Pregnancy & Birth

Certifications

STEP 1: Select the right form

This packet has forms for each stage of

pregnancy and birth. Select the form for your

circumstances. You'll need to submit an
application and documentation for each type of
leave you need.

Pregnancy

e Use the Prenatal Care Medical Certification
form for applying for medical leave for
medical care during your pregnancy.

Recovering from birth

e Use the Certification of Birth form for the
first six weeks of medical leave to recover from
giving birth. This form can be used for both
medical leave to recover from birth and for
family leave to bond with your baby.

e Use the Medical Certification for Birth
Complications form when you need medical
leave for more than six weeks to recover from
birth.

Bonding with your new baby

Both parents can use the Certification of Birth
form for family leave to bond with a child born into
your family. Note, bonding leave requires a
separate application.

STEP 2: Fill out the form

You complete required fields (*) in SECTION 1, and
your health care provider completes SECTION 2.
Health care provider instructions are included in
this packet.

STEP 3: Upload your completed form
Upload your completed form in your Paid Leave
account or fax to 833-535-2273.

Questions?

CBungertenncrea aAna opopmaeHus
OTMycKa B CBA3M C
6epeMeHHOCTbIO U POXKAEHUEM

pebeHka
LWWAT 1. BbibepuTte npaBunbHy10 popmy.

B 5TOoM nakeTe cobpaHbl GOPMbI A1 BCEX 3TarnoB 6epeMeHHOCTU 1 POJOB.
Bbibepute nogxoasaiyto. Hy>xHo nogasaTh 3asBaeHWe U JOKYMEHTbI A5
KaXkA4oro Tmna oTrnycka, KoTopblli BaM NoTpebyeTcs.

bepemeHHOCTb

e 3anosiHnTe GOpMy MEAULIMHCKOro CBUAETE/IbCTBA O BEAEHUN
6epemeHHOCTH, UTOGbI NOAAThL 3asiBEHME Ha OTMYCK MO MeAWULUHCKAM
noKasaHuaM ANS MeANLMHCKOrO 06C/y>XXMBaHWA BO BPeEMS
6epeMeHHOCTH.

BoccraHoBaeHMe nocne poaoB

e 3anonHuTe GopMy NOATBEPXKAEHUSA POXKAEHUA, YTOObI NoAaTh
3asB/eHME Ha OTMYCK NO MeANLIMHCKMM MOKa3aHUAM Ha nepBble LeCTb
HeZeNb BOCCTAHOBJ/IEHMA NOCAe POAOB. 3Ty GOPMY MOXHO MCMO/b30BaTh
Kak An1f OTnycka No MeAVLMHCKUM NOoKa3aHWAM A1 BOCCTaHOBAEHUA
rnocne poAoB, Tak 1 ANs OTMycKa NO CeMeNHbIM 0BCTOATENbCTBAM A5
yCTaHOBJ/IEHMA CBA3M C pebeHKOoM.

e 3anosHute GopMy MeaULMHCKOro CBUAETE/IbCTBA 06 0C/I0XKHEHNAX
npu poaax, ecin Bam TpebyeTcs OTnyck no MeANLMHCKUM MOKa3aHWAM
Ha 6o/1ee yeM LIeCTb HeAenb A1 BOCCTaHOBNEHUA NOC/ie POJOB.

YcTraHOBNE€HUe CBA3M C HOBOPOXXAEHHbIM pebeHKkoM

O6a poanTena Moryt nCnoab3oBaTtb (bOpMy noaTBepXaeHusa poXkaeHuna 414
nojayn 3afaBJieHNA Ha OTNyCK No cemMenHbIM 06CToATEeIbCTBAM AnAa
YCTaHOB/IEHUA CBA3M C HOBOPOXAEHHBIM pe6eHKOM. anIMel-IaHI/Ie. ,ﬂ..ﬂﬂ TakKoro
OTNyCKa HY>XHO OTAE€/IbHOE 3aABAEHMNE.

WA 2. 3anonuure popmy.

Bam HeobxoaMMo 3anonHUTb 0b6s3aTenbHble noas (*) 8 PA3AENE 1, a Baw
NOCTaBLUNK MEAULIMHCKUX YCAYT AOKeH 3anonHnTe PA3JES 2.
VIHCTpyKLUMM A9 NOCTaBLUMKA MEANLIMHCