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PAID FAMILY MEDICAL LEAVE (PFML) MEDICAL CERTIFICATION - EMPLOYEE

INSTRUCTIONS FOR EMPLOYEE:

This form is used to determine whether you have a “serious health condition” for purposes of PEML. If you are
applying to PFML because of a "serious health condition," this form must be submitted along with your application for
PFML. You must complete Part 1 of the form. Your doctor or licensed health care provider must complete Part 2 of the

form. Please ensure that your health care provider completes all sections of Part 2 of the form or your application
may be denied.

PART 1 (To be completed by the employee)

Last Name First Name Middle Name

WH# Agency

PART 2 (To be completed by the licensed health care provider)

INSTRUCTIONS FOR HEALTH CARE PROVIDER:
Your patient is requesting Paid Family Medical Leave from their employer, the State of Maryland. The purpose of this form is
to determine whether your patient has a "serious health condition" for purposes of PEML. Please complete all information in

Sections A through D. Limit your responses to the medical condition(s) for which your patient is seeking Paid Family
Medical Leave.

A. HEALTH CARE PROVIDER INFORMATION
(All fields are required, except where noted)

Provider Last Name Provider First Name
Mailing Address Street City State Zip code
Telephone Number Email Address

Type of Practice / Medical Specialty

State License Number National Provider Identifier (Optional)

B.1 QUALIFYING MEDICAL CONDITION

State the approximate date the If known, state the approximate date of | Provide your best estimate of how
condition started or will start the diagnosis of the condition long the condition lasted

(mm/dd/yyyy): (mm/dd/yyyy): or will last (mm/dd/yyyy):
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Describe the diagnosis or provide a statement of symptoms of your patient’s health condition:

Please provide the relevant diagnosis codes for your patient’s health condition (if other than ICD codes, please note the
code format used):

Please provide your best estimate of the treatment dates for this condition:

B.2 QUALIFYING MEDICAL CONDITION (continued)

Check the box for each statement that is applicable to your patient’s medical condition. For each box that you
check, provide the required additional information for that statement.

O  Pregnancy: Your patient’s condition is pregnancy.
The expected delivery date is (mm/dd/yyyy).

[0 Inpatient Care: Your patient was (will be) admitted for inpatient care at a hospital, hospice, or
residential medical care facility for at least one overnight period to treat this health condition on the
following date(s):

O  Incapacity plus Treatment (complete numbers 1 and 2 below):
1. Your patient’s health condition caused (will cause) a period of continuous incapacity during which
your patient was (will be) unable to work, attend school, or perform other activities of daily living lasting
at least three (3) full consecutive days from (mm/dd/yyyy) to
(mm/dd/ yyyy).

2. Your patient had (or will have) an in-person or telehealth appointment with a health care provider to
treat or evaluate this health condition on the following dates (required) (mm/dd/yyyy):

O  Chronic Condition (complete numbers 1, 2, and 3 below):
1. Your patient’s condition (0O is / O is not) a chronic health condition.

2. Your patient (O does / O does not) require two (2) or more medical visits annually to treat this health
condition.

3.You (O expect / O do not expect) your patient to experience unpredictable episodes of the underlying chronic
condition that cause episodic inability to work, attend school, or perform other activities of daily living.

O Permanent incapacity: Due to the condition, incapacity is permanent or long term and your patient
requires the continuing supervision of a health care provider. (e.g., Alzheimer’s Disease or a terminal-stage
cancer).
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O Conditions Requiring Multiple Treatments: Due to the condition, it is (will be) medically necessary for
your patient to receive multiple treatments.

[0 None of the above. Your patient’s condition does not fall within one of the above categories. Briefly describe
appropriate medical facts related to the condition (s) for which the employee seeks leave.

C. AMOUNT OF LEAVE NEEDED

OO0  Continuous Incapacity: Your patient experienced (will experience) a medically necessary period of
continuous inability to work beginning on (mm/dd/yyyy) and ending on
(mm/dd/yyyy) (provide best estimate).

O Intermittent Incapacity: Your patient experienced (will experience) a medically necessary

intermittent inability to work due to the health condition. Provide your best estimate of how often
(frequency) and how long (duration) the episodes of incapacity will likely last.

Over the next 12 months, episodes of incapacity are estimated to occur times per
(O day O week El month) and are likely to last approximately (B hours 0O days) per
episode.

Please provide any additional information about your patient’s need for leave.

O

Signature: Date:

D. CERTIFICATION

I certify that I am a licensed health care provider that is treating this patient, the information I have provided
on this form is true and complete, and that this patient is unable to perform the functions of their job during

the time periods noted above.
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