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MEAL AND REST PERIOD POLICY

Full time employees receive a thirty (30) minute unpaid lunch period no later than the
beginning of the fifth hour. Part time employees will be advised of the amount of time for their
unpaid meal period. The Company gives two ten (10) minute rest breaks one in the morning
and a second one in the afternoon. Check with yc;ur supervisor for the appropriate time to take

your rest breaks.

Meal periods and breaks may not be waived to leave early nor may they be consolidated

for a longer break or meal period.

Various factors such as work loads and staffing needs may require variations in an
employee’s starting and quitting time and the total hours worked each day or week. Employees
may be required to work overtime and/or weekend hours on a rotating basis. The Company
maintains its right to assign employees to jobs other than their usual assignments when required

for legitimate business reasons.
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Dear Clients and Friends:

Attached is a revised sample Timesheet that will help protect your company from future
wage and hour claims and litigation. Unpaid overtime claims including “off the clock™ hours
are increasing. As you know, there is a substantial increase in audits by the California Division
of Labor Standards Enforcement, audits by the U.S. Department of Labor, wage claims with the
California Labor Commissioner and class action litigation. If the language we are
recommending is adopted by your company, you may be able to successfully defend such claims
based upon California Evidence Code Sections 622 and 623 because such timesheets are
conclusively presumed to be true. Evidence Code Section 622 states: “The facts recited in a
written instrument are conclusively presumed to be true as between the parties thereto...”
Evidence Code Section 623 states: “Whenever a party, by his own admission or conduct,
intentionally and deliberately led another to believe a particular thing is true and to act upon
such belief, he is not, in any litigation arising out of such statement or conduct, permitted to
contradict it.” That means that if your company pays an employee based upon their own
timesheet or records, the employee cannot later contradict his or her own admission.

We recommend that you develop a mechanism for every employee to sign such a
statement for each workweek. We must caution you that you should seek legal counsel before
implementing any changes. Under California law, an employer need only permit and authorize
rest periods and, therefore, you may wish to not utilize the attached from as it relates to
recording rest periods. The benefit of recording rest periods is that it will allow your company
to monitor if company policies are being utilized. I also want to remind our clients as to the
importance of having Employment Practices Liability Insurance Policies that provide for a
defense of wage and hour claims and litigation. Remember an Employment Practices Liability
Insurance Policy does not typically cover wage and hour claims. Also, if you wish to have our
firm represent you in such claims, you will have to ask the insurance carrier to name us as your
defense counsel when you apply for or renew your policies. Of course, if you have any
questions, please feel free to contact us.

Sincerely,

Alfred J. Landegger

LANDEGGER | BARON | LAVENANT | INGBER
A Law Corporation

www.landeggeresq.com

LBL&I Rev. 1/21/2010

Page 2



TVLOL

SINOH Aed YIIS

SINOH AepIjOH

SINO UONEIEA

are(q a1nyeusIq

*Ko1j0d Aueduiod 0) Surpa0dde (s)poriad eow paambax

) udy e} ey pue Ld170d Kuedwmwod 0) Surprodde (s)porrad 3sax
paambaa Lw aye) 03 Ayranyroddo a1y pey daey ] 18y} AJ1)I9D I9Y)INy
1 °$399Ys Juiy} uo wopvuLIoyul da[duwodur 1o Isfe) apiaoad 0y Lorod
Aueduwod jsurede s1 31 Jey) puelsiopun [ -333ys awn siy) sunddurod
Ul UOIJBULIOJU] 9)eIndde pue 3)9[duod papiaoad aaey | 1ey) AJ1add |

SINOY L O/re[nsay STVIOL
;eacaddy 1O
“L'O b::w«& Vs VA moQ uy mo uf moQ uy aeq
(HOVA 440 JMDOIHO) (1NO % NI FALL NI TT14) (1NO % NI FALL NI TT1d)
SANOH TVILOL SIvaad HNLLIHAAO HALL AVINOHA
TON o:,oam T"ON "998 00§
0T° ysnoay 0T porg Aed
SSaIppVy
-QUWEN [mg A_OA LHAHS HINLL A THINOW-TINAS

LBL&I Rev. 1/21/2010



aeq aInjeudIs
TVIOL
*Ka1j0d Auedwiod 0) Suipaodde (s)porrod [edwr paambaa
sanoy Aed }dIS A1) udaje} ey pue Adnjod Kuedwod 0) Furpaodde (s)porrad 351
paamboa Aw 9xe) 03 Krumpaoddo ay) pey dAey | 1ey) AJIID JAYINy
sanoy Aepijoq [ °$199Ys 9w} uo uopeurioyur 3dyduwodur 1o Ispey ap1aoad 03 Loijod
: Auedurod jsureSe S 31 1Y) puULR)SIIPUN | -39S sy s1y) Sundjdurod
SINOF UOHBIBA Ul UOIJRULIONUI J)eandde pue )d[duiod papiaoad saey | jey) AJ1aad |
SINOH LO/Ie[nsay STVIOL
[eaoaddvy 1O
"L'0 Temsoy mo uf mo uf mo uf aeq
(1NO % NI GNLL NI TT1d) (1LNO % NI FWILL NI TT19)
SUYNO0H TVLIOL HNILIHAO HNLL AVINOHTA
I"ON 2uoyq TON 99§ 00§
0C* ysnoay 0T * pordg Aed
SSAIPPY-
OWEN [ AMOA LHAHS HALL A THINOW-TINIS

Page 4

LBL&I Rev. 1/21/2010



JO SUOTITUIJaP PBOIQ SBY ME] BIUIOJI[B))
Spdurexs 10 “VEH] oY) MO[[0J 1snur seafojdurs
3I0UI 10 2AT] [IIM s1afodure BTUIOJIB)D)
“ME[ [BISPI] UBY] SINIQRSTP YIIMm suosIad 10]
suomneloid 1apeoiq sapraoid YHA] YL

Py sanljiqesia
YUM suedLIsWYy [eispa4 3y} 'SA YHIH

'sSnu1p jo asn

Te8e[r yuarnd oY) uroIy SunNSaI SISPIOSIP
asnqe aouesqns aanoeoy4sd Jo ‘erueurorfd
erurewro}dop] ‘Surjquues aarsmdurod ‘SISpIoSIp
JOTABYD( [BNXSS 9PNIUL 30U S0P ANIqESI(]

*$OTJSTIaIDBILYD O1IAUSS 10 I0UED ISYIID St
PaUgap aTe YOTYM ‘SUOTTPUOD [EITPIUT STIIA0D
osTe 3] “Surqestp Apuasaid sIe STONIpuod A
19IGM JO SSI[PIe31 ( ATH/SIV Surpnpour)
SOTNTIQESTP [e1SAYd IO [RIUSUI SIDA0D ME] IT[],
“dryspIety anpun ue asned Pom os

op 01 Jey} moys ued Jadojdurs o1y ssofun
SOIIqestp [e1sAYd 10 [e3USW YIIm Sfenprarpul
arepowruIodde A[qeuoseal 0 siofojdurs
soxmbaz osTe 1] “AIIqesTp paaediad 10 AIqestp
s.uos1ad B UO Paseq JUSWSSEIEY PUE UOT)
-eururLosTp yudwdofdurs siqryord (HAAQ)
Sursnoy pue juswiojdury Ire] Jo JuoW

