


 

     

   

  

       
   

  

 
    

  
     

   
    

       
   

  

    
      

  

   

 

 

 

  

       
      

   
  

 
       

   

   

  
   

___________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Employee Name: ____________________________________________________________________________________________ 

(3) Briefly describe the care you will provide to your family member: (Check all that apply) 
 Assistance with basic medical, hygienic, nutritional, or safety needs  Transportation 
 Physical Care  Psychological Comfort  Other:  _______________________________________ 

(4) Give your best estimate of the amount of leave needed to provide the care described: ______________________________ 

(5) If a reduced work schedule is necessary to provide the care described, give your best estimate of the reduced schedule 
you are able to work. From __________________ (mm/dd/yyyy) to ____________________ (mm/dd/yyyy), I am able to work 
__________________ (hours per day) __________________ (days per week). 

Employee 
Signature ___________________________________________________________ Date __________________ (mm/dd/yyyy) 

SECTION III - HEALTH CARE PROVIDER 
Please provide your contact information, complete all relevant parts of this Section, and sign the form below. A family member



 

     

   

       
  

 
      

  

  



 

 

      

        
  

 

     
  

 
        

     
     
   

 

  
       

 
 

 
  


