ACCOUNTING & FINANCE DEPT. TOWN HALL ANNEX
John A. Cushman, Town Comptroller 54375 Main Road
Telephone (631) 765-4333 P.O.Box 1179

Fax (631} 765-1366
E-mail: accounting @town.southold.ny.us

Southold, NY 11971-0959
http://southoldtown.northfork.net/

TOWN OF SOUTHOLD
OFFICE OF THE SUPERVISOR

Application for Family or Medical Leave

Name: Department:

Current Address:

Start of Anticipated Leave:

Expected Date of Return:

Reason for Leave:

Note: An employee requesting leave for the employee’s serious health condition or the
serious health condition of the employee’s spouse, child or parent, must submit a
verifying medical certification form a physician within 15 days of application for leave.

I hereby authorize a heath care provider representing the Town of Southold to contact my
physician to verify the reason for my requested family and medical leave.

I understand that a failure to return to work at the end of my leave period may be treated

as a resignation unless an extension has been agreed upon and approved in writing by the
Town of Southold.

Signature: Date:

APPROVED BY TOWN BOARD RESOLUTION #
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A“Serious Health Condition” maans an iliness, Injury Impalrment, or physical or mental condition that irvolves one of the -
following: . .

. 1. Hospital Care

Inpatient care (l.e., an overnight stay) in a hospital, hospice, or residential medical care facifity, including any period of
incapacity? or subsaguent treatment in connection with or consequent to such inpatient care.

2. Absence Plys Tieatment

(a) A period of incapacity? of more than three consecutive calendar days {including any subsequent freatment dr’ iy
period of incapacity? retating to the same condition}, that also involves: . - ‘ .

(1) Treatment?two or more times by a healih care provider, by a nurse or physician’s assistant undér direct
supervision of a health care provider, o by a provider of health care services {e.¢., physical theraplst)
under orders of, or on referral by, a health care provider; or ’

{2) Treatment byé heaith cara provider on at least one occasion which rasults In a regimen of continuing
treatment? under the supervision of the health care provider,

3. Pregnancy

Any perled of incapacity due to pregnaney, or for prenatal care,
4. Chronic Gonditions Requiring Treatmeants

A chronle condition which:

(1) Requires peslodic visits for freatment by a haalth care provider, or by a nurse or physibian‘s assistant under
direct supervision of a health care provider;

{2) Conlinues over an extended perlod of time (Including recurring episodes of a single underlying condnion};
and .

(3} May cause episodic rather than & continuing period of Incapacity? (e.g., asthma, diabetes, eplepsy, etc.).

QLGS A ONCITONS 1Ri* REIVISION

A period of incapacity? whlch I's'pormanent or long-term due to a condition for which treatment may net be sffective. The'
.employes or family member must be under the continuing supervision of, but need not be receiving active treatmant
by, & health care provider, Examples Include Alzhelmer's, a severa stroke, or the termina stages of a diseass.

YHBDRID, [OETMaNI L'

Any perlod of absence o racelve multiple treatments (including any period of recovery therefrom) by a health care
provider or by & provider of heallh care services under orders of, or on referral by, a health care provider, either for
restorative surgery after an accident or other injucy, or for a condition that would ilkely result In & period of Incapacity?
of more than three consecutive calendar days In the absénce of medical Intervention o treatment, such as cancer
{chemotherapy, radiation, etc.), severe arthritis {physical therapy), and kidney diseasé {dialysis).

This optlonat form may be usad by employees ta satlsly a mandatory requirement to furnish a medical certiicatlon (when requested) from
& health care provider, including second or third opinions and recertiflcation {29 CER B2E.308).

Note: Persons are hot reguirad 10 respond to 1his collection of Information unless it displays a currently valid OMB control number.