-1reda(q erwIogieD) 3yl 4q padIoyud (VHH)
1y Suisnop] puv Juswidojduig v 9],

Ayjigesiq uo
paseg uoileulwLnsIq
juswAojdwy

Buisnop pue: juswAojdwy sey jo juswpied
: . o o Lo

zm

(0/v0) ¥81-H34d

Sursnoy x yuswufordmy e jo Jusumaedaq
BIUIOTED) JO 91BIS

"940GD S2qunU Y3 39 FL
Pvu0ed asvapd Guuiiof savuiatiy uv ui wonwoyqnd siy1 fo
Ados v 2412094 07 Moy SsNISIP QF AIILGUSIP D YJIM [ORPLATPUL
UD 10f UOLIVPOLUIL0IIV ]qVLUOSVAL PaIv]ai-AItj1qusip
v sv a325509 9dvy 40 sty soandutos Guid a3.v] BppvLg Ul
21quwA spvL 3q uvd uoyvoyqnd sy SpuawaunbaL Yy
PUY 9p07) JUBLIUIIAOL) VILIOfIDY) FYT YIIM 3IUDPL0IID U]

403 DI Yafp MMM JB 21IS QOM INO JISIA 10
02€7-00£ (008) 18 T2qUInU X 1.7,

$891-¥88 (008)
e vu@ =Ow HAIA 0eIuod AQOﬂNEHOwE 2I0U1 Hom

juswssesey pue uoneujwdsip JuswAojdwzy

‘syumapuodsay pue sjueure[dwor) 10] PO |

<«

65T woneotqnd (] 995 ‘WO BULIOJUT 2I0WI 10

"pansst U2aq SBY 20TI0N] 9ng

-03-148ny ® pue H{( P P3[Y U9aq sey jure[d
-UIod B I2)J8 1IN0 [IADD UT Jmsme] ajeatid e
y3no1ys repnew o3 ansind ose ued saadojdurg

) 12£0]dUI> PIATOAUT
a3 Jo saonoeid 1o saworjod oy ut seSuey)) .

uonjowoid 10 Aed yoeq .
JUSUIAIRISUTAI 10 SULIY -

ME[ U3 PIIB[OTA

oART] 01 punoj uosiad 10 1afojdurs yoes woiy
SSOI)STP [eUOTIOUIS 10J SIFBUIED IO SAULJ «

SUTPNOUT SITPITUII IOPIO UED I ‘PALINOD0 SBY UON
~BUTUILIDSTP JBY) SPUTJ 1IN0D IO TWOISSTUIUIO ) T3 J

‘Ayred Sururerdurod ays jo

Jreyaq uo I 4q PoTJ JINSME] B 10 UOISSTUIUIO))
Gursnoy pue juswiordwy I11g] 24l 21032q
Surreay o1[qnd © 19319 01 Pea] ABUI TOTIBSNIOOE 3],
“TIOTJBSTIO0. [RULIO] B [ Al Jusumnreda(] a3

‘[TBJ $110JJ2 JUIWISIIAS PUB UOTJRUTUILIOSIP JO
32USPIAS JUSDYYNS SpUY HIJ( J1 "seIndsip
aAT0sa1 Arrejunyoa sonired oy djay o1 sydursyie
pUE I9PU-108] [BIINIU B SB S2ATS HIJJ

*s1seq £311011d B TO SISSOUJJT [BUTULI)

qim suosiad £q poryg syurejduwoo sassavoxd
HAIA "8%91-%88 (008) Sur[res 4q HAIJ Pm
jure[durod e 9[Tj “UOTIRUTUILIOSTP PaSay[e o}
J0 aea4 U0 uryIIMm Leur AJIIqeSTp B JO aSnedaq
passereq 10 jsurede PoaIRUTUILIISIP U9 JARY
Ao 1e13 9401[0q oym syureot[dde qol 1o seakojduryg

jureidwo) e buiji4

‘pauqiyo.d aie Ayjigesip

paaleiad o Ajjigesip s,uosiad e uo paseq

LBL&I Rev. 1/21/2010



3SII 0 $9]BI dUBINSUI S 1o£o[dura
ue 2sned M sTenprarpur yons Surlojdwry .

19730 0]
10 wosad 2y} 0} ULIRY 2IMINJ JO AJIIqISSO

:SOTITIQRSTP WM suosIad jsureSe SuneururLosp
10 sasnoxa afqerdasoe A[[e3s] Jou axe s1aojdurs
Aq PasTeI A[IOUITIIOD STOSEI 0M) SUIMOT[O] 9T,

"198uep 21 onpar
I0 SAOUIAI PINOM JBT[) SISTXD UOTIBPOUT
-T027® 3[qeuoseal ou pue qof a3 Sururrojrad
£q s13730 10 J[3s 01 12SUBp [eIUEISQNS
PUE JUSUTWIWI Uk 918310 p[nom uosiad oYy, «
"qof a3 jo
SUoTOUNJ [erUasss, 21 ur10j1ad o3 uosiad
31[} 9[qBUL P[NOM 1B SISTXD UOTJRPOUIUIOIE.
a[qeuoseaz ou pue qol a1y Jo suonouNy
Tenuassa oy urroyrad o} sjqeun st uosiad oYy, .

:A10]RUTIILIDSTD
10U ST SUOSBAI SUTMOT[O] 2]} JO YIS U0 Paseq
uo1s129p [puuosiad 10 paje[eI-juawriojduws AUy

uoneujwiLdSIg

"MEB[ U3 JO
uorje[oia o1eredas B 9q Aeur uorurdo [edTpauI JUIp
-uadapUl UB JO UOISSTUIQNS 3T} MOJ[B 0} 3IN[TR]
‘uoryisod B JO SUOTIOUN] [BIIU2SSd 3} Wwrrojrad ued
uos1ad 9y} 19Y1aYyMm 03 se ayndsTp © st a157) JI
uorutdo [esrpaur Juspuadopur e JTuIqns 03 Ajrumy
-10ddo o1} yureotjdde we moffe ysnur 1a4o[duts Uy

uoruido jeaipapy juspuadspuj

DY 2ava jotpayy Appuny
[eIopa] 9y} 10 1Yy siySny Ajruvd viuiofijp) a3
£q Pa15A0D 3q ABUI SITUTIQRSIP M saakofduug

*31qIssod ST UOTIEpOUTUIONDE

IYIOYM SUTULIAP O} §319dX9 9PISINo pue sspusde
juaururaaod wroxj day urelqo Lewr 1adofdurs uy
"SpIe [EOLI3033 10 [edrueyoawr Surpiaoid 1o/pue
“eaIe YIoM o1]) 3unIEd0[aI 9ARI] JuTpraocid ‘smoy
J2om 10 saunp qol Surdueyd ‘0] payruIl] 10U ST INg
OpPNOUI Ued TONEPOUIUIOIIE J[qRUOSEIY "SSIUISTI]
s 1afo[durs 513 uo drysprey anpun ue ssoduwr

10U $20P 31 J1 9[qRUOSEII ST UOTIEPOUIUIOIIE Uy

“Ayiqestp Areurtid oy 10] UsYE}

UOTIEOTPIUT SB YONS “DInseat Juredniur e woij
3SLIB ABUI UOBPOUIUIOIDE 3 ], "UOISIIIP PIL[al
-jusudordurs Lue Sunyewr 10 qof & 10J uosiad
a3 Sunpoafar 03 1o11d wosiad & Juriepourumosoe
Ajqeuosear jo sueaur 9[qrssod [[e sodojdurs

23 yim a1o[dxe 03 paxmbax st raordurs ayJ,

Uoi}EpPOW WOy B[qeuoseay

*sp10091 [Puuosiad pue justiordurs

woJiJ 1iede pue a1eredas pauTeIal ST UONBWLIOJUL
sty ], ‘urexdoxd yieay sadofdurs ue jo 1red are
UOTUM “SITIOISTY [EIIPaUL SUIPUOUT ‘SUOTIRUTUWIEXD
[EOIPaUI ATEIUN]OA JONPU0D Osfe Aeul 1odojdws wy

