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COMMONWEALTH OF MASSACHUSETTS

MEDICAL CERTIFICATION

DIRECTIONS TO EMPLOYEE:

1.  You may use this form to obtain a certification from your health care provider of your serious health condition.

2.  Please have your physician fill out this form and return it to your supervisor within 15 days.

TO BE COMPLETED BY EMPLOYEE’S HEALTH CARE PROVIDER:  (please print or type)

1.
Employee’s Name





_________________________________________



Department / Agency












2.
Patient’s Name (If other than employee)












Relationship to Employee













3.
Date condition began



4.  Date condition ended (or is expected to end)


5.
Please describe the medical facts regarding the condition







































6.
It  ( will  ( will not  be necessary for the employee to work on an intermittent basis or to work on a less than full schedule as a result of the condition.  If yes, state the probable duration







7.
If the condition is a chronic condition or pregnancy, state whether the patient is presently incapacitated and the likely duration and frequency of episodes of incapacity
























8.
Additional treatments  ( will  ( will not  be required for the condition.  If yes, provide an estimate of the probable number of such treatments












9.
If the treatment will be provided on an intermittent or part-time basis, provide an estimate of the probable number and interval between such treatments, actual or estimated dates of treatment if known, and period required for recovery, if any  













10.
If any of these treatments will be provided by another provider of health services (e.g., physical therapist), please state the nature of the treatments










11.
If a medical leave is required for the employee’s absence from work because of the employee’s own condition, please state whether the employee is unable to perform work of any kind







12.
If able to perform some work, please state whether the employee is unable to perform any one or more of the essential functions of his or her job?

  If yes, which essential functions is the employee unable to perform?

13.
Will it be necessary for the employee to be absent from work for treatment?





Signature of Health Care Provider



Date

Address






Telephone
