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FAMILY MEDICAL LEAVE ACT LEAVE &

MEDICAL LEAVE
INSTRUCTIONS and FORMS

The forms in this packet are intended for use when an employee of St. Peter's Hospital is requesting Family Medical Leave Act (FMLA) or Medical Leave of Absence leave.

To request any type of Family Medical Leave, the employee must:

· Complete the "Request for Family or Medical Leave of Absence" form (FORM A). FORM A is returned to Shona Ellison in Human Resources. 

· Take the "Certification of Health Care Provider" form (FORM C) to your physician for the physician to complete and sign. The physician or employee should send this form to Shona Ellison, Human Resources at St. Peter's Hospital. 

· If the employee is requesting a Family Leave to care for a family member, the employee must sign FORM D and submit this form to the treating physician for completion and physician signature and return to Shona Ellison, Human Resources at St. Peter's Hospital.

· Contact Shona Ellison regarding their leave of absence. (444-2219). FORM B, "Notice of Eligibility, Rights, and Responsibilities" form will be completed and mailed to the employee.
BEFORE RETURNING TO WORK…

· When your anticipated return to work is approaching, schedule a visit with your physician to obtain a completed and signed "Release to Return to Work" form (FORM E) and schedule a meeting with your Director/Office Manager to discuss work schedules, any possible restrictions and/or any special needs you may foresee.
· The employee must deliver the "Release to Return to Work" form (FORM E) to their physician for completion and physician signature. The signed "Release to Return to Work" form must be received by the department Director/Supervisor/ Office Manager or Human Resources before the employee may return to work. (The physician may send the form or the employee may bring the form to Human Resources).

CHANGING BENEFITS DUE TO QUALIFYING EVENT


(EX: ADDING A BABY OR ADOPTING A CHILD)
· Note instructions on page 3.
While on a Family or Medical Leave of Absence…

· It's important to stay in contact with your department Director/Supervisor and Shona Ellison (444-2219), in Human Resources. 
· Whenever possible, a check-in call is requested every two-three weeks while on FLMA/Medical Leave of Absence leave. 

Changing Benefits Due to Qualifying Event
(Adding new baby to your coverage)

· Requests to change benefits due to a qualifying event must be made within 30 days of the qualifying event.

· If the request is not received within 30 days employees will need to wait until St. Peter’s Open Enrollment to make changes to their plan.

· Proof of the qualifying event must be submitted to Human Resources in addition to the change request being completed online.  

· Social Security Number for new baby will be required as soon as it is received.  It must be added within 60 days.
Log onto the HR InTouch Portal

https://stpetesmt.hrintouch.com
Your Username and Password is:
Contact HR if you do not remember your ID or PW

Select “Life Events”
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Select “Change my benefits due to a life event”
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Follow the prompts until you have completed your updates

If you have any questions please contact Human Resources at 444-2119.
St. Peter’s Hospital
Helena, Montana
FAX:  (406)447-2609

Request for Family or Medical Leave of Absence/Military Family Leave

Employee’s Name: 
   Today’s Date: 


Address: 
  State: 
  Zip: 


Does your spouse work for St. Peter’s Hospital?    No
  Yes     
Reason for taking leave (check one); please complete follow-up information as necessary:



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.
Name of family member for whom you provide care: 



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:



*Because of a qualifying exigency arising out of the fact that your 
 spouse; 
 son or daughter; 
 parent is on covered active duty or call to covered active duty status with the Armed Forces.



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

For leaves to be taken all at once, rather than on an intermittent or reduced workweek basis:

Date leave is to start: 

Date I expect to return to work: 


For leaves to be taken on an intermittent or reduced workweek basis:

Schedule of time needed off: 


Note: For leave for the birth or placement of a child, intermittent or reduced workweek leaves are subject to approval.

Employee Signature

Date

ST. PETER’S HOSPITAL 

HELENA, MONTANA

FAX:  (406)447-2609

	FMLA / Medical Leave Certification of Health Care Provider


Employee Name: 

Today's Date 
_____________

The attached sheet describes what is meant by a “serious health condition” under the Family and Medical Leave Act.  Does the patient’s condition qualify under any of the categories described?  If so, please check the applicable category: 

(1) _____ Hospital Care

(2) _____ Absence Plus Treatment

(3) _____ Pregnancy

(4) _____ Chronic Conditions Requiring Treatments

(5) _____ Permanent/Long-term Conditions Requiring Supervision

(6) _____ Multiple Treatments (Non-Chronic Conditions)

(7)
____    None of the above

1. 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):

2. a.  When did the conditions commence, and what is the probable duration of the 

     condition?