‘Armbur 10 uotyRUTUIEXD SUTES

a1 0 123(qns 2q ISNW WOTBIIJISSE[D qof aures
5y} ut seafo7durs SurIa)ua [[e PUR A11s5909U
SSUISTIQ 1M JUI]SISTOD pue paje[al qol aq 1snuwx
Armbur/uoryeururexa Y} I9A9MO} "UOTIBUTUIEXD
TeotSo1oyo4sd/feorpaur & sxmbai Lewr 1edojdurs
ue ‘saTnp JO 1IB1S 2y} 210J2q Inq yuestidde

UB 0] 9PBUI U22q SBY 19JJ0 Jusuriojdurs ue souQ

"9JUD|OIA 83y JO SPIe jo uonenadiad ayz woiy

pue ‘suonnepowiwodde dijgnd pue Buisnoy ‘JuswAojdwa Ul UCRRUIWLIISIP [NJAMB|UN WOL} BIULOI[ED

Jo sjdoad sy} 19104d 03 st BuisnoH pue uswAojdw3 iie4 jo Juswpiedsq ay3 Jo uoissiw 3y |

“UOTI2POUTUIOIDE S[qBUOSEaI 10] 3sanbax

s jueordde ue 01 puodsa1 Aewx pue suonouny
pore[a1-qol urroyrad o yuestidde ue Jo LyIqe
a3 oyut axmbur Aeur rodojdwue ue Tossmoy

TONIPUOD

[eotpaur 10 A1iqestp edisAyd/feluant e jo
A1119A3s pue a1myeu Y3 noqe Surrmbuy .

uonrpuod

[eoTpaur 10 AJMIqestp [estsAyd/eyusur
® sey 9ado1duwrs 10 Juestidde ue 1oUIoyMm

0} se Appoarpur 10 Apoairp Suumbuy .
jusuriordurs
Jo 1930 ue Sunyewr o3 1011d safojdura
10 queordde Aue Jo Axmbur/uoneururexs
eor3otoyo4sd/feotpaur Aue Surmbay .
uro1y SuniIm Ul I0 AJeqIaa
T30 s1afoydus syiqryoxd YHET oYL

saunbuj yuswiAojdwy

“Ay1aT10® oJ1] T0(PTI B

SITUII] 2SI 2INSeaU SUNeSHIU 1) SSa{un
€213 ‘SIS9TIS0Id “UOTIBOIPSUL SEB YOTS “QINSBIU
Suryednrw Aue Jo ssofpreda1 pauTuIIalep

st Ayranoe aJ1] 10(ew © Syrwi], AIIQesTp 10
UOTIIPUOD B IYIAYAN AII[IQESIP B PaId
-PISTOD 9q 0] ‘ME[ [ISPSJ ISPUN SB  WOTIRIIUII]
[enUeISqNS B SAJOAUT O} JABY 10U S0P
Arqiqestp ayq(, “Aaranoe o1y Jofew e Jror],
ATuo jsnux AJIIQeSTP B ‘Me[ BIWLIOJI[E,) 19pU[)

“UOTIIPUOD [BIIPoWL
pue Kqestp [eorsdyd iqestp eyuaw

LBL&I Rev. 1/21/2010



‘[215p3J £3] ¢ anb sapepedessip uoo seuosiad
se] & uorIoajo1d spw 200150 YT 497 BT

(vav) sopepiededsiq uos souesliawy
ap [esopa a7 e uod epesedwo) YHIH

‘se3o1p o

sajuaIejadniss op OO 2 [enIoe OSn [3p
BIDUIMOISTOD B 19§ wrepapod anb soonedoors
sourolsen o ‘eyuewrorrd ‘eruewojdapd
‘soarsindurod sexopednl e Tenxos elonpuod
ap sourojseI} afnput ou pepoededsip v

*SEOI}QUDS SBOIISII9}0BIED O JIOURD

[ U3I31J21 3$ SBWII[T SBISH "SOPEPIUWLISJUD 3P
odr} 0110 2IQND ‘OWSIUIISY "ONPIAIPUI [ OU O
e3oedEdSIP UQIIPUOD 1S3 PEPI[ENIOR B] US IS UQID
-BIPISUOD Ud JEUIO) WIS ‘(HIA/VIS OpuaAnpur)
SEOIST] O So[ejuat sopepededstp a1qnd 497 B

*peINOIIp UeId eun dIesned
eupod owmm 0353 1o0ey anb rensoursp epond
Iopes[dws [2 snb sousur e SeIIS 0 Sa[ejuawW

sopepoededsTp WO SONPIAIPUI & Iepotaode ered
S9[qBUIOZE SSUOEdYTPOUI UaT)09)o saIopea[dure
soy anb suodsrp ‘owstursy ‘peproedessip
'UN 9P 23yns onpiarpul 2 anb aqoiad ss onb e
OpIQap O OnpIAIpUI Un 9p pepoededsip eun

® OPIqap 09[duIa [3 U3 05008 A UQIIBUIULIISIP
ap so1oe aquyoxd [end B {(VH) vpusian

v] £ 031d1ug 13 13 popun3y ap 4377 B[ 9P OJUITW
-tiduwmo [2 eanSase ([HAJ(] Sursnoyy pue
juswfordwy Ireg Jo jusunreds(]) BPUSIAIA B[
£ ospduryg o us peprendy ap ojuswrerreds(] 4

pepnedelsiq e
opigaq oajdw3 |3
ua uopeulwldsIg

nb| sp ojuswepedaq

(PO/70) SP8L-HIHA

Sursnoy] x yuswdordwrg ire] jo Jueunreds(
BIWIOKTED) JO 33BIS

“AJUBULLOLIZIUD UDILPUL 35
anb sosauunu so] v ojuspLdap |2 U0 asanbuuniuod Loavf tod
OALIDUIAID 0JDULIOf UM U2 UYITLLLOfUL 153 9P U102 buUn 4q1oaL
apand owioo ap asirulofur vivg sapvpavdoosip 1od svuosiad
vuvd 2]qU0ZDL UPIIDPOLLOID DUN OUL0D 31195500 A DIopDINdLL0D
ap 005ty Ypupid vi15] DYpvLg Ud 91quiodstp PIsa uoIBULIOfUL
153 Sapvp1ovdvIsi(J 102 SOUYILIIULY 3p A2 v] ap sopstnbal so]
A vruiofyjpry ap ouiz1909) ap 03197 12 U0I 0PLNIY AT

403" DI Y2fp"MMm :P3I B] U3 ONIS OIJSINT I]ISTA O
0Z€7-00Z (008) XL ordumu

$891-88 (008) 038> UIs OIPWNU [& HTIJ
oD 2sanbIunuIod TeUoHIPE UQIBULIOIUT IIQIO3T BIE]

JsopepuewIa(J
so[ 4 sayue>unua(J sof exed emo) “HIIJ 9P S6ST
uonedqnd 9] 23[NSU0D UQIOBPULIOJUT SBUI BIBJ
*SOPIIIIS OPIS Uedey
3SIB[[2IONY) B 0Y02I3(] [oP UoweoynoN e 4 HIId
sjue eysandiajur efonb ey anb e sjuswronsisod
[IADD [eUnqLI} un sjue Ie[noiaed epuewap eun
1ouodisyur owrsturrse uopand sa1opeleqen) soJ
opeonjoaut Jopes[dus [9p sa[eI0qe]
seorjoerd o seonyod SB[ B SOUOIDBRIYIPOIN -
osond 1o
ud pepiaow o ugpouroid ‘sopesene soded .
oisand e uomeI0dI00UISI 0 UQIBIBIUOD) «
£a71 e[ opejueIgenb
uey QUIULISAP 95 anb seuosiad o saropesiduue

'sopiqiyoid uos onplAIpul
un ua peppededsip eun owod eq4ad
as anb oj us o pepededsip e| ue sopeseq
0sode [3 A o9|dwa |3 US UoPBUIWLISIP B

