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Aplikasyon para sa Bayad na Pampamilya at Medikal na 

Leave 

Bago ka magsimula 

Kapag nag-apply ka para sa mga benepisyo online, puwede mong piliin kung paano isusumite ang iyong mga 

lingguhang claim ng benepisyo (online o sa pamamagitan ng telepono) at kung paano matatanggap ang iyong 

mga bayad sa benepisyo (direct deposit sa iyong bank account o sa isang prepaid na debit card). Kapag nag- 

apply ka para sa mga benepisyo gamit ang papel na aplikasyon, limitado ka sa: 

1. Pagsusumite ng mga lingguhang claim ng benepisyo sa pamamagitan ng telepono sa pagtawag sa 

833-717-2273. 

2. Pagtatanggap sa iyong mga bayad sa benepisyo sa isang prepaid na debit card. 

 

Kung gusto mong i-file ang iyong mga lingguhang claim online o matanggap ang iyong mga bayad sa 

benepisyo sa pamamagitan ng direct deposit, dapat mong isumite ang aplikasyon mo online. Pumunta sa 

www.paidleave.wa.gov para sa higit pang impormasyon. 
 

Ang Gabay sa Benepisyo sa Bayad na Pampamilya at Medikal na Leave ay nagbibigay ng impormasyon kung 

paano mag-apply para sa mga benepisyo at kung paano magsumite ng mga lingguhang claim. Ipinapaliwanag 

din nito ang iyong mga karapatan at responsibilidad sa ilalim ng batas. I-download ang gabay sa 

paidleave.wa.gov/benefit-guide o humiling ng kopya sa pamamagitan ng pagtawag sa 833-717-2273. 

 

Mga tagubilin sa pag-apply sa para benepisyo 

Seksyon ng personal na impormasyon at impormasyon sa pakikipag-ugnayan 

Ibigay ang iyong pangalan, Social Security (SSN), petsa ng kapanganakan, at impormasyon sa pakikipag- 

ugnayan. Ang address na ibibigay mo ay kung saan namin ipapadala ang iyong prepaid na debit card at iba 

pang pakikipag-ugnayan. 

«Name» 

«Address_Line_1» 

«Address_Line_2» 

«City» «State» «Zip» 

http://www.paidleave.wa.gov/
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Seksyon ng impormasyon sa pagtatrabaho 

Gagamitin namin ang impormasyong ibibigay mo para kumpirmahing nagtrabaho ka ng sapat ng oras para 

maging kwalipikado sa leave. 

• Pangalan ng employer. Pangalan ng negosyo o organisasyong pinagtatrabahuhan mo. 

 

• Unified Business Identifier (UBI) o Federal Employer Identification Number (FEIN). Hanapin ang UBI ng 

iyong employer sa pamamagitan ng pagtatanong sa kanila nito, o sa pamamagitan ng paggamit sa 

look-up tool ng UBI sa website ng Department of Revenue (www.DOR.wa.gov). 

 

 

 

 

• Mga petsa ng pagsisimula at pagtatapos ng pagtatrabaho. Kung sila ang iyong kasalukuyang 

employer, iwanang blangko ang petsa ng pagtatapos at i-check ang kahong nagsasaad na sila ang 

iyong kasalukuyang employer. 

Seksyon ng impormasyon ng leave 

Hihingi kami ng impormasyon tungkol sa iyong kahilingan sa leave, kasama ang uri ng leave na hinihiling mo 

(medikal, pampamilya, bonding pagkatapos manganak o placement ng isang anak, o military exigency), at ang iyong 

mga inaasahang petsa ng pagsisimula at pagtatapos. 

 

Puwede bang ibang tao ang magsagot ng form na ito para sa akin? 

Puwede mong bigyan ng awtorisasyon ang ibang indibidwal na kumilos sa iyong ngalan para sa mga layunin ng mga 

benepisyo sa Bayad na Pampamilya at Medikal na Leave. Para gawin ito, sagutan ang form ng Nakatalagang 

Awtorisadong Kinatawan. Makipag-ugnayan sa amin sa 833-717-2273 para kumuha ng kopya ng form. 

 

Makatuwirang accommodation o tulong 

Kung kailangan mo ng makatuwirang accommodation o iba pang tulong para sa pakikipag-ugnayan sa aming 

programa, ipaalam ito sa amin. Pinapangasiwaan ang mga kahilingan para sa makatuwirang accommodation sa 

pamamagitan ng Ombudsman ng Tanggapan ng Bayad na Pampamilya at Medikal na Bakasyon. Para humiling ng 

accommodation, mag-email sa PFMLaccess@esd.wa.gov o tumawag sa 833-494-2273, Washington Relay Service 711. 

 

Pagsusumite ng iyong application 
Ipadala ang iyong nasagutang aplikasyon, mga kopya ng iyong mga nagpapakilalang dokumento, at anumang iba 

pang pansuportang dokumento (sertipikasyon ng isang malubhang karamdaman, form ng nakatalagang 

awtorisadong kinatawan, atbp.) sa: 

Employment Security Department 

Paid Family and Medical Leave Care Center 

P.O. Box 19020 

Olympia, WA 98507-0020 

http://www.dor.wa.gov/
mailto:PFMLaccess@esd.wa.gov
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May mga tanong? 
Kung mayroon kang mga tanong, makipag-ugnayan sa amin sa 833-717-2273 o mag-email sa paidleave@esd.wa.gov. 

Available kami Lunes hanggang Biyernes sa pagitan ng 8:30 a.m. at 4:30 p.m. 

mailto:paidleave@esd.wa.gov
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Aplikasyon para sa benepisyo 
 

Personal na impormasyon 

Kinakailangan ang lahat ng seksyon maliban na lang kung iba ang nakasaad. 

Pangalan (pangalan, gitnang inisyal, apelyido): 

SSN: 
Petsa ng kapanganakan: 

Numero ng telepono: 

Email address (opsyonal): 

Gustong paraan ng pakikipag-ugnayan: 

о Telepono 

о Email 

о Koreo 

Puwede ba kaming mag-iwan ng detalyadong 

voicemail message sa numero ng telepono na 

ibinigay mo? 

о Oo 

о Hindi 

Kung posible, mas gusto mo bang makipag-ugnayan sa wikang iba pa sa Ingles? 

о Oo 

о Hindi 

Ano ang gusto mong wika?    

о Amharic 

о Arabic 

о Cambodian (Khmer) 

о Chinese 

о English 

о Farsi 

о Japanese 

о Korean 

о Laotian 

о Marshallese 

о Oromo 

о Punjabi 

о Russian 

о Somali 

о Spanish 

о Tagalog 

о Ukrainian 

о Vietnamese 

о Iba pa. Kung iba pa, ano ang gusto mong wika?    

Address na papadalhan: 
   

Lungsod: Estado: 
 

Zip Code: 

Kasarian: 

о Babae 

о Lalaki 

о Non-binary 

о Ayaw sabihin 

Alin sa mga sumusunod ang pinakamahusay na naglalarawan sa iyong etnisidad? Lagyan ng check ang lahat 

ng naaangkop. 

о White 

о Black o African American 

о American Indian o Alaska Native 

о South Asian o South Asian American 

о East Asian o East Asian American 

о Southeast Asian o Southeast Asian American 

о Native Hawaiian o iba pang Pacific Islander 

о Hispanic o Latinx 

о Middle Eastern o Arab American 

о Ayaw sabihin 

о Iba pa. Kung iba pa, pakisaad: 
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 White 

 Black o African American 

 American Indian o Alaska Native 

 South Asian o South Asian American 

 East Asian o East Asian American 

 Southeast Asian o Southeast Asian American 

 Native Hawaiian o iba pang Pacific Islander 

 Hispanic o Latinx 

 Middle Eastern o Arab American 

 Ayaw sabihin 

 Iba pa. Kung iba pa, pakisaad: 

   

 
 

Impormasyon ng bakasyon 

Kumpletuhin ang una O pangalawang seksyon. Kinakailangan ang lahat ng iba pang seksyon. 

SEKSYON 1: 

Kung isa kang magulang na manganganak o nanganak na: 

Magbabakasyon ka ba para sa medikal na pangangalaga sa panahon ng iyong pagbubuntis? 

 Oo. Kung oo, ang due date o petsa ng kapanganakan ng sanggol:   

 Hindi 

Magbabakasyon ka ba para magpagaling mula sa panganganak? 