Estimated Disability Period:  From __________ To __________ (approximately)

***If the medical condition is pregnancy, indicate expected deliver date.
b. Will it be necessary for the employee to work only intermittently or to work on a less that full schedule as a result of the condition? 
Yes _____
No _____


What is the probable duration? _____________________________

3. Is inpatient hospitalization of the employee required?
Yes _____
No _____

4. Is employee able to perform work of any kind? (if “No”, skip to item #5)
Yes _____
No _____

5. Is employee able to perform the functions of employee’s position?  (Will provide essential function of employee’s position if needed.)  

Yes _____
No _____

Provider’s Name

Type of Practice

Provider’s Signature

Date

Address

Telephone


St. Peter’s Hospital
Helena, Montana
FAX:  (406)447-2609

	FMLA Certification of Health Care Provider - CARING FOR A FAMILY MEMBER


	TO BE COMPLETED BY THE EMPLOYEE NEEDING FAMILY LEAVE TO CARE FOR A FAMILY MEMBER:

State the care you will provide and an estimate of the period during which care will be provided, including a schedule if leave is to be taken intermittently or if it will be necessary for you to work less that a full schedule: 

Employee Name   
Employee Signature

Date                                                                                 



For certification relating to care for the employee’s seriously ill family member, complete items 1 through 4 below as they apply to the family member.

1. Is inpatient hospitalization of the family member (patient) required?

                                   Yes _____        No _____

2. Does (or will) the patient require assistance for basic medical, hygiene, nutritional needs, safety or transportation?

Yes _____
No _____

3. After review of the employee’s signed statement (See above) is the employee’s presence necessary or would it be beneficial for the care of the patient?  (this may include psychological comfort).

Yes _____
No _____

4.  Estimated time care is needed:  (Including intermittent or on a part time basis.)

From _______________
To _______________ (approximately)

Provider’s Name

Type of Practice

Provider’s Signature

Date

Address

Telephone 

	FMLA Certification of Health Care Provider - DEFINITIONS


A “Serious Health Condition” means an illness, injury, impairment or physical or mental condition that involves one of the following:

1. Hospital Care:  Inpatient care (i.e., an overnight stay) in a hospital, hospice or residential medical care facility, including any period of incapacity (2) or subsequent treatment in connection with or consequence to such inpatient care.

2. Absence Plus Treatment:  A period of incapacity (2)  of three (3) full consecutive calendar days or more days that also includes: 

(a) Being treated two or more times by a health care provider; or

(b) Is an in-person treatment at least once within seven (7) days of first day of incapacity (2); or
(c) Either is a regimen of continuing treatment initiated by the health care provider or is a second in-person visit for treatment (the necessary of which is determined by the health care provider) within thirty (30) days of the first day of incapacity (2); or
(d) Being under the continuing supervision but not being actively treated by a health care provider due to a serious long-term or chronic condition; or
(e) Any period of incapacity (2)  due to pregnancy or prenatal care
3. Pregnancy:  Any period of incapacity due to pregnancy, or for prenatal care. 

4. Chronic Conditions Requiring Treatments:  A chronic condition which: 

(a) Requires periodic visits for treatment by a health care provider, or by a nurse or physician’s assistant under direct supervision of a health care provider; 

(b) At least twice a year for that condition; and 

(c) May cause episodic rather than a continuing period of incapacity (2) (e.g., asthma, diabetes, epilepsy, etc.).

5. Permanent/Long-term Conditions Requiring Supervision:  A period of incapacity (2) which is permanent or long-term due to a condition for which treatment may not be effective.  The employee or family member must be under the continuing supervision of, but need not be receiving active treatment by a health care provider.  Examples include Alzheimer’s, a severe stroke, or the terminal stages of a disease.

6. Multiple Treatments (Non-Chronic Conditions):  Any period of absence to receive multiple treatments (including any period of recovery therefrom) by a health care provider or by a provider of health care services under orders of, or on referral by, a health care provider, either for restorative surgery after an accident or other injury, or for a condition that would likely result in a period of incapacity (2) of more that three full consecutive calendar days in the absence of medical intervention or treatment, such as cancer/chemotherapy, radiation, severe arthritis (physical therapy), kidney disease (dialysis), etc. 

______________________________

(1) Here and elsewhere on this form, the information sought relates only to the condition for which the employee is taking FMLA leave.

(2) “Incapacity” for the purposes of FMLA is defined to mean inability to work, attend school or perform other regular daily activities due to the serious health condition, treatment therefor, or recovery therefrom.

(3) Treatment includes examination to determine if a serious health condition exists and evaluations of the condition.  Treatment does not include routine physical examinations, eye examinations or dental examinations.