SOT op oun eped & s[qedT[de Tejuaul 0}
-ustunyns o souep 10d uomesuadurod o SeIMN -
:SEOSTPLIN{ SAUOTON]OSII $)UMSIIS SB[ TBUIPIO ©
19pa201d spand ‘UQIBUTIILIOSIP 9P 0108 UN OPISUIOD
ey 25 anb o[ey uUN eIIMIS UQISTIIOY) ] anb oses [o Uy

*2JUBUNTSP [9P IoAe] e YA 10od

eysondisyur effesonb euN B 0 (TOISSTUIIO) SUISTIOL]
pue yuowordury 1eg) BpUSIAIA B[ 4 09[dwig [
U2 peplens] op UQTISTIHOY) B 3)ue sedrqnd sepusrpne
€35 B4 ® JONPU0D 9pand uomesnoe eisy [RULIO]
uomesnoe eun 1ouodisjur apond ojuswrelredsg

[° ‘011xp ue3ua) ou opiande un e Ie3ay] ered ssuomw
-B1D033U Se] £ UQDBUTHILIDSIP 3P 0108 UN oLLmMO0 anb
seqonid usystxs anb sururzalep A anb oseo o ug
“SjusurelIeIun{oA seIndsIp sns ueansai snb ered
sajred se[ e 11059 9P BRI} £ [BIINOU BISUBI BUN
9P soyoaY SOT 1eSNSIAUT $3 I 9P UoLUNy 2]
‘sewIsTur se] op pepriouid ef uo

9sOpUESE( [BUI] 358] 1S U SI[BUTULIS) SIPBPIULIIJUD
op uaiyns anb seuosiad 10d seisendiejur sefonb
se] esao01d HAIQ "8¥9T-%88 (008) [e OpuewEe(]
HIIQ s1ue efenb run 15u0dI1s1UT ‘UQIDBUTWILIDSIP
eyunsaxd e[ BpLIINOO 3p OWe UN 9p onusp ‘uspand
‘pepoededsIp 9p WOIIPUOD NS BPRP ‘0SOJE O UQIDRU
-TUILIDSIP 9P 010€ UN 9P SBUWINOLA OPIS Uey anb usa1d
anb o3sand un e sajueldIOS SOT O sa1opelEqeI) SO

efan® eun ap uomnisodiaiu]

uerrejuowne Jopesdurs
op 01n33s ap sese) se] anb eUINIISTUOd OWIOD
BLISBI) SOTIPIAIPUI SOIS3 3P UQRIBIUOD BT -
$SOI)0 € Tewmse] O asIewun)se] erarpnd
euosiad ef orming [2 ua anb ap pepriqisoq -

:sopejededsp SO BIJU0D TRUTIILIDSIP
ered soyqeldsoe sesnoxs wos ou sazropesjdurs sof
10d sepesn 2]UAWNUIOD SIUOZEI SOP SIIUIIMNSIIS Se]

LBL&I_Rev. 1/21/2010



0i1317ad [ uerIONPa1 O URLIBUIWIP anb
SO[qRUOZEI SSUOTOBIYIPOUI Se] $A[qIuodsIp up)sd
ou £ I0qQe[ NS B SIIUIISYUL SITOIOUN] SB]
TeZITR1 B soxjo ered o euustwu IS ered sjusuTIUY
013172d un rejussaxd eripod euosiod e .
I0Qe] 1S © SAJU2IAYUL
sauorouny se[ rezifeal ered euosiod e e
eLelNIqey anb sjqeuozer uomesyrpowr eundura
Aeq ou £ ofeqer} NS B SIIUSISYUT SI[RIIUISI
ssuopuny se[ Tezieal op zedeour so euosiad BT .
:souozel
s31ua SIS sey ap eIambreno us epeseq ‘os(durs
U U0D BPERUOIOE[2I UQISDIP BUN eUI0) Jopea[durs
un I TQIIRUTUILIDSIP 9P 0308 UN BISPISUOD 3 ON

uoeuwLIsIq

-xopeasjdurs [ap arred xod

£3[ B B [RUOIPE UQILIJUI BUN IMINSTOD elIpod
sjustpuadspur eorpow uotuido eun reydsoe ou [g
*JOQE[ 1S B S3}UDIDYUT SSUOIOUNJ SB[ Jezjeas ap zedeo
$2 TOTISaND U euosiad B 15 © 0302dsar uod eyndsip
eUN BISTX2 90b 0sed [0 U S1usrpusdapur esrpemt
uorurdo eun ejussaid e ofeqel} op SJUBIDI[OS UN B
peprunjzodo e sputiq o7 Jopesjduws un anb suodsip ag

squsipusdapuj edipay uoluido

‘vyivd v] 3p

SIPYPIULIIJUT D 0p1Ga(] SUIIUISHY 3P [Viapa] 43T B]
0 DIUIOf1]V)) U2 DYIUD,] 3P SOY2243(T SOT ap A3 B[
10d sojaa1qnd re3se uelrpod ofeqer) [op asIejusTIE
usl1sa0su anb sopeimedessip saropefeqery so

"J0pe(eqeI] [ JepOTIOoDE

a1qisod sa 15 TRUTUIISISP 3P 032(qO 2 WOD SOUISIXD
soj1odxo op o sapeyUsUIRUISqNS SOWISTUESIO 9P BpPNAE
1eyo1j0s opand 1opes(durs up) "ONPIAIPUI [e INSISE
ered 00111092 O SOOTURISUT sojeIede op OIISTUTITS
@ 0/4 ‘ofeqen) op 18SN] 0110 B OpER[SEI] ‘SOOIPIW

"B]DUD[OIA 3P sope ap uopeiyadiad e| ap usiquiel owod ‘sodignd

sema[qoid B opIqap sosuedsIp 1851030 ‘oleqer op
ourexoy [2 o ‘o3sand ns us I0pefeqer [9p saI2qap

SO[ JEOIPOWI ‘B SEPEITUI[] U)o ou anbune ampour
uspand $I[qEUIOZEI SIUOIIBIHIPOUI s8] “Topes[durs

[ 3[qeISPISUOD UIS[qoId UM BIOUSTISSUOD OWIOD JB1)
OU B3 1S ‘9[qBUOZEI UQIDEIYIPOW BUT BIIPISUOD 3§

-errewrtad peproedeostp ef 1ejen) ered sopuasSur
SOJUSWED[PIT OUIOD SI[E] 9O} UBNUIJE BPIPSUI BUN
& 0pIqap as1onpoid uapand SOUODEIYIPOUT SBIST
-010adsa1 Te ugisap eum Jewo] B 01431d 0 ‘ojsand un
exed euosiad es9 B Iezerdal ap sajue ‘euosiad eun e
s[qeuozelI BUIIO] US Iepowode eied sa[qisod sotpawa
$O[ SOpO} 219p1su00 1opes[dws un anb suodstp ag

sajqeuozey sauoPeIIPON

-0a1dws ap £ [euosiad op

sajuapadsajue sof ap eperedss 4 sjrede ssisusiuemr
3Qap UQBULIOJUI BISH “TOPe(eqeI] [9P pPrjes 3P
eure3oid op sired UBUIIO] SS[BEND SOT ‘SOJIPIUI S3IUSP
-209)Ue OPUAN[OUI ‘SOTIBIUN[OA SOJIPIUI SIUITIBLXI
TeziTeal e 19p3void owsruase eprpod 1opesjdus un