 Oo. Kung oo, ang due date o petsa ng kapanganakan ng sanggol:   

 Hindi 

Nakakaranas ka ba ng mga kumplikasyon kaugnay ng iyong pagbubuntis o kapanganakan? 

 Oo 

 Hindi 

Magbabakasyon ka ba para makasama ang iyong bagong sanggol (na kadalasan ay ginagawa 

pagkatapos ng medikal na bakasyon)? 

 Oo 

 Hindi 

SEKSYON 2: 

Para sa lahat ng iba pang sitwasyon: 

Bakit kailangan mong magbakasyon? (Pumili ng isa) 

 Medikal na bakasyon para sa iyong sarili 

 Bakasyon para mag-alaga ng kapamilya 

Kung oo, para sa sinong kapamilya ang bakasyon mo? 

 Magulang (o magulang ng asawa) 

 Asawa 

 Anak (o manugang) 

 Kapatid 

 Apo 

 Lolo o lola (o lolo o lola ng asawa) 

 Iba pa:   

 Bonding pagkatapos manganak o pagkatapos ng placement ng bata 

Kung oo, petsa ng kapanganakan o placement:   

 Exigency sa militar 
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SEKSYON 3: 

Gaano katagal mo kailangang magbakasyon? 

Petsa ng pagsisimula:   Petsa ng pagtatapos: 

 

Alam mo bang magbabakasyon ka bago pa magsimula ang iyong bakasyon? 

 Oo 

 Hindi 

 

Impormasyon sa pagtatrabaho 
Kailangan namin ang iyong employment history para malaman kung sapat na ang mga naging oras ng trabaho mo 

para maging kuwalipikado sa leave. Pakilista ang bawat employer na pinasukan mo sa nagdaang 18 buwan. Maglakip 

ng mga karagdagang pahina kung kinakailangan. 

Ano ang iyong kasalukuyang status sa pagtatrabaho? 

 Full-time na pinapasahod na empleyado 

 Part-time o orasang empleyado 

 Walang trabaho 

Pangalan ng employer: 

UBI o FEIN: Numero ng telepono ng employer: 

Ito ba ang kasalukuyan mong employer? 

 Oo 

 Hindi 

May plano ka bang magbakasyon mula sa employer na 

ito? 

 Mayroon 

 Wala 

Inabisuhan mo ba ang employer na ito na may plano kang magbakasyon? 

 Oo 

 Hindi 

 Na-waive ang kinakailangan 

Kung oo, kailan mo sila inabisuhan?   

Petsa ng pagsisimula sa trabaho: Petsa ng pagtatapos sa trabaho (opsyonal): 

Address ng employer: 
  

Lungsod: Estado: Zip Code: 

Pangalan ng employer: 

UBI o FEIN: Numero ng telepono ng employer: 
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Pangalan ng employer: 

UBI o FEIN: Numero ng telepono ng employer: 

Ito ba ang kasalukuyan mong employer? 

□ Oo 

□ Hindi 

May plano ka bang magbakasyon mula sa employer na ito? 

□ Mayroon 

□ Wala 

Inabisuhan mo ba ang employer na ito na may plano kang magbakasyon? 

□ Oo 

□ Hindi 

□ Na-waive ang kinakailangan 

Kung oo, kailan mo sila inabisuhan?   

Petsa ng pagsisimula sa trabaho: Petsa ng pagtatapos sa trabaho: 

Address ng employer:   

Lungsod: Estado: Zip Code: 

 

Pahintulot at Lagda 

Ang Bayad na Pampamilya at Medikal na Bakasyon ay puwedeng magbahagi sa at makatanggap ng impormasyon 

tungkol sa iyo (o sa claim mo) mula sa iba pang ahensya, departamento, o iyong mga employer. Posibleng 

kailanganin naming beripikahin ang impormasyong ibibigay mo, at humiling ng karagdagang impormasyon kung 

kinakailangan. 

Kung may sasabihin kang hindi totoo o kung may hindi ka sasabihing impormasyon sa amin, ituturing itong 

panloloko. Kung may ibibigay kang maling impormasyon, puwedeng hindi namin pagbigyan ang iyong aplikasyon 

para sa benepisyo o puwede naming pabayaran sa iyo ang mga natanggap mong benepisyo. Puwede kang 

pagmultahin o parusahan para sa krimen. Sa paglagda sa dokumentong ito, pinapahintulutan kong ihayag ang 

aking impormasyon at isinasaad kong totoo ang isinagot ko sa mga tanong sa aplikasyon. 

