CITY OF MINNEAPOLIS 
CERTIFICATION FOR SERIOUS INJURY OR ILLNESS 
Covered Service Member for Military Family Leave
(Family and Medical Leave Act)
Employee ID__________________
	Leave Start Date:                   

	Leave End Date:      


	SECTION I: For Completion by the FMLA COORDINATOR 



	TO BE COMPLETED BY THE FMLA COORDINATOR and returned to employee.  Employee should submit completed form back to the FMLA Coordinator.  Please type or print in ink. If additional space is needed, add additional sheets. 

	FMLA Coordinator: Alecia Prins

	Phone: 612.673.5460
Fax: 612.235.7914
Email Address: alecia.prins@minneapolismn.gov

	Name and Address of Employer (This is the employer of the employee requesting leave to care for covered service member.):

Check if job description is attached:   [   ]



	
SECTION II: For Completion by the EMPLOYEE and/or the 

COVERED SERVICE MEMBER for whom the Employee is Requesting Leave



	TO BE COMPLETED BY THE EMPLOYEE OR COVERED SERVICEMEMBER: Please complete Section II before giving this form to your medical provider. 



	Name of Employee Requesting Leave to Care for Covered Service Member:

(First, Middle, Last):


	Phone:

	Name of Covered Service Member (for whom employee is requesting leave to care

(First, Middle, Last) 


	Relationship of Covered Service Member to you (Check box):

 Spouse  Parent  Son  Daughter Next of Kin       



	What will your pay status be during this leave of absence?   (Select all that apply)

( Sick

( Unpaid

( Vacation

( Compensatory Time

   ( Workers Comp

Explain or list options

_________________________________________________________________________


	Do you plan to take this leave intermittently?

( Yes

( No

	Employee’s Unit or Division:


	Department:



	Name of Supervisor: 


	Phone:

	Employee’s Job Title:


	Regular Work Schedule:



	Data Privacy Notice: Some of the information you or your health care provider will supply on this form is private data under the Minnesota Government Data Practices Act, Minn. Stat. ch. 13. The purpose of collecting such private data is to determine whether you are entitled to leave under the Family and Medical Leave Act. You are not required to provide the information on this form. However, if you do not complete this form, you might not be eligible for FMLA leave. Information on this form may be available to City employees or agents, labor union representatives, a City-sponsored health care provider, labor union representatives, arbitrators and administrative hearing examiners, State and Federal courts, and attorneys representing any of the mentioned individuals or entities, and to others through subpoena or pursuant to Federal or State law. 

	Employee Signature: 

	Date: 
	Phone Number: 


Part A:   COVERED SERVICE MEMBER INFORMATION
1.    Is the covered service member a current member of the Regular Armed Forces, the National Guard, or Reserves?  Yes     No  
       If yes, please provide the covered service member’s military branch, rank, and unit currently assigned to: _________________________________

       ______________________________________________________________________________________________________________________

2. Is the covered service member assigned to a military medical treatment facility as an outpatient or to a unit established for the purpose of providing  command and control of the Armed Forces receiving medical care as outpatients (such as a medical hold or warrior transition unit)? 
Yes   No  
        If yes, please provide the name of the medical treatment facility or unit: 

        ______________________________________________________________________________________________________________________
3.     Is the Covered Service Member on the Temporary Disability Retired List (TDRL)?  Yes     No  
Part B:  CARE TO BE PROVIDED TO THE COVERED SERVICE MEMBER
Describe the care to be provided to the covered service member and an estimate of the leave needed to provide the care:

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

	SECTION III:   For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD”) HEALTH CARE PROVIDER or OTHER AUTHORIZED HEALTH CARE PROVIDER



	INSTRUCTIONS to the United States Department of Defense (“DOD”) Health Care Provider or Authorized Health Care Provider such as (1) a United States Department of Veterans Affairs (“VA”) health care provider, (2) a DODTRICARE network authorized private health care provider; or (3) a DOD non-network TRICARE authorized private health care provider:  Please ensure that Section II above has been completed before completing this section. If you are unable to make certain of the military-related determinations contained below in Part B, you are permitted to rely upon determinations from an authorized DOD representative (such as a DOD recovery care coordinator).. Please be sure to sign the form on the last page

	Name of Health Care Provider: 


	Type of Practice / Medical Specialty:

	Name of Hospital or Clinic and Business Address: 


	Phone:   

Fax:

Email Address:

	Please check box whether you are a: 

   DOD health care provider                                                                               VA health care provider                                                                             

   DOD TRICARE network authorized private health care provider            DOD non-network TRICARE authorized private health care provider 




Part A:  MEDICAL STATUS

1. Covered service member’s medical condition is classified as (check the appropriate box):

   (VSI) Very Seriously Ill/Injured - Illness/Injury is of such severity that life is imminently endangered. Family members are requested at bedside immediately.  (Please note this is an internal DOD casualty assistance designation used by DOD health care providers.)

  (SI)  Seriously Ill/Injured - Illness/Injury is of such severity that there is cause for immediate concern, but there is no imminent danger to life. Family members are requested at bedside. (Please note this is an internal DOD casualty assistance designation used by DOD health care providers.)

   Other Ill/ Injured - A serious illness or injury that may render the service member medically unfit to perform the duties of the member’s office, grade, rank, or rating.

   None of the Above - (Note to the Employee:  If this box is checked, you may still be eligible to take leave to care for a covered family member with a “serious health condition” under § 825.113 of the FMLA. If such leave is requested, you may be required to complete DOL Form WH-380 or an employer-provided form seeking the same information.)    

2. Was the condition for which the covered service member is being treated incurred in line of duty on active duty in the Armed Forces? 
Yes     No  
3. Approximate date condition commenced: ____________________________________________________________________________________

4. Probable duration of condition and/or need for care: ___________________________________________________________________________

5. Is the covered service member undergoing medical treatment, recuperation, or therapy?  Yes     No   If yes, please describe medical treatment, recuperation, or therapy: __________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Part B:   COVERED SERVICE MEMBER’S NEED FOR CARE BY FAMILY MEMBER
1. Will the covered service member need care for a single continuous period of time, including any time for treatment and recovery?   Yes    No    If yes, estimate the beginning and ending dates for this period of time: Beginning: ___________________ Ending:________________________
 
2. Will the covered service member require periodic follow-up treatment appointments?  Yes     No  
If yes, estimate the treatment schedule: ______________________________________________________________________________________

3. Is there a medical necessity for the covered service member to have periodic care for these follow-up treatment appointments? Yes   No  

4. Is there a medical necessity for the covered service member to have periodic care for other than scheduled follow-up treatment appointments (e.g. episodic flare-ups of medical condition)?  Yes     No   If yes, please estimate the frequency and duration of periodic care:

Frequency:     _____ times per    _____ week(s)     _____ month(s) 

        Duration:        _____ hours or      _____ day(s) per episode


	Signature of Health Care Provider: 

	Date: 


RETURN COMPLETED FORM TO THE PATIENT

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual,  except as specifically allowed by this law.  To comply with this law, we are asking that you not provide information about genetic tests, as defined in 29 C.F.R. § 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(e), or  any genetic information when responding to this request for medical information.  ‘Genetic Information’ as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.” (29 C.F.R 1635.8(b)(1)(i)(B)
City of Minneapolis Certification for Serious Injury or Illness of Covered Service Member 
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