“UQESepUl O USUIBX

OwIsTUI B $032(NS U)sa 03[dUIs 9P UQIIEBDIJISE[D
PWISIW B O(Bq SOPBIRIIUOD UIIIAI SaI0Peleqe) sof
sopo) anb £ ‘esarduio e[ 9p SOPEPISIIAU SB] UOD
apIanou0d £ ofeqel) [2 U0 OPRUOIDL[I 1S3 UITIBXD
1o opuend £ s1dwsts ‘00130[0015/00TPIWI USWIEXS Un
0qed B 943[ 95 anb 1e31170s BrIpod 1opesdurs un
‘SaUoDUNJ STIS 9P 0ZUSTOD Te o1ad1d o1ad ‘ayureidrjos
un e 0a7dws ap ©119J0 BUN 0YI3Y BY 35 anb zaa vUn

“UOIIPUOD NS BPEP
sa[qeuozel sauotedyIpow usuoniodoid s7ss anb v
syuenysod un ap prnywI[os ] B 1opuodsar uerrpod
soropes[dus sof 4 ofeqer) [e S31ULISYUI SSUODUTY SB]
Tezireal eIed ou o 01de $3 3JURYDI[OS UTL IS 21GOS SAU
~opedepur zezipeax spond Jopesjdue un ‘0SIeqUIL UIS

SOIDIAI3S A SEPUBIAIA se| Ud ‘oleqely ap Jefn| [@ ue UQDRUIWILIISIP 3P SO1I|I SO)DE Bp BlUIO}I[E) Bp

sajueliqey soj e Jobeoid se epusialp ) A osjdw3 |8 us pep|enb| op ojusweleds |9p uoisiw e

PEPOULISJUD BUN 3P O BIISY

o Teyuowr pepoededsip eun op pepaseId
£ oTopuy ] 9p B2190® SaUODESEPU] .

PEPSULISJUS BUN 3P O [BIUIU O

eo1syy pepededstp

BUN 9p 2Ns Iopefeqen [2 0 sjuenisod
[° 1S SJUSTBIDIIIPUI O BIO2IIP TeSepu] .«

oardwa Un 9p OjUSTWIDAO [e oraaxd

SeSI30[0DIS O SEJIPPUI SIUOIENILISAE

0 SOUSUIEX? B OPIIOWOS €3S 10peleqen)
o sjuemisod zembrens anb welsambay .

:2)USTUTE(ISA O OJLIDSI
10d anb saxopesidwe soy e aqrqord VHA

03153nd UN e s3Ue[N}sod Uod
sepezjjeay se1siAaiiug us sauopebepu

"BLIBID BDIA B[ 3P

Tedourid pepianoe eun e3IwI] IS U2 J]UBNUS)E
epIpaul e[ anb sousur e 13 ‘s153191d ‘sojuewa
~BDTPIU OUIOD SI[B) ‘SAJUBNUIL SEPIPIUT IBISP
-1SUOD UIS BUTULISNSP 9 B]SP ‘BLIBIP BPIA B] 9P
Tedouad pepranoe eun eyru], pepoededsip
0 PEPIULIJUS BUN 1§ "pepIdededsip eun
ourod epeISPISUOD B3 anb eied s[qeiopisuod
uomeIWI], eun uasaider peproededsip

e[ anb s1ombaz ou 159 ‘[e19pa] 437 B UOD
epereduwio)) "eLrerp epia e[ op fedpurid peprande
BUN JRJTUIT[,) 3}USUIR[0S 93P pepioededsip
BUN ‘BIUIOJI[ED) Ud A3] o] 10d oysandsip of undag

.wﬁuﬂwgww SeoT)slIaloeIed

0 I20UED [ UOD OPBUOIE[3I PNJES 3P OPBISA |2
£ seo1syy “sorejuo sopeproededsip UaAnIIISUOD
anb o7 21qos serjdure ssUOIUGSP SUITUOD
BIWIOJITED) 3P A3] B[ ‘Ojdwao 104 “VHHA

Ao7 B ® as1e)a(ns anb uauon sopes[duws spuw

0 0JUID UO0D BIUIOJE)) U s31opea[dura so]

LBL&I Rev. 1/21/2010



PORMSIBILITIES

D MEDICAL LEAVE ACT

i

UNDER THE FAMILY A

Basic Leave Entitlement

FMLA requires covered employers to provide up to 12 weeks of unpaid, job-

protected leave to eligible employees for the following reasons:

e For incapacity due to pregnancy, prenatal medical care or child birth;

e To care for the employee’s child after birth, or placement for adoption
or foster care;

e To care for the employee’s spouse, son or daughter, or parent, who has
a serious health condition; or

e For aserious health condition that makes the employee unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse, son, daughter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave entitlement to address
certain qualifying exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployment reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up to 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces, including a member of the*
National Guard or Reserves, who has a serious injury or illness incurred in
the line of duty on active duty that may render the servicemember medically
unfit to perform his or her duties for which the servicemember is undergoing
medical treatment, recuperation, or therapy; or is in outpatient status; or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the employee
had continued to work. Upon return from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits, and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one year, for 1,250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness, injury, impairment, or physical or
mental condition that involves either an overnight stay in a medical care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and a
regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

U.S. Department of Labor | Employment Standards Administration | Wage and Hour Division
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Use of Leave

An employee does not need to use this leave entitlement in one block. Leave
can be taken intermittently or on a reduced leave schedule when medically
necessary. Employees must make reasonable efforts to schedule leave for
planned medical treatment so as not to unduly disrupt the employer’s
operations. Leave due to qualifying exigencies may also be taken on an
intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid leave
while taking FMLA leave. In order to use paid leave for FMLA leave,
employees must comply with the employer’s normal paid leave policies.

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take FMLA
leave when the need is foreseeable. When 30 days notice is not possible, the
employee must provide notice as soon as practicable and generally must
comply with an employer’s normal call-in procedures.

Employees must provide sufficient information for the employer to
determine if the leave may qualify for FMLA protection and the anticipated
timing and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable to
perform daily activities, the need for hospitalization or continuing treatment
by a health care provider, or circumstances supporting the need for military
family leave. Employees also must inform the employer if the requested
leave is for a reason for which FMLA leave was previously taken or certified.
Employees also may be required to provide a certification and periodic
recertification supporting the need for leave.

Employer Responsibilities

Covered employers must inform employees requesting leave whether they
are eligible under FMLA. If they are, the notice must specify any additional
information required as well as the employees’ rights and responsibilities. If
they are not eligible, the employer must provide a reason for the ineligibility.

Covered employers must inform employees if leave will be designated as
FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. If the employer determines that the leave is not FMLA-
protected, the employer must notify the employee.

Unlawful Acts by Employers

FMLA makes it unlawful for any employer to:

e Interfere with, restrain, or deny the exercise of any right provided under
FMLA;

e Discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint with the U.S. Department of Labor or
may bring a private lawsuit against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersede any State or local law or collective bargaining agreement which
provides greater family or medical leave rights.

FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

U Woare aodd Honr Dinvesgon
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Certification of Health Care Provider for U.S. Department of Labor WH

Employee’s Serious Health Condition Employment Standards Administration
Wage and Hour Division

(Family and Medical Leave Act)

OMB Control Number: 1215-0181
Expires: 12/31/2011

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section I before giving
this form to your employee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally maintain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities
Act applies. :

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, your response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 20 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 C.F.R.
§ 825.305(b).

Your name:

First Middle Last

SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon your medical
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime,”
“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee is seeking leave. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( )] Fax:( )

Page 1 CONTINUED ON NEXT PAGE Form WH-380-E Revised January 2009
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PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
__No __ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? ___ No Yes.
Was medication, other than over-the-counter medication, prescribed? ___ No Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? __ No _ Yes. If so, expected delivery date:

3. Use the information provided by the employer in Section I to answer this question. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Page 2 ’ CONTINUED ON NEXT PAGE Form WH-380-E Revised January 2009
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PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? __ No __ Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? _ No __ Yes.