Lagda: Petsa: 

Naka-print na pangalan: 

Kung walang kakayahan ang taong nag-a-apply para sa mga benepisyo na lagdaan ang form na ito dahil sa isang 

malalang kundisyon sa kalusugan o pinsala, puwedeng awtorisadong kinatawan ang lumagda sa kanyang ngalan, 

basta't magsusumite din siya ng form para sa Nakatalagang Awtorisadong Kinatawan. 

Pangalan ng awtorisadong kinatawan (opsyonal): 

Lagda ng awtorisadong kinatawan (opsyonal): Petsa (opsyonal): 

Numero ng telepono (opsyonal): 

Email (opsyonal): 
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MGA DOKUMENTO SA 

PAGPAPATUNAY NG 

PAGKAKAKILANLAN 
Mga tinatanggap na dokumento para sa Bayad na Pampamilya at Medikal na Pagliban 

(Paid Family and Medical Leave) 

Dapat kang magbigay ng mga dokumento sa pagpapatunay ng pagkakakilanlan kasama ng iyong aplikasyon para sa 

Bayad na Pampamilya at Medikal na Pagliban. Dapat ding magbigay ng mga dokumento sa pagpapatunay ng 

pagkakakilanlan para sa sinumang awtorisadong itinalagang kinatawan. Mangyaring magsumite ng isang stand- 

alone na dokumento O dalawang alternatibong dokumento mula sa listahan sa ibaba. Huwag magpadala ng 

mga orihinal na dokumento. 

 

Mga stand-alone na dokumento (isa sa mga ito) 
• Balidong form ng pagkakakilanlan na ibinigay ng pamahalaan ng Estados Unidos (pederal o estado) (hal. pasaporte, card ng 

pasaporte, ID card, enhanced o standard na lisensya sa pagmamaneho, B1/B2 Visa Border Crossing Card, atbp.) 

• Balidong United States Citizenship and Immigration Service ID. Tinatanggap ang mga form na: 

▪ I-327 U.S. Permit to Re-Enter Travel Document 

(Dokumento sa Pagbiyahe na Pahintulot para 

Pumasok Muli ng Estados Unidos) 

▪ I-551 Permanent Resident Card 

▪ I-571 U.S. Refugee Travel Document (Dokumento sa Pagbiyahe 

ng Refugee ng Estados Unidos) 

▪ I-766 Employment Authorization (Awtorisasyon para 

Magtrabaho) 

• Balidong form ng pagkakakilanlan na ibinigay ng pamahalaan ng ibang bansa (hal. pasaporte, ID card ng konsulado, 

pambansang card ng pagkakakilanlan o "cedula" na may pirma at litrato, atbp.) 

• Balidong ID card ng pagpapatala mula sa isang pederal na kinikilalang Indiyanong tribo (kailangang mayroong pirma at litrato 

mo) 

• Balidong ID card mula sa Bureau of Indian Affairs ng U.S. (kailangang mayroong pirma at litrato mo) 

 

Mga alternatibong dokumento (dalawa sa mga ito) 
• Nag-expire na form ng pagkakakilanlan na ibinigay ng pamahalaan ng Estados Unidos (pederal o estado) (hal. pasaporte, card 

ng pasaporte, ID card, enhanced o standard na lisensya sa pagmamaneho, B1/B2 Visa Border Crossing Card, atbp.) 

• Nag-expire na United States Citizenship and Immigration Service ID. Tinatanggap ang mga form na: 
▪ I-327 U.S. Permit to Re-Enter Travel Document 

(Dokumento sa Pagbiyahe na Pahintulot para 

Pumasok Muli ng Estados Unidos) 

▪ I-551 Permanent Resident Card 

▪ I-571 U.S. Refugee Travel Document (Dokumento sa Pagbiyahe 

ng Refugee ng Estados Unidos) 

▪ I-766 Employment Authorization (Awtorisasyon para 

Magtrabaho) 

• Nag-expire na form ng pagkakakilanlan na ibinigay ng pamahalaan ng ibang bansa (hal. pasaporte, ID card ng konsulado, 

pambansang card ng pagkakakilanlan o "cedula" na may pirma at litrato, atbp.) 

