






































































































































Salary Schedule 2010-11

step STD BACH B+15 MAST M+15 M+30

or or or or or or

 Vocational  

Intern Cert 

 Vocational 

Intern  Cert 

 Vocational I 

Cert. 

 Vocational II 

Cert 

 Vocational II 

Cert +15 

 BS in CTE (or 

trade area) 

A 43,335         43,335         43,957          45,485          47,440          48,878            

B 43,335         43,335         43,957          45,485          47,440          48,878            

1 43,335         43,335         43,957          45,485          47,440          48,878            

2 43,609         43,609         44,209          45,796          47,784          49,359            

3 43,921         43,921         44,545          46,184          48,205          49,859            

4 44,262         44,262         44,955          46,608          48,653          50,364            

5 44,684         44,684         45,396          47,092          49,158          51,121            

6 45,184         45,184         45,951          47,601          49,689          52,951            

7 45,745         45,745         46,525          48,145          50,235          54,917            

8 46,285         46,285         47,172          48,949          50,811          56,906            

9 46,677         46,677         47,871          49,929          51,445          58,876            

10 47,890         47,890         49,169          51,248          52,839          60,844            

11 49,039         49,039         50,383          52,750          54,554          62,803            

12 50,199         50,293         51,562          54,358          57,341          64,921            

13 52,268         52,772         53,060          58,681          61,909          70,024            

14 56,380         57,151         58,515          64,953          67,929          75,219            

15 64,938         65,368         65,982          73,020          75,731          80,773            

16 72,367         72,828         75,347          82,549          85,184          87,395            

jrhoads
Typewritten Text

jrhoads
Typewritten Text

jrhoads
Typewritten Text
Exhibit B

jrhoads
Typewritten Text



Salary Schedule 2011-12

step STD BACH B+15 MAST M+15 M+30

or or or or or or

 

 Vocational  

Intern Cert 

 Vocational 

Intern  Cert 

 Vocational I 

Cert. 

 Vocational II 

Cert 

 Vocational II 

Cert +15 

 BS in CTE (or 

trade area) 

A 43,768         43,768         44,397          45,940          47,914          49,367            

B 43,768         43,768         44,397          45,940          47,914          49,367            

1 43,768         43,768         44,397          45,940          47,914          49,367            

2 44,045         44,045         44,651          46,254          48,262          49,853            

3 44,360         44,360         44,990          46,646          48,687          50,358            

4 44,705         44,705         45,405          47,074          49,140          50,868            

5 45,131         45,131         45,850          47,563          49,650          51,632            

6 45,636         45,636         46,411          48,077          50,186          53,481            

7 46,202         46,202         46,990          48,626          50,737          55,466            

8 46,748         46,748         47,644          49,438          51,319          57,475            

9 47,144         47,144         48,350          50,428          51,959          59,465            

10 48,369         48,369         49,661          51,760          53,367          61,452            

11 49,529         49,529         50,887          53,278          55,100          63,431            

12 50,701         50,796         52,078          54,902          57,914          65,570            

13 52,791         53,300         53,591          59,268          62,528          70,724            

14 56,944         57,723         59,100          65,603          68,608          75,971            

15 65,587         66,022         66,642          73,750          76,488          81,581            

16 73,091         73,556         76,100          83,374          86,036          88,269            
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Exhibit D

Salary Schedule Step Placement

2009-2010 2010-2011 2011-2012

A

A B

A B

B

1

2 2 2

3 3 3

4 4 4

5 5 5

6 6 6

7 7 7

8 8 8

9 9 9

10 10 10

11 11 11

12 12 12

13 13 13

14 14 14

15 15 15

16 16 16

1
1



Category Lvl 1 Lvl 2 Lvl 3 Lvl 4 Lvl 5 

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

A. Football

Senior High Head 5,491 6,355 7,224 7,584 7,947

Senior High Assistant 3,845 4,449 5,059 5,312 5,564

Middle School Head 3,290 3,811 4,330 4,545 4,763

Middle School Assistant 2,304 2,670 2,999 3,149 3,299

B. Basketball (Boys)

     Basketball (Girls)

