Patient office policy notice for FMLA, Disability, Accommodation, and Return to work forms.
Please note, there is a $25 fee for each set of forms that MUST be paid before submitting. Emailing, faxing, or sending forms through portal without paying first, will result in a delay and will not be completed until paid. 
Pregnant patients, Maternity leave forms: These forms are completed within 30 days of your expected due date, or scheduled delivery if applicable. As your medical provider, we provide the standard 6 week medical leave for vaginal birth, and 8 weeks for c-section birth. Any additional leave outside of the standard time is considered voluntary leave and is handled between the patient and the employer/leave administrator. If there is a medical indication where leave for 3 days or more is medically necessary, this must be discussed, approved, and documented by one of our providers before forms can be accepted.  Sick leave is not covered, and is treated the same as non pregnant workers, requiring use of PTO/sick time directly through your employer. 
Pregnant patients, Accommodation forms: We can approve accommodation requests based on the following, Intermittent time off for prenatal appointments which may include, labs and ultrasounds. (1-4 hours per appointment, up to 1-5 appointments per month). Physical accommodation for additional breaks, weight limitations for lift, push, pull, and carry. 
Surgery patients: Time for recovery is based on the type of surgery performed. Forms can be completed once the surgery date is confirmed. Please allow up to 14 business days if your surgery date is scheduled 30 days or more from the date of payment and submission of your forms. 
FMLA, Disability, Accommodation, and Return to work submission form
Please complete this form in its entirety when submitting forms to the office.
 
I have read, and understand the office policy notice (Initial) _____________
Full name and DOB _________________________________________
I have paid the $25 fee (Initial) _______
I have submitted my forms to the office (Initial, and check below) __________
FMLA for maternity leave self_______
Disability for maternity leave self ________
FMLA for spouse________
ADA, Pregnancy Accommodation ________
FMLA for surgery ________
Disability for surgery________
Return to work/Fitness for duty _________
I have signed and completed any areas on the forms that require release or authorization of medical records and understand that completed forms will not be sent if left blank. _______________
 
Please provide information below to send completed forms. Office pick up or fax only. Please indicate if you would like to pick up at your next visit or provide fax number below. If you do not provide this information, your forms will be scanned in to your chart to be picked up. 
 
 
Patient signature and Date _______________________________________________