• Mga papeles sa pag-ampon 

• Sertipikadong sertipiko ng kapanganakan sa U.S. o ibang bansa 

• Sertipikadong card ng rehistrasyon ng kapanganakan (kailangang naglalaman ng iyong pangalan, petsa ng kapanganakan, 

lugar ng kapanganakan, petsa ng pag-file, at petsa ng pag-issue) 

• Balidong pahintulot para sa nakatagong armas na ibinigay ng ahensya ng estado o county 

• Ulat ng Kapanganakan sa Ibang Bansa ng Konsulado 

• Ward of the Court decree/Order of Dependency (utos ng hukuman para sa pangangalaga) 

• Letter ng clearance o rekord ng pagmamaneho mula sa Departamento ng Mga De-motor na Sasakyan (Department of Motor 

Vehicles, DMV) ng estado 

• Sertipikadong atas ng paghihiwalay (divorce) 



 

Mga Certification sa Pagbubuntis at 

Panganganak 

Bayad na Pampamilya at Medikal na Leave  
HAKBANG 1: 

Piliin ang tamang form 

 

 

 

 

 

 

 

 

 
HAKBANG 2: 

Sagutan ang form 

 

 

 

 

 
 

HAKBANG 3: 

I- upload ang nasagutan 

mo nang form 

Ang packet na ito ay may mga form para sa bawat yugto ng pagbubuntis at 
panganganak. Piliin ang form para sa iyong mga sitwasyon. Kakailanganin 
mong magsumite ng aplikasyon at dokumentasyon para sa bawat uri ng leave 
na kailangan mo. 

Pagbubuntis 

• Gamitin ang form ng Medikal na Certification sa Pangangalaga 
Habang Nagbubuntis para sa pag-a-apply para sa medikal na leave para 
sa medikal na pangangalaga habang nagbubuntis ka. 

Pagpapagaling mula sa panganganak 

• Gamitin ang form ng Certification ng Panganganak para sa unang anim 
na linggo ng medikal na leave para magpagaling mula sa panganganak. 
Magagamit ang form na ito para sa medikal na leave para magpagaling 
mula sa panganganak at para sa pampamilyang leave para makasama ang 
iyong sanggol. 

• Gamitin ang form ng Medikal na Certification para sa Mga 
Kumplikasyon sa Panganganak kapag kailangan mo ng medikal na 
leave na mas matagal sa anim na linggo para magpagaling mula sa 
panganganak. 

Bonding kasama ang iyong bagong silang na sanggol 

• Magagamit ng parehong magulang ang form ng Certification ng 
Panganganak para sa pampamilyang leave para makasama ang isinilang 
na anak sa inyong pamilya. Tandaan, nangangailangan ng hiwalay na 
aplikasyon para sa leave para sa bonding. 

 

Kakailanganin ng iyong provider ng pangangalagang pangkalusugan na 
sumagot at lumagda ng mga form ng medikal na certification. Hindi 
tatanggapin ang mga form na nilagdaan ng mga provider ng pangangalagang 
pangkalusugan nang mas maaga nang 90 araw bago ang iyong petsa ng 
aplikasyon. Makakakita sa packet na ito ng mga tagubilin sa provider ng 
pangangalagang pangkalusugan. 

Dapat sagutan at lagdaan ng iyong provider ng pangangalagang 
pangkalusugan, midwife, o ng kinatawan ng pasilidad sa pangangalagang 
pangkalusugan ang form ng Certification ng Panganganak. 

Puwede bang ibang tao ang sumagot sa form na ito para sa akin? 

• Puwede kang magpahintulot ng ibang indibidwal na kikilos sa iyong 
ngalan para sa mga layunin ng mga benepisyo sa Bayad na Pampamilya 
at Medikal na Leave sa pamamagitan ng paghiling sa kanyang sumagot 
ng form ng Itinalagang Awtorisadong Kinatawan. 

• Tawagan kami sa 833-717-2273 para humiling ng kopya ng form ng 
Itinalagang Awtorisadong Kinatawan. 