     Wrestling 

Senior High Head 4,523 5,394 6,257 6,570 6,883

Senior High Assistant 3,163 3,772 4,380 4,598 4,819

Middle School Head 2,722 3,238 3,854 4,047 4,239

Middle School Assistant 1,900 2,264 2,627 2,758 2,889

C. Baseball

     Hockey

     Lacrosse

     Soccer

     Softball

     Track (Boys)

     Track (Girls)

     Cross Country

Senior High Head 3,391 4,041 4,697 4,933 5,167

Senior High Assistant 2,374 2,889 3,282 3,447 3,611

Middle School Head 2,040 2,421 2,889 3,032 3,176

Middle School Assistant 1,425 1,696 1,968 2,066 2,165

D. Golf 

     Tennis (Boys)

     Tennis (Girls)

Senior High Head 2,167 2,818 3,469 3,644 3,816

Senior High Assistant 1,518 1,955 2,388 2,506 2,627

Middle School Head 1,298 1,735 2,167 2,275 2,385

Middle School Assistant 1,090 1,298 1,518 1,594 1,668

E. Senior High Football 

Equipment Manager 1,322 1,547 1,763 1,851 1,939

F. Winter Track 1,250 1,467 1,693 1,777 1,862

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE 

2010-2011
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

G. Music 

Senior High Band Director 4,979 5,768 6,555 6,883 7,210

Senior High Band Assistant 1,298 1,518 1,735 1,821 1,907

Senior High Stage Band 1,968 2,557 3,148 3,307 3,464

Senior High Show Choir 1,968 2,557 3,148 3,307 3,464

District Accompanist 654 1,246 1,830 1,920 2,013

Middle School Band Director 1,518 1,735 1,955 2,053 2,150

Middle School Band Front 1,090 1,298 1,518 1,594 1,668

Middle School Stae Band 654 1,264 1,830 1,920 2,013

Middle School Chorus 1,518 1,735 1,955 2,053 2,150

H. Troiad

Editorial 1,696 2,374 3,080 3,234 3,390

Business Manager 1,229 1,716 2,231 2,340 2,454

I. Newspaper 

Senior High Editorial 1,518 1,955 2,388 2,506 2,627

Senior high Business 329 539 758 796 836

Middle School 1,213 1,458 1,653 1,736 1,819

J. Stage Management 

Senior High 1,478 1,694 1,907 2,003 2,099

Middle School 870 1,090 1,298 1,362 1,427

K. Culinary Manager 1,478 1,694 1,907 2,003 2,099

L. Cheerleaders

Senior High FTB Winter (B&W) 1,385 1,605 1,821 1,913 2,003

Middle School FTB Winter (B&W) 830 964 1,092 1,146 1,203

M. Dramatics 

Senior High All School Play 1,298 1,518 1,735 1,821 1,907

Senior High Drama Club 1,298 1,518 1,735 1,821 1,907

Middle School Dramatics 870 1,090 1,298 1,362 1,427

2010-2011

CO-CURRICULAR ACTIVITIES SALARY SCHEDULE
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

N. National Honor Society

     Honor Society 870 1,090 1,298 1,362 1,427

     DECA 870 1,090 1,298 1,362 1,427

     HOSA 870 1,090 1,298 1,362 1,427

     VICA-Skills USA 870 1,090 1,298 1,362 1,427

     Student Council

Senior High 870 1,090 1,298 1,362 1,427

Middle School 654 870 1,090 1,114 1,198

     Elementary Saftey Patrol 870 1,090 1,298 1,362 1,427

     Reading Olympics Coordinator 870 1,090 1,298 1,362 1,427

     Senior High Key Club 870 1,090 1,298 1,362 1,427

     Senior High Athletic Assn 870 1,090 1,298 1,362 1,427

     Senior High Anchor 870 1,090 1,298 1,362 1,427

     Senior High History Day 870 1,090 1,298 1,362 1,427

     Junior Honor Society 654 870 1,090 1,114 1,198

O. Middle School Builders Club 654 870 1,090 1,114 1,197

     Future Teachers Club 654 870 1,090 1,114 1,197

     Academic Challenge 870 1,090 1,298 1,362 1,427

     Debate 870 1,090 1,298 1,362 1,427

     TV Productions 870 1,090 1,298 1,362 1,427

P. District Webmasters 4,259 4,922 5,601 5,883 6,159

Q. Strength and Conditioning Coach 2,095

R. Class Sponsors 

Senior 1,969

Junior 1,130

Sophomore 792

Freshman 792

S. Department Chairs-District

Music 2,225

Art 2,225

Physical Education 2,225

Head  Librarian 2,225

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE

2010-2011
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

T. Department Chairs-Senior High

Business Education 1,874

English 1,874

Science 1,874

Math 1,874

Social Studies 1,874

Foreign Language 1,874

Special Education 1,874

U. Department Chairs-Middle School

Language Arts 940

Science 940

Social Studies 940

Math 940

Foreign Language 940

V. Elementary Facilitators 984

W. Mentor 1,047*

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE

2010-2011
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Category Lvl 1 Lvl 2 Lvl 3 Lvl 4 Lvl 5 

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

A. Football

Senior High Head 5,491 6,355 7,224 7,584 7,947

Senior High Assistant 3,845 4,449 5,059 5,312 5,564

Middle School Head 3,290 3,811 4,330 4,545 4,763

Middle School Assistant 2,304 2,670 2,999 3,149 3,299

B. Basketball (Boys)

     Basketball (Girls)

     Wrestling 

Senior High Head 4,523 5,394 6,257 6,570 6,883

Senior High Assistant 3,163 3,772 4,380 4,598 4,819

Middle School Head 2,722 3,238 3,854 4,047 4,239

Middle School Assistant 1,900 2,264 2,627 2,758 2,889

C. Baseball

     Hockey

     Lacrosse

     Soccer

     Softball

     Track (Boys)

     Track (Girls)

     Cross Country

Senior High Head 3,391 4,041 4,697 4,933 5,167

Senior High Assistant 2,374 2,889 3,282 3,447 3,611

Middle School Head 2,040 2,421 2,889 3,032 3,176

Middle School Assistant 1,425 1,696 1,968 2,066 2,165

D. Golf 

     Tennis (Boys)

     Tennis (Girls)