3 Treatment Includes examinations to datermine if a seriue healih condition exists and evalustions of tha condition. Treatmant dees not include routine
physical examinalions, eye examinations, or dental examinations,

4 Aregimen of contimusing treatmant includes, for axample, & courss of preacription medication (&g, an antibiotic) or therapy requiring speclal aquipmant
to resolve or alieviate the healt condiion. A regimen of freatment doss nol Mclude the taking of over-the-counter medications such as aspirin,
anthistamines, or salves; or bed-reat, drinking fiulde, exarcies, and cihar similar activities that can be initlated without a visi ko a haalth care provider,

Public Burden Statement
We estimate that it will 1aka an average of 20 minutes to complete this collection of information, including the time for reviewing
instructions, searching existing data sourcas, gathering and maintaining the data needed, and completing and reviewing the
collection of information. If you have any comments regarding this burden estimate or any other aspect of this collection of

information, Including suggestions for reducing this burden, send them to the Administiator, Wage and Hour Division, Department
of Labor, Room $-3502, 200 Constitulion Avenug, N.W., Washingtan, D.C. 20210.

DO NOT SEND THE COMPLETED FORM TO THIS OFFICE; IT GOES TO THEE MPLOYEE.
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. B, a. Hleave is required to care for a family mamber of the emplayes with a serious health condition, does the patient
require assistance for basic medical or personal needa or safaty, or for transportation?

T

b. Ifno, would the employes's presence o provide psychologlcal comfcrt be! baneﬁcial tothe patlem or assnst in the
patlents tecwary?

©. lithe patientwill need cars only intarmittently or on a paanln‘io"bésls";'pr'hsé indicite the probable duration of this nesd:

-.SignaiureofHealthCarervidet. e . TypéofPracﬂoé
: Addyess ' ' Telaphone Number

Date

To be completed by the emplovee neoding lumlly Ieave to cars ior a family memher

State the care you wilt provide and an estimate of the period during which care will be pravided inciudlng a scheduie If Ieave s
to be taken intermittently or if it will be necessary for you to work less than atull schedule

. Employee Signature . - Date
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8. a..

If additionai treatments witl be required for the condition, provide an estimate of the probable numbaér of such treatments, -

if the pationt will be absent from work or ather dally actiVities because of treatment on an intermittent or part-finie

hagls, also provide an esiimate of the probable number of and Interval between such treatments, actual or estimated'
dates of ireatment if known, and period raquired for recovery if any:

. If any of these treatments will be provided by another provider of health services (e.g., phystoal therapist), please

state the nature of the treatments:

. H a regimen of continuing treatment by the patient is required under your supervision, provide a general description of

such regimen (e.g., prescription drugs, physical therapy requiring speclal equipment):

. i medical leave is required for the employee's absance from work because of the employee’s own condltion

(including absences dua to pregnancy or a chronic condition), is the employee unable to perform work of any kind?

. It able to perform some work, is the employae unable to psrform any ane or more of the essential functions of the

employee’s job {the employee or the employer should suppiy you with information about the essertial job functions)?
i yes, please list the essential functions the employes is unable to perform:

. i neither a. nor b.appkes, Is It necessary for the employae o be absent from work for treatment?

Paguial4




Certification of Heaith Care Provider U.S. Department of Labor @

(Family and Medical Leave Act of 1893) Employment Standards’ Administration
Wage and Hour Division
(When completed, this form goes io the emp!ayea, Not to the Depariment of Labor.) " | OMB No: 1215-0181
Explres:  07/31/07

1. Emplayse’s Name - ‘ U |2 Patient's Name {It different trom emplayee) .

1

3. Page 4 describes what is meant by a “sertous health condition” under the Family and Medical Leave Act. Does the
patient's condition! quelify under any of the categories described? 1f so, ploase check the applicable category.

1) ) 5] “4) (5) 6 , or None of the above

4. Describe the medical facts which support your ceriification, including a brief statemant as 1o how the mecdical facls mest
the criteria of one of these categorlas:

5. a. Statethe approximate date the concition commsnced, and the probable duration of the condlion (and also the
probable duration of the patient's prasent incapacity? If different):

b. Will it be necessary for the employee to take work only intermittently or to work on a less than full achedule as a
rasuit of the condilion (including for treatment described in ltem € balow)?

If yes, give the probable duration:

¢. ifthe condition Is a ehronle condition (condition #4) or pregnancy, state whether the patient is presantly incapacitated?
and the likely duration and frequency of eplsodes of incapacity?:

' Here and etsawhera on this form, the information sought relates only o ihe condition for u_ﬂchthl employss Is teking FMLA leave.

2 “incanachy’ for purposes of FMLA, Is defined to mean inability to work, attend sshool of perform other regular dally acliviios due 10 the serfous health
condition, traatment therefor, or recovery harafrom.
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