


UNIVERSITY OF CALIFORNIA, IRVINE 
(CONFIDENTIAL)   

 Employee Name: 
 Patient (if other than employee): 
 Relationship of employee to patient: 
 Beginning date of leave: 
 What is the employee's anticipated return-to-work date? 

 Does this employee or patient have a serious health condition? (see definitions)   
 On what date did the serious health condition commence? 
 If leave is for the employee: 
 Is employee able to perform the functions of his/her job?    

 Questions regarding the employee's job duties may be addressed to the employee's supervisor.  

 Does the employee require a reduced work schedule or other medical    
 accommodations (s)?  

 If yes, describe: 

 If leave is for employee's family member: 
 Is the employee's presence necessary to provide on-site care for the patient?       
 Is the employee's presence deemed beneficial to the welfare of the patient?       
 Does the patient require full-time care?    

 If no, describe:  

 Health Care Provider Signature: 

 Type of Health Care Provider (see definition): 

 Address:

HEALTH CARE PROVIDER CERTIFICATION FOR CATASTROPHIC LEAVE

Medical Status and Recommendations from Health Care Provider

Yes No

Yes No

Employee's Supervisor: Phone: 

Yes No

NoYes

Date:

Phone:

Health Care Provider Information

NoYes

Yes No
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