions? 
Estimate the part-time or reduced work schedule the employee needs, if any:
Is it medically necessary for the employee to be absent from work during the flare-ups? 
Based on the patient's medical history and your knowledge of the medical condition, estimate the frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g. 1 episode every 3 months lasting 1-2 days):
Frequency:
Duration:
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