Senior High Head 2,167 2,818 3,469 3,644 3,816

Senior High Assistant 1,518 1,955 2,388 2,506 2,627

Middle School Head 1,298 1,735 2,167 2,275 2,385

Middle School Assistant 1,090 1,298 1,518 1,594 1,668

E. Senior High Football 

Equipment Manager 1,322 1,547 1,763 1,851 1,939

F. Winter Track 1,250 1,467 1,693 1,777 1,862

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE 

2011-2012
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

G. Music 

Senior High Band Director 4,979 5,768 6,555 6,883 7,210

Senior High Band Assistant 1,298 1,518 1,735 1,821 1,907

Senior High Stage Band 1,968 2,557 3,148 3,307 3,464

Senior High Show Choir 1,968 2,557 3,148 3,307 3,464

District Accompanist 654 1,246 1,830 1,920 2,013

Middle School Band Director 1,518 1,735 1,955 2,053 2,150

Middle School Band Front 1,090 1,298 1,518 1,594 1,668

Middle School Stae Band 654 1,264 1,830 1,920 2,013

Middle School Chorus 1,518 1,735 1,955 2,053 2,150

H. Troiad

Editorial 1,696 2,374 3,080 3,234 3,390

Business Manager 1,229 1,716 2,231 2,340 2,454

I. Newspaper 

Senior High Editorial 1,518 1,955 2,388 2,506 2,627

Senior high Business 329 539 758 796 836

Middle School 1,213 1,458 1,653 1,736 1,819

J. Stage Management 

Senior High 1,478 1,694 1,907 2,003 2,099

Middle School 870 1,090 1,298 1,362 1,427

K. Culinary Manager 1,478 1,694 1,907 2,003 2,099

L. Cheerleaders

Senior High FTB Winter (B&W) 1,385 1,605 1,821 1,913 2,003

Middle School FTB Winter (B&W) 830 964 1,092 1,146 1,203

M. Dramatics 

Senior High All School Play 1,298 1,518 1,735 1,821 1,907

Senior High Drama Club 1,298 1,518 1,735 1,821 1,907

Middle School Dramatics 870 1,090 1,298 1,362 1,427

2011-2012

CO-CURRICULAR ACTIVITIES SALARY SCHEDULE
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

N. National Honor Society

     Honor Society 870 1,090 1,298 1,362 1,427

     DECA 870 1,090 1,298 1,362 1,427

     HOSA 870 1,090 1,298 1,362 1,427

     VICA-Skills USA 870 1,090 1,298 1,362 1,427

     Student Council

Senior High 870 1,090 1,298 1,362 1,427

Middle School 654 870 1,090 1,114 1,198

     Elementary Saftey Patrol 870 1,090 1,298 1,362 1,427

     Reading Olympics Coordinator 870 1,090 1,298 1,362 1,427

     Senior High Key Club 870 1,090 1,298 1,362 1,427

     Senior High Athletic Assn 870 1,090 1,298 1,362 1,427

     Senior High Anchor 870 1,090 1,298 1,362 1,427

     Senior High History Day 870 1,090 1,298 1,362 1,427

     Junior Honor Society 654 870 1,090 1,114 1,198

O. Middle School Builders Club 654 870 1,090 1,114 1,197

     Future Teachers Club 654 870 1,090 1,114 1,197

     Academic Challenge 870 1,090 1,298 1,362 1,427

     Debate 870 1,090 1,298 1,362 1,427

     TV Productions 870 1,090 1,298 1,362 1,427

P. District Webmasters 4,259 4,922 5,601 5,883 6,159

Q. Strength and Conditioning Coach 2,095

R. Class Sponsors 

Senior 1,969

Junior 1,130

Sophomore 792

Freshman 792

S. Department Chairs-District

Music 2,225

Art 2,225

Physical Education 2,225

Head  Librarian 2,225

  

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE

2011-2012
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Category Level 1 Level 2 Level 3 Level 4 Level 5

(1 yr) (2 yrs) (3-9 yrs) (10-14 yrs) (15+ yrs)

T. Department Chairs-Senior High

Business Education 1,874

English 1,874

Science 1,874

Math 1,874

Social Studies 1,874

Foreign Language 1,874

Special Education 1,874

U. Department Chairs-Middle School

Language Arts 940

Science 940

Social Studies 940