 
I-upload ang iyong form sa pamamagitan ng iyong account para sa benepisyo 
sa Bayad na Leave o ilakip ito kasama ng iyong papel na aplikasyon. 

 
May mga tanong? 

Kung mayroon kang mga tanong, makipag-ugnayan sa 
amin sa 833-717-2273 o paidleave@esd.wa.gov. 

mailto:paidleave@esd.wa.gov


 

Instructions for 

Healthcare Providers 
Paid Leave medical certification forms are used to certify a serious health condition to qualify for 

Paid Family and Medical Leave. Your patient may be applying due to their own serious health 

condition, their pregnancy, or to care for a family member with a serious health condition. Our 

Certification of Birth form can be used for the first six weeks of medical leave to recover from 

giving birth and for family leave to bond with a new baby. 

“Healthcare Provider” is defined by law in RCW 50A.05.010 and WAC 192-500-090. 
 

SERIOUS HEALTH CONDITION 

A serious health condition is defined in RCW 50A.05.010. Generally, a serious health condition could include an 

illness, injury, impairment, or physical or mental condition that involves: 

• Inpatient care in a hospital, hospice, or residential 

medical care facility, including any period of 

incapacity; or 

• Continuing treatment by a healthcare provider 

including any of the following: 

• Incapacity: A period of incapacity of more than 

three consecutive days and subsequent treatment or 

period of incapacity relating to the same condition. 

Incapacity means an inability to work, attend school, 

or perform other regular daily activities because of a 

serious health condition, treatment of that condition 

or recovery from it, or subsequent treatment. 

• Pregnancy: Any period of incapacity due to 

pregnancy, or for prenatal care. 

• Chronic conditions: Any period of incapacity or 

treatment for such incapacity due to a chronic 

serious health condition. A chronic serious health 

condition is one which: 

» Requires periodic visits to a health care provider; 

» Continues over an extended period of time, 

including recurring episodes of a single 

underlying condition; and 

» May cause episodic rather than a continuing 

period of incapacity, including asthma, diabetes, 

and epilepsy. 

• Permanent/Long-term: A period of incapacity 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, including: 

» Alzheimer’s, a severe stroke, or the terminal 

stages of a disease; or 

» Multiple treatments: Any period of absence to 

receive multiple treatments, including any 

period of recovery from the treatments. 

» Substance abuse may be a serious health 

condition if the treatment meets other 

requirements in this definition. 

 
 

 

FREQUENTLY ASKED QUESTIONS 

Visit paidleave.wa.gov/help-center and click on Healthcare Providers. 

Questions? 

If you have any questions, please contact us at 
833-717-2273 or paidleave@esd.wa.gov. 

https://app.leg.wa.gov/RCW/default.aspx?cite=50A.05.010
https://apps.leg.wa.gov/wac/default.aspx?cite=192-500-090
mailto:paidleave@esd.wa.gov
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Prenatal Care 

Medical Certification 

Use this form for: 

• Medical leave for prenatal care 

• Medical leave related to a prenatal complication 

 

Patient information 

Complete the patient information section, then have your healthcare provider complete and sign the certification. 

Patient’s name: 

Patient’s date of birth:   /   /   Paid Leave Customer ID number (if known): 

 

Healthcare provider certification 

To be completed and signed by a healthcare provider for leave related to prenatal care. 

• Indicate on this form if your patient is experiencing incapacity related to pregnancy. This allows us to approve the full 

amount of leave they are entitled to. 

• Give specific dates. Terms such as “unknown” or “indeterminate” won’t be sufficient to determine Paid Leave eligibility. 

• All sections are required unless otherwise noted. Incomplete forms may delay your patient’s eligibility for benefits. 

The patient is (check all that apply): 

  Pregnant and seeking leave for prenatal care. 

 Experiencing incapacity due to a prenatal health condition. Can include but is not limited to severe morning 

sickness, preeclampsia, infections, or other prenatal complications. 

Start date: (Day the patient’s leave begins) 

  /   /   

End date: (If leave is needed for the duration of the pregnancy, provide estimated 

due date. Otherwise, the estimated date incapacity will no longer exist.) 

