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                                                                                                                 Form 59C
CERTIFICATION of HEALTH CARE PROVIDER 
Your patient has requested leave from their current position due to a medical condition. For our office to determine their eligibility to take the requested leave, please answer fully and completely all applicable parts.  Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” are not sufficient to determine leave coverage.  Limit your responses to the condition for which the employee is seeking leave.  
Employee Name (please print)      


__________________________



Patients Name (if other than employee)      








First Day Off Work or in Reduced Schedule:      

     Return Date:      

  FORMCHECKBOX 
 actual  FORMCHECKBOX 
 estimated
Date condition commenced (if different than date listed above):      
 Duration of the condition:      


Diagnosis:      






Dates you treated the patient for condition:      





Schedule of visits or treatments and/or anticipated review date:      


_______
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Was the patient admitted for an overnight stay in a hospital, hospice or residential medical-care facility required? 

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Will the patient need to have treatment visits at least twice per year due to the condition?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Was medication, other than over-the-counter medication, prescribed?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?  If yes, state the nature of such treatments and expected duration of treatment: 



          





 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Is the condition pregnancy?  If yes, expected delivery date:      



 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Is the employee unable to perform the functions of their position? (Answer after reviewing statement from employer of essential functions or if not provided, after discussing with employee.)   If yes, please identify the job functions the employee is unable to perform:      







____________________________________________





____________________________________________
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A 
Will the patient be incapacitated for a single period due to their medical condition, including any time for treatment and recovery? If yes, estimate the beginning and ending dates for the period of incapacity:      


_______


During this time, will your patient need care?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No.  Explain the care needed:



     





 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
Will it be necessary for the employee to work intermittently to attend follow-up treatment appointments or to work on a less than full schedule as a result of the medical condition? 



If yes, are the treatments or reduced hours of work medically necessary?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 




Estimate treatment schedule, if any, including the dates of any scheduled appointments, including any recovery period.        hour(s) per day;       days per week from       through      .




_______________________________________________________________________________




_______________________________________________________________________________

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A 
Will the condition cause episodic flare-ups periodically preventing the patient from performing their job functions or from participating in normal daily activities?



If yes, is it medically necessary for the employee to be absent from work during the flare-ups? 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
N/A
If patient is other than employee, is the employee’s presence necessary for the care of your patient by aiding with basic medical, personal needs, safety or transportation needs?


If no, would the employee’s presence provide a psychological benefit to your patient?  


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  



Please explain:      





Describe other relevant medical facts, if any, related to the medical condition for which the employee seeks leave (such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of specialized equipment):

Please know that it is important to be as specific as possible when completing this form to ensure that our office can work with the employee in setting up the appropriate leave. Failure to complete the form in its entirety may result in follow up forms and clarifying questions, as well as a delay in completing the leave process. 

If you have any questions, please contact our Human Resources department at 360-874-7074.

THANK YOU! 


Health care providers name: 


 Phone: 


_______
Type of practice:



 Fax: 









Signature:




 Date: 
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