If so, are the treatments or the reduced number of hours of work medically necessary?
No Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per day; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g., 1 episode every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: hours or ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Page 3 CONTINUED ON NEXT PAGE Form WH-380-E Revised January 2009
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT ,
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a cutrently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, 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 information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, ‘Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.

Page 4 Form WH-380-E Revised January 2009
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Family Member’s Serious Health Condition =~ Employment Standards Administration
Wage and Hour Division

Certification of Health Care Provider for U.S. Department of Labor W“

(Family and Medical Leave Act)

OMB Control Number: 1215-0181
Expires: 12/31/2011

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee. Your response is
voluntary. While you are not required to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of employees’ family
members, created for FMLA purposes as confidential medical records in separate files/records from the usual
personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies.

Employer name and contact:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your family
member or his/her medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to return this form to your employer. 29 C.F.R. § 825.305.

Your name:

First Middle Last

Name of family member for whom you will provide care:

First Middle Last

Relationship of family member to you:

If family member is your son or daughter, date of birth:

Describe care you will provide to your family member and estimate leave needed to provide care:

Employee Signature Date

Page | CONTINUED ON NEXT PAGE Form WH-380-F Revised January 2009
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SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed above has requested leave under
the FMLA to care for your patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as to the frequency or duration of a condition, treatment, etc. Your answer should be your best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as you

can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage.

Limit your responses to the condition for which the patient needs leave. Page 3 provides space for additional
information, should you need it. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( ) Fax:( )

PART A: MEDICAL FACTS

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
__No __ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? __ No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? ~ No __ Yes. If so, expected delivery date:

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment):

Page 2 CONTINUED ON NEXT PAGE Form WH-380-F Revised January 2009
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PART B: AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patient’s need
for care by the employee seeking leave may include assistance with basic medical, hygienic, nutritional, safety or
transportation needs, or the provision of physical or psychological care:

4. Will the patient be incapacitated for a single continuous period of time, including any time for treatment and
recovery? __ No __ Yes.

Estimate the beginning and ending dates for the period of incapacity:

During this time, will the patient need care? __ No __ Yes.

Explain the care needed by the patient and why such care is medically necessary:

5. Will the patient require follow-up treatments, including any time for recovery? No Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment, including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an intermittent or reduced schedule basis, including any time for recovery? __
No _ Yes. "

Estimate the hours the patient needs care on an intermittent basis, if any:

hour(s) per day; days per week  from through

Explain the care needed by the patient, and why such care is medically necessary:

Page 3 CONTINUED ON NEXT PAGE Form WH-380-F Revised January 2009
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7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? No Yes.

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the frequency of
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g., 1 episode
every 3 months lasting 1-2 days):

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

- |
Duration: hours or ___ day(s) per episode ‘
Does the patient need care during these flare-ups? No Yes.

Explain the care needed by the patient, and why such care is medically necessary: |

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616;
29 C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, 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 information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, Washington, DC 20210.

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT. |

Page 4 Form WH-380-F Revised January 2009
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Employment Standards Administration

ReSpOnSlbl“tleS Wage and Hour Division

Notice of Eligibility and Rights & U.S. Department of Labor w"
(Family and Medical Leave Act) i

OMB Control Number: 1215-0181
Expires: 12/31/2011
In general, to be eligible an employee must have worked for an employer for at least 12 months, have worked at least 1,250 hours in the 12
months preceding the leave, and work at a site with at least 50 employees within 75 miles. While use of this form by employers is optional, a
fully completed Form WH-381 provides employees with the information required by 29 C.F.R. § 825.300(b), which must be provided within
five business days of the employee notifying the employer of the need for FMLA leave. Part B provides employees with information
regarding their rights and responsibilities for taking FMLA leave, as required by 29 C.F.R. § 825.300(b), (c).

[Part A — NOTICE OF ELIGIBILITY]

TO:
Employee
FROM:
Employer Representative
DATE:
On , you informed us that you needed leave beginning on for:

The birth of a child, or placement of a child with you for adoption or foster care;

Your own serious health condition;

Because you are needed to care for your spouse; child; parent due to his/her serious health condition.

Because of a qualifying exigency arising out of the fact that your spouse; son or daughter; parent is on active
duty or call to active duty status in support of a contingency operation as a member of the National Guard or Reserves.

Because you are the spouse; son or daughter; parent; next of kin of a covered servicemember with a
serious injury or illness.

This Notice is to inform you that you:

Are eligible for FMLA leave (See Part B below for Rights and Responsibilities)
Are not eligible for FMLA leave, because (only one reason need be checked, although you may not be eligible for other reasons):

You have not met the FMLA’s 12-month length of service requirement. As of the first date of requested leave, you will
have worked approximately ___ months towards this requirement.

You have not met the FMLA’s 1,250-hours-worked requirement.

You do not work and/or report to a site with 50 or more employees within 75-miles.

If you have any questions, contact or view the

FMLA poster located in

[PART B-RIGHTS AND RESPONSIBILITIES FOR TAKING FMLA LEAVE]

As explained in Part A, you meet the eligibility requirements for taking FMLA leave and still have FMLA leave available in the applicable
12-month period. However, in order for us to determine whether your absence qualifies as FMLA leave, you must return the
following information to us by . (If a certification is requested, employers must allow at least 15
calendar days from receipt of this notice; additional time may be required in some circumstances.) If sufficient information is not provided in
a timely manner, your leave may be denied.

Sufficient certification to support your request for FMLA leave. A certification form that sets forth the information necessary to support your
request ° is/ is not enclosed.

Sufficient documentation to establish the required relationship between you and your family member.

Other information needed:

No additional information requested
Page | CONTINUED ON NEXT PAGE Form WH-381 Revised January 2009
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If your leave does qualify as FMLA leave you will have the following responsibilities while on FMLA leave (only checked blanks apply):

Contact at to make arrangements to continue to make your share
of the premium payments on your health insurance to maintain health benefits while you are on leave. You have a minimum 30-day (or, indicate
longer period, if applicable) grace period in which to make premium payments. If payment is not made timely, your group health insurance may be
cancelled, provided we notify you in writing at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay your
share of the premiums during FMLA leave, and recover these payments from you upon your return to work.

You will be required to use your available paid sick, vacation, and/or __other leave during your FMLA absence. This
means that you will receive your paid leave and the leave will also be considered protected FMLA leave and counted against your FMLA leave
entitlement.

Due to your status within the company, you are considered a “key employee” as defined in the FMLA. As a “key employee,” restoration to
employment may be denied following FMLA leave on the grounds that such restoration will cause substantial and grievous economic injury to us.
We __have/____ have not determined that restoring you to employment at the conclusion of FMLA leave will cause substantial and grievous
economic harm to us.

While on leave you will be required to furnish us with periodic reports of your status and intent to return to work every

(Indicate interval of periodic reports, as appropriate for the particular leave situation).

If the circumstances of your leave change, and you are able to return to work earlier than the date indicated on the reverse side of this form, you will
be required to notify us at least two workdays prior to the date you intend to report for work.