  /   /   

Healthcare provider’s information and signature 

I declare under penalty of perjury that the information provided in this form is true and correct, that the patient’s condition meets 

the definition of “serious health condition,” and that I am a healthcare provider authorized to certify their condition (RCW 

50A.05.010; WAC 192-500-090). 

Signature: 
Date:   /   /   

Name and title: 

Certificate license number and state (optional): Type of practice/Specialty: 

Phone: Email address: 

Business name and address: 

Upload completed form to your Paid Leave account. 

If you do not have an account, include the form with your benefit application or fax to 833-535-2273. 
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Certification of Birth 

Use this form for: 

• Family leave to bond with a child born into your family 

• The first six weeks of medical leave to recover from giving birth 
 

If more than six weeks of recovery from birth is medically necessary, use the Medical Certification for Birth 

Complications. 

Do not use this form for family leave for adoption, foster care, or other approved placement types. Visit paidleave.wa.gov 

for information about required documentation for family leave for placement. 
 

Parents’ information 

Complete the parent information section, then have your healthcare provider, midwife, or a representative of your 

healthcare facility complete and sign the certification. 

Information about parent that gave birth: 

Name:       

Date of birth:   /   /   Paid Leave Customer ID number (if known):   

Information about second parent (if taking leave): 

Name:       

Date of birth:   /   /   Paid Leave Customer ID number (if known):    

 

Certification of birth 

To be completed and signed by a healthcare provider, midwife, or a representative of a healthcare facility. 

All sections are required unless otherwise noted. Incomplete forms may delay your patient’s eligibility for benefits. 

Child’s date of birth:   /   /   Place of birth (city, state):   

Provider’s information and signature 

I declare under penalty of perjury that the information provided in this form is true and correct, and that I am a healthcare 

provider as defined in RCW 50A.05.010, a midwife, or a representative of a healthcare facility. 

Signature: 
Date:   /   /   

Name and title: 

Type of practice/Specialty: 

Phone: Email address: 

Business name and address: 

Upload completed form to your Paid Leave account. 

If you do not have an account, include the form with your benefit application or fax to 833-535-2273. 
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Medical Certification for 

Birth Complications 

Use this form: 

• If more than six weeks of recovery from birth is medically necessary. 
 

When six weeks or less is needed to recover from giving birth, use the Certification of Birth form. 

 

Patient information 

Complete the patient information section, then have your healthcare provider complete and sign the certification. 

Patient’s name: 

Patient’s date of birth:   /   /   Paid Leave Customer ID number (if known): 

 

Healthcare provider’s certification 

To be completed and signed by a healthcare provider if more than six weeks of recovery from birth is medically 

necessary. 

• Give specific dates. Terms such as “unknown” or “indeterminate” won’t be sufficient to determine Paid Leave eligibility. 

• Answers should be your best estimate based on your medical knowledge, experience, and examination of the patient. 

• All sections are required unless otherwise noted. Incomplete forms may delay your patient’s eligibility for benefits. 

Briefly describe the incapacity due to postnatal serious health condition. Can include but is not limited to recovery 

after a cesarean delivery, infections, or other postnatal complications. 

 

 
Provide the start and end dates for the leave needed for the serious health condition described above. Do not 

include bonding leave, which may be applied for separately. 

Start date: (Child’s date of birth)   /   /   End date:   /   /   

Healthcare provider’s information and signature 

I declare under penalty of perjury that the information provided in this form is true and correct, that the patient’s condition 

meets the definition of “serious health condition,” and that I am a healthcare provider authorized to certify their condition 

(RCW 50A.05.010; WAC 192-500-090). 

Signature: 
Date:   /   /   

Name and title: 

Certificate license number and state (optional): Type of practice/Specialty: 

Phone: Email address: 

Business name and address: 

Upload completed form to your Paid Leave account. 

If you do not have an account, include the form with your benefit application or fax to 833-535-2273. 
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Instructions for designating an authorized representative 

Can I help someone apply for benefits? 

You may be authorized by another individual to act on their behalf for the purposes of Paid Family and 

Medical Leave benefits. Requests to designate an authorized representative can only be granted if we 

receive one of the following: 

• A completed Paid Family and Medical Leave designated authorized representative form; 

• Documentation of a court-appointed legal guardian with authority to make decisions on a 

person's behalf; 

• Documentation of an individual designated as a power of attorney to act on a person’s behalf; or 

• Other written documentation designating an authorized representative. 

