
THE DEPARTMENT OF FAIR EMPLOYMENT AND HOUSING

CERTIFICATION OF HEALTH CARE PROVIDER 
for California Family Rights Act (CFRA) or Family and Medical Leave Act (FMLA)

IMPORTANT NOTE:

To comply with CalGINA, we are asking that you not 

4.

5.

6.

      

Employee Name:
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:

  

: :

Printed Name of Health Care Provider:

SIGNATURE OF EMPLOYEE DATE

        ____ ____

      ____ ____ ____  ____ ____ 
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SERIOUS HEALTH CONDITION

HOSPITAL CARE

ABSENCE PLUS TREATMENT

PREGNANCY

CHRONIC CONDITIONS REQUIRING TREATMENT

PERMANENT/LONG-TERM CONDITIONS REQUIRING SUPERVISION

MULTIPLE TREATMENTS (NON-CHRONIC CONDITIONS)
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