Math 940

Foreign Language 940

V. Elementary Facilitators 984

W. Mentor 1,047*

CO-CURRICULAR ACTIVTIES SALARY SCHEDULE

2011-2012
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Extended Season Competition  

 If a coaching season is extended by post season play, coaches will receive additional 

compensation at the following rates for services provided after the first round of competition 

(scheduled date of play or scheduled consecutive dates of play) at the district tournament level. 

Group

Competition 

Rate

Practice Session 

(2hr. Min.) Rate

Competition

Rate

Practice session

(2hr. Min) Rate

A.

Football 30 10 15 5

Boys/Girls Basketball 30 10 15 5

Wrestling 30 10 15 5

B.

Baseball/ Softball 20 10 10 5

Lacrosse 20 10 10 5

Boys Tennis 20 10 10 5

Boys/Girls Track 20 10 10 5

Field Hockey 20 10 10 5

Cross Country 20 10 10 5

Golf 20 10 10 5  

 Date of competition includes only days on which Pottstown School District teams or 

students compete. Practice sessions include only weekdays on which competition is not 

scheduled. 

 A minimum of ten Pottstown School District Athletes must be competing in post season 

play for an assistant coach to receive extended season compensation. 

 Remuneration is not to exceed $200 for head coached and $100 for assistant coaches in 

Group A and not to exceed $150 for head coaches and $75 for assistant coaches in Group B. 

 Post season play is defined as any PIAA senior high school varsity tournament which 

leads to an individual and/ or team state championship. Post season play does not include PAC 

league contests, playoffs, tournaments involving only PAC schools, scheduled non-league 

contests, or tournaments which are not an integral component of the annual PIAA 

Championship.  
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______________________________________________________________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Certification of Health Care Provider for U.S. Department of Labor
Employee’s Serious Health Condition Employment Standards Administration 

(Family and Medical Leave Act) Wage and Hour Division 

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.  If so, 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 



____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

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. 
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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 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. 
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____________________________________________________________________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________ 

________________________________________________ ________________________________________ 

Certification of Health Care Provider for U.S. Department of Labor
Family Member’s Serious Health Condition Employment Standards Administration 

(Family and Medical Leave Act) Wage and Hour Division 

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 
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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.  If so, 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):  
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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: 
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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. 
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