If your leave does qualify as FMLA leave you will have the following rights while on FMLA leave:

e You have a right under the FMLA for up to 12 weeks of unpaid leave in a 12-month period calculated as:
the calendar year (January — December).

a fixed leave year based on

the 12-month period measured forward from the date of your first FMLA leave usage.

a “rolling” 12-month period measured backward from the date of any FMLA leave usage.

e You have a right under the FMLA for up to 26 weeks of unpaid leave in a single 12-month period to care for a covered servicemember with a serious

injury or illness. This single 12-month period commenced on

e Your health benefits must be maintained during any period of unpaid leave under the same conditions as if you continued to work.

e You must be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment on your return from
FMLA-protected leave. (If your leave extends beyond the end of your FMLA entitlement, you do not have return rights under FMLA.)

e Ifyou do not return to work following FMLA leave for a reason other than: 1) the continuation, recurrence, or onset of a serious health condition which
would entitle you to FMLA leave; 2) the continuation, recurrence, or onset of a covered servicemember’s serious injury or illness which would entitle
you to FMLA leave; or 3) other circumstances beyond your control, you may be required to reimburse us for our share of health insurance premiums
paid on your behalf during your FMLA leave.

e If we have not informed you above that you must use accrued paid leave while taking your unpaid FMLA leave entitlement, you have the right to have
_ sick, ___ vacation, and/or ___other leave run concurrently with your unpaid leave entitlement, provided you meet any applicable requirements
of the leave policy. Applicable conditions related to the substitution of paid leave are referenced or set forth below. If you do not meet the requirements
for taking paid leave, you remain entitled to take unpaid FMLA leave.

For a copy of conditions applicable to sick/vacation/other leave usage please refer to available at:

Applicable conditions for use of paid leave:

Once we obtain the information from you as specified above, we will inform you, within 5 business days, whether your leave will be designated as
FMLA leave and count towards your FMLA leave entitlement. If you have any questions, please do not hesitate to contact:

at

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It is mandatory for employers to provide employees with notice of their eligibility for FMLA protection and their rights and responsibilities. 29 U.S.C. § 2617; 29
C.F.R. § 825.300(b), (c). It is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29 C.F.R. § 825.500.
Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. The Department of Labor estimates that it
will take an average of 10 minutes for respondents to complete this collection of information, including the time for reviewing instructions, searching existing data
sources, 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 information, including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division,
U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM TO THE WAGE
AND HOUR DIVISION.
Page 2 Form WH-381 Revised January 2009
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Designation Notice U.S. Department of Labor WH.

(Family and Medical Leave Act) Wage and Hour Division

OMB Control Number: 1215-0181
Expires: 12/31/2011
Leave covered under the Family and Medical Leave Act (FMLA) must be designated as FMLLA-protected and the employer must inform the employee of the
amount of leave that will be counted against the employee’s FMLA leave entitlement. In order to determine whether leave is covered under the FMLA, the
employer may request that the leave be supported by a certification. If the certification is incomplete or insufficient, the employer must state in writing what
additional information is necessary to make the certification complete and sufficient. While use of this form by employers is optional, a fully completed Form
WH-382 provides an easy method of providing employees with the written information required by 29 C.F.R. §§ 825.300(c), 825.301, and 825.305(c).

To:

Date:

We have reviewed your request for leave under the FMLA and any supporting documentation that you have provided.
We received your most recent information on and decided:

Your FMLA leave request is approved. All leave taken for this reason will be designated as FMLA leave.

The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended, or were
initially unknown. Based on the information you have provided to date, we are providing the following information about the
amount of time that will be counted against your leave entitlement:

Provided there is no deviation from your anticipated leave schedule, the following number of hours, days, or weeks will be
counted against your leave entitlement:

Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be counted
against your FMLA entitlement at this time. You have the right to request this information once in a 30-day period (if leave
was taken in the 30-day period).

Please be advised (check if applicable):
You have requested to use paid leave during your FMLA leave. Any paid leave taken for this reason will count against your

FMLA leave entitlement.

We are requiring you to substitute or use paid leave during your FMLA leave.

You will be required to present a fitness-for-duty certificate to be restored to employment. If such certification is not timely
received, your return to work may be delayed until certification is provided. A list of the essential functions of your position
___is___is not attached. If attached, the fitness-for-duty certification must address your ability to perform these functions.

Additional information is needed to determine if your FMLA leave request can be approved:

The certification you have provided is not complete and sufficient to determine whether the FMLA applies to your leave

request. You must provide the following information no later than , unless it is not
(Provide at least seven calendar days)

practicable under the particular circumstances despite your diligent good faith efforts, or your leave may be denied.

(Specify information needed to make the certification complete and sufficient)

We are exercising our right to have you obtain a second or third opinion medical certification at our expense, and we will
provide further details at a later time.

Your FMLA Leave requestis Not Approved.
The FMLA does not apply to your leave request.
You have exhausted your FMLA leave entitlement in the applicable 12-month period.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
It is mandatory for employers to inform employees in writing whether leave requested under the FMLA has been determined to be covered under the FMLA. 29 US.C.
§2617;29 C.F.R. §§ 825.300(d), (e). It is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29 CF.R. §
825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. The Department of Labor
estimates that it will take an average of 10 — 30 minutes for respondents to complete this collection of information, including the time for reviewing instructions,
searching existing data sources, 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 information, including suggestions for reducing this burden, send them to the Administrator, Wage
and Hour Division, U.S. Department of Labor, Room $-3502, 200 Constitution Ave., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM

TO THE WAGE AND HOUR DIVISION.
Form WH-382 January 2009
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Employment Standards Administration

For Military Family Leave o o Hour Division
(Family and Medical Leave Act)

Certification of Qualifying Exigenc U.S. Department of Labor
ave : WHS

OMB Control Number: 1215-0181
Expires: 12/31/2011

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA leave due to a qualifying exigency to submit a certification. Please
complete Section I before giving this form to your-employee. Your response is voluntary, and while you are not
required to use this form, you may not ask the employee to provide more information than allowed under the
FMLA regulations, 29 C.F.R. § 825.309. ’

Employer name:

Contact Information:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section II fully and completely. The FMLA permits an
employer to require that you submit a timely, complete, and sufficient certification to support a request for FMLA
leave due to a qualifying exigency. Several questions in this section seek a response as to the frequency or duration
of the qualifying exigency. Be as specific as you can; terms such as “unknown,” or “indeterminate” may not be
sufficient to determine FMLA coverage. Your response is required to obtain a benefit. 29 C.F.R. § 825.310.
While you are not required to provide this information, failure to do so may result in a denial of your request for
FMLA leave. Your employer must give you at least 15 calendar days to return this form to your employer.

Your Name:

First Middle Last

Name of covered military member on active duty or call to active duty status in support of a contingency operation:

First Middle Last

Relationship of covered military member to you:

Period of covered military member’s active duty:

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes
written documentation confirming a covered military member’s active duty or call to active duty status in support
of a contingency operation. Please check one of the following:

A copy of the covered military member’s active duty orders is attached.

Other documentation from the military certifying that the covered military member is

on active duty (or has been notified of an impending call to active duty) in support of a

contingency operation is attached. ;

I have previously provided my employer with sufficient written documentation conﬁrmlng the covered
military member’s active duty or call to active duty status in support of a contingency operation.

Page 1 CONTINUED ON NEXT PAGE : Form WH-384 January 2009

LBL&I Rev. 1/21/2010

Page 21



PART A: QUALIFYING REASON FOR LEAVE

1.

Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific
reason you are requesting leave):

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency
includes any available written documentation which supports the need for leave; such documentation may
include a copy of a meeting announcement for informational briefings sponsored by the military, a
document confirming an appointment with a counselor or school official, or a copy of a bill for services for
the handling of legal or financial affairs. Available written documentation supporting this request for leave
is attached. ~ Yes __ No __None Available

PART B: AMOUNT OF LEAVE NEEDED

L.

Page 2

Approximate date exigency commenced:

Probable duration of exigency:

Will you need to be absent from work for a single continuous period of time due to the qualifying
exigency?  No __ Yes.

If so, estimate the beginning and ending dates for the period of absence:

Will you need to be absent from work periodically to address this qualifying exigency? -~ No _ Yes.