Instructions 

Complete sections 1-3. The person applying for benefits and their designated authorized representative 

must both sign this form. Include this form with the completed application for Paid Family and Medical 

Leave benefits. 

 
What if they cannot sign this form? 

If a patient is incapable of designating an authorized representative, a healthcare provider may do so on 

their behalf. This form must be signed by a healthcare provider attesting that the patient is: 

• incapable of completing the administrative requirements necessary for receiving Paid Family and 

Medical Leave benefits, and 

• unable to designate an authorized representative to act on their behalf. 

The healthcare provider must also attest that they are acting in the patient’s best interest. 

Healthcare providers who are authorized to sign this form are defined in RCW 50A.05.010 and WAC 192- 

500-090. Generally, “healthcare provider” means: 

• A physician or an osteopathic physician who is licensed to practice medicine or surgery, as 

appropriate, by the state in which the physician practices; 

• Nurse practitioners, nurse-midwives, midwives, clinical social workers, physician assistants, 

podiatrists, dentists, clinical psychologists, optometrists, and physical therapists licensed to 

practice under state law and who are performing within the scope of their practice as defined 

under state law by the state in which they practice. 

Instructions 

Complete sections 1-4. The designated authorized representative and healthcare provider must both sign 

this form. Include this form with the completed application for Paid Family and Medical Leave benefits. 

 
Questions? 

If you have any questions, please contact us at 833-717-2273 or paidleave@esd.wa.gov. 

http://projectserver/PWA/PFML/Product%20Artifacts/Business%20Design%20Documents/Edit%20folder/paidleave%40esd.wa.gov
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Designated authorized representative 

A designated representative is someone whom you appoint and authorize to act on your behalf and represent you to 

complete the administrative requirements necessary for receiving Paid Family and Medical Leave benefits. A 

designated representative is allowed to provide and obtain personal information regarding your application for Paid 

Family and Medical Leave and any benefits you may receive. By designating a representative, you are authorizing us 

to disclose your information to the individual named in section two of this form. 

 
 

Section one: Employee information 
Information about the employee taking leave 

Customer ID number (if known): 

Name: 

Date of birth: 

Address: 

Phone number: 

Email address: 

Section two: Authorized representative information 
Information about the authorized representative 

Name: 

Relationship to employee: 

Address: 

Phone number: 

Email address: 

Section three: Authorization and signatures 

Employee’s authorization: I designate and authorize the person listed in section two of this form to act on my 

behalf to complete the administrative requirements necessary for receiving Paid Family and Medical Leave benefits. 

Note: Use section four if the employee is unable to sign this form 

Signature: 
 

Date: 

Authorized representative’s attestation: I declare under penalty of perjury that the information provided in this 

form is true and correct and that I am acting in the best interests of the patient by completing this form. 

Authorized representative name: 

Authorized representative signature: 
Date: 
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If an employee applying for leave is incapable of designating an authorized representative, a healthcare provider may do 

so on their behalf. This form must be signed by a healthcare provider attesting that their patient is incapable of 

completing the administrative requirements necessary for receiving Paid Family and Medical Leave benefits and is 

unable to designate an authorized representative to act on the patient’s behalf. The healthcare provider must also attest 

that they are acting in the patient’s best interest. 

 

Section four: Provider’s information and certification 
To be completed by a healthcare provider as defined in RCW 50A.05.010. Serious health condition is defined in RCW 

50A.05.010. Answer all questions fully and completely. Please be sure to sign the form. 

Patient’s name: Date of birth: / /   

Does the patient have a serious health condition and are they incapable of designating an authorized 

representative? 

 Yes  No 
  

I declare under penalty of perjury that: 

• The patient listed on this form is incapable of completing the administrative requirements necessary for 

receiving Paid Family and Medical Leave benefits and is unable to designate an authorized representative to 

act on their behalf; 

• I am acting in the patient’s best interests by completing this form; and 

• The information provided in this form is true and correct and I am a healthcare provider authorized to certify 

their condition [RCW 50A.05.010; WAC 192-500-090]. 

Signature: Date: 

Name and title: 

Certificate license and state: 

License area/area of practice: 

Business name: 

Address: 

Phone number: 

Email address: 

 


