A JOHNS HOPKINS

MEDICINESA

HOME CARE GROUP

FAMILY MEDICAL LEAVE (FML) CHECKLIST

Before we can process the attached Family Medncal Leave Request Form, piease make
sure the following items are completed for each form: _

-“Hequest for FML" Form:

1.

]

AII requnred srgnatures must be obtained (Employee, Supervlsor/Manager)

Date of FMLA to commence must he completed.

«Gertificate of Health Care Provider” Form:

O

OO0 o
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- The information provided must be legible.

FML forms must be completed by the pmvzder only

Physician’s name; location, and phone number must be included and legible

Medical diagnosis must be provided.

If the FML. is for the care of a family member, please provided their reiaﬁonship
(spouse, child, mother or father) and the bottom of page 3 must be completed hy -

employee.

Frequency and duration of time off must be requured to complete approvai The
frequency and duration must be as spacific as possible. .

" For mtermlttent- lea_ve, questnon 5 {a) (b) and (c) must be completed in detail,

“incomplete forms will result in a delayed approval and/or proceésing. *

Please return the completed FiIL forms to the Human Resoutrces Office _