Estimate schedule of leave, including the dates of any scheduled meetings or
appointments:

Estimate the frequency and duration of each appointment, meeting, or leave event, including any travel
time (i.e., | deployment-related meeting every month lasting 4 hours):

Frequency: times per week(s) month(s)
Duration: hours day(s) per event.
CONTINUED ON NEXT PAGE Form WH-384 January 2009
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PART C:

If leave is requested to meet with a third party (such as to arrange for childcare, to attend counseling, to attend
meetings with school or childcare providers, to make financial or legal arrangements, to act as the covered military
member’s representative before a federal, state, or local agency for purposes of obtaining, arranging or appealing
military service benefits, or to attend any event sponsored by the military or military service organizations), a
complete and sufficient certification includes the name, address, and appropriate contact information of the
individual or entity with whom you are meeting (i.e., either the telephone or fax number or email address of the
individual or entity). This information may be used by your employer to verify that the information contained on
this form is accurate.

Name of Individual: ' Title:
Organization:

Address:

Telephone: ( ) Fax: ( )
Email:

Describe nature of meeting:

PART D:

I certify that the information [ provided above is true and correct.

Signature of Employee Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, 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 information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution AV, NW, Washington, DC 20210. DO NOT
SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION; RETURN IT TO THE EMPLOYER.

Page 3 | Form WH-384 January 2009
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Employment Standards Administration

lliness of Covered Servicemember - - 70 Division
for Military Family Leave (Family and
Medical Leave Act)

Certification for Serious Injury or U.S. Department of Labor
J : WHE

OMB Control Number: 1215-0181
Expires: 12/31/2011

Notice to the EMPLOYER INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act
(FMLA) provides that an employer may require an employee seeking FMLA leave due to a serious injury or illness
of a covered servicemember to submit a certification providing sufficient facts to support the request for leave.
Your response is voluntary. While you are not required to use this form, you may not ask the employee to provide
more information than allowed under the FMLA regulations, 29 C.F.R. § 825.310. Employers must generally
maintain records and documents relating to medical certifications, recertifications, or medical histories of
employees or employees’ family members, created for FMLA purposes as confidential medical records in separate
files/records from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with
Disabilities Act applies.

SECTION I: For Completion by the EMPLOYEE and/or the COVERED SERVICEMEMBER for whom
the Employee Is Requesting Leave INSTRUCTIONS to the EMPLOYEE or COVERED
SERVICEMEMBER: Please complete Section I before having Section II completed. The FMLA permits an
employer to require that an employee submit a timely, complete, and sufficient certification to support a request for
FMLA leave due to a serious injury or illness of a covered servicemember. If requested by the employer, your
response is required to obtain or retain the benefit of FMLA-protected leave. 29 U.S.C. §§ 2613, 2614(c)(3).
Failure to do so may result in a denial of an employee’s FMLA request. 29 C.F.R. § 825.310(f). The employer
must give an employee at least 15 calendar days to return this form to the employer.

SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD”) HEALTH
CARE PROVIDER or a HEALTH CARE PROVIDER who is either: (1) a United States Department of
Veterans Affairs (“VA”) health care provider; (2) a DOD TRICARE network authorized private health care
provider; or (3) a DOD non-network TRICARE authorized private health care provider INSTRUCTIONS
to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the FMLA to
care for a family member who is a member of the Regular Armed Forces, the National Guard, or the Reserves who
is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on the
temporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury or
illness is one that was incurred in the line of duty on active duty that may render the servicemember medically unfit
to perform the duties of his or her office, grade, rank, or rating.

A complete and sufficient certification to support a request for FMLA leave due to a covered servicemember’s
serious injury or illness includes written documentation confirming that the covered servicemember’s injury or
illness was incurred in the line of duty on active duty and that the covered servicemember is undergoing treatment
for such injury or illness by a health care provider listed above. Answer, fully and completely, all applicable parts.
Several questions seek a response as to the frequency or duration of a condition, treatment, etc. Your answer
should be your best estimate based upon your medical knowledge, experience, and examination of the patient. Be
as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine
FMLA coverage. Limit your responses to the condition for which the employee is seeking leave.

Page 1 CONTINUED ON NEXT PAGE Form WH-38S January 2009
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Employment Standards Administration

Certification for Serious Injury or lliness  U.S. Department of Labor
WHS

of Covered Servicemember - - for Wane e Hour Divcion
Military Family Leave (Family and
Medical Leave Act)

SECTION I: For Completion by the EMPLOYEE and/or the COVERED SERVICEMEMBER for whom
the Employee Is Requesting Leave: (This section must be completed first before any of the below sections can be
completed by a health care provider.)

Part A: EMPLOYEE INFORMATION

Name and Address of Employer (this is the employer of the employee requesting leave to care for covered
servicemember):

Name of Employee Requesting Leave to Care for Covered Servicemember:

First Middle Last

Name of Covered Servicemember (for whom employee is requesting leave to care):

First Middle Last

Relationship of Employee to Covered Servicemember Requesting Leave to Care:
Spouse  Parent = Son °© Daughter = Next of Kin

Part B: COVERED SERVICEMEMBER INFORMATION

(1) Is the Covered Servicemember a Current Member of the Regular Armed Forces, the National Guard or
Reserves? = Yes No

If yes, please provide the covered servicemember’s military branch, rank and unit currently assigned to:

Is the covered servicemember assigned to a military medical treatment facility as an outpatient or to a unit
established for the purpose of providing command and control of members 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:

(2) Is the Covered Servicemember on the Temporary Disability Retired List (TDRL)? Yes . No
Part C: CARE TO BE PROVIDED TO THE COVERED SERVICEMEMBER

Describe the Care to Be Provided to the Covered Servicemember and an Estimate of the Leave Needed to Provide
the Care: ‘

Page 2 CONTINUED ON NEXT PAGE Form WH-385 January 2009
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SECTION II: For Completion by a United States Department of Defense (“DOD”) Health Care Provider or
a Health Care Provider who is either: (1) a United States Department of Veterans Affairs (“VA”) health
care provider; (2) a DOD TRICARE network authorized private health care provider; or (3) a DOD non-
network TRICARE authorized private health care provider. 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 ensure that
Section I above has been completed before completing this section.) Please be sure to sign the form on the last

page.

Part A; HEALTH CARE PROVIDER INFORMATION
Health Care Provider’s Name and Business Address:

Type of Practice/Medical Specialty:

Please state whether you are either: (1) a DOD health care provider; (2) a VA health care provider; (3) a DOD
TRICARE network authorized private health care provider; or (4) a DOD non-network TRICARE authorized
private health care provider: /

Telephone: () Fax: () Email:

PART B: MEDICAL STATUS
(1) Covered Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):

(VSI) Very Seriously IIl/Injured — Illness/Injury is of such a 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 healthcare 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 healthcare providers.)

OTHER Ill/Injured — a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade, rank, or rating.

NONE OF THE ABOVE (Note to 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 servicemember undergoing medical treatment, recuperation, or therapy? Yes = No. If
yes, please describe medical treatment, recuperation or therapy:

Page 3 CONTINUED ON NEXT PAGE Form WH-385 January 2009
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PART C: COVERED SERVICEMEMBER’S NEED FOR CARE BY FAMILY MEMBER

(1) Will the covered servicemember 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:

(2) Will the covered servicemember require periodic follow-up treatment appointments?
Yes _ No Ifyes, estimate the treatment schedule:

(3) Is there a medical necessity for the covered servicemember to have periodic care for these follow-up treatment
appointments? Yes No

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

Signature of Health Care Provider: Date:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years, in accordance with 29 U.S.C.
§2616; 29 C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of
information, including the time for reviewing instructions, searching existing data sources, 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 information, including suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.S.
Department of Labor, Room S-3502, 200 Constitution AV, NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM
TO THE WAGE AND HOUR DIVISION: RETURN IT TO THE PATIENT.
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