(4) A regimen of continuing treatment includes, for example, a course of prescription medication (e.g. an antibiotic) or therapy requiring special equipment to resolve or alleviate the health condition.  A regimen of treatment does not include the taking of over-the-counter medications such as aspirin, antihistamines, or salves, or bed-rest, drinking fluids, exercise and other similar activities that can be initiated without a visit to a health care provider.
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Release to Return to Work

MUST BE COMPLETED AND SUBMITTED TO ST. PETER'S HOSPITAL BEFORE RETURNING TO WORK

To be completed by the Employee’s Health Care Provider:
________________________________________ is released to return to work on ____________________

Name











    Date

Return to Work Orders (to be completed by Medical Provider)

(Choose 1 or 2)

1)  FORMCHECKBOX 
   No restrictions

2)  FORMCHECKBOX 
   Return to work with the following restrictions (check all that apply)







       Part-time (up to 20 hrs/wk)     Full-time (up to 40 hrs/wk)

Lifting



Absolutely No


Limited:

              Limited:

 FORMCHECKBOX 
  up to 10# occasionally, 
 FORMCHECKBOX 
  Use of L hand

 FORMCHECKBOX 
  Use of L hand

    FORMCHECKBOX 
  Use of L hand

      or up to 5# frequently
 FORMCHECKBOX 
  Use of R hand

 FORMCHECKBOX 
  Use of R hand

    FORMCHECKBOX 
  Use of R hand





 FORMCHECKBOX 
  Use of L upper extremity
 FORMCHECKBOX 
  Use of L upper extremity
    FORMCHECKBOX 
  Use of L upper extremity

 FORMCHECKBOX 
  up to 20# occasionally,
 FORMCHECKBOX 
  Use of R upper extremity
 FORMCHECKBOX 
  Use of R upper extremity
    FORMCHECKBOX 
  Use of R upper extremity

      or up to 10# frequently
 FORMCHECKBOX 
  Weight bearing – L foot
 FORMCHECKBOX 
  Weight bearing – L foot
    FORMCHECKBOX 
  Weight bearing – L foot





 FORMCHECKBOX 
  Weight bearing – R foot
 FORMCHECKBOX 
  Weight bearing – R foot
    FORMCHECKBOX 
  Weight bearing – R foot

 FORMCHECKBOX 
  up to 50# occasionally,
 FORMCHECKBOX 
  Prolonged Stand/Sitting
 FORMCHECKBOX 
  Prolonged Stand/Sitting
    FORMCHECKBOX 
  Prolonged Stand/Sitting

      or up to 25# frequently
 FORMCHECKBOX 
  Repetitive Activities

 FORMCHECKBOX 
  Repetitive Activities

    FORMCHECKBOX 
  Repetitive Activities





 FORMCHECKBOX 
  Repetitive Lifting

 FORMCHECKBOX 
  Repetitive Lifting

    FORMCHECKBOX 
  Repetitive Lifting

 FORMCHECKBOX 
  over 50# occasionally,
 FORMCHECKBOX 
  Exposure to Water

 FORMCHECKBOX 
  Exposure to Water

    FORMCHECKBOX 
  Exposure to Water

      or up to 50# frequently
 FORMCHECKBOX 
  Pushing/Pulling

 FORMCHECKBOX 
  Pushing/Pulling

    FORMCHECKBOX 
  Pushing/Pulling





 FORMCHECKBOX 
  Squatting


 FORMCHECKBOX 
  Squatting


    FORMCHECKBOX 
  Squatting

 FORMCHECKBOX 
  Other:


 FORMCHECKBOX 
  Climbing


 FORMCHECKBOX 
  Climbing


    FORMCHECKBOX 
  Climbing





 FORMCHECKBOX 
  Driving


 FORMCHECKBOX 
  Driving


    FORMCHECKBOX 
  Driving





 FORMCHECKBOX 
  Twisting


 FORMCHECKBOX 
  Twisting


    FORMCHECKBOX 
  Twisting





 FORMCHECKBOX 
  Bending


 FORMCHECKBOX 
  Bending


    FORMCHECKBOX 
  Bending





 FORMCHECKBOX 
  Reaching


 FORMCHECKBOX 
  Reaching


    FORMCHECKBOX 
  Reaching





 FORMCHECKBOX 
  Other:


 FORMCHECKBOX 
  Other:


    FORMCHECKBOX 
  Other:




· May increase hours in increments (i.e. 2 hours/day, as tolerated):    FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

     
2 Hours   FORMCHECKBOX 

3 Hours   FORMCHECKBOX 

4 Hours   FORMCHECKBOX 

5 Hours   FORMCHECKBOX 

6 Hours   FORMCHECKBOX 

· If currently on restrictions, is a follow-up appointment scheduled?   FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes  (Date:______________)

· Anticipated return to full duty date:________________________________

· Released to return to FULL DUTY with NO RESTRICTIONS : ______________________________

HEALTH CARE PROVIDER'S NAME (PLEASE PRINT): ___________________________________________________________

___________________________________________________

       ______________________________________


Health Care Provider Signature



                   Date




Form A





Form C





Form D





Form D





Form E





2475 Broadway – Helena, MT 59601


Employee Health 


FAX: 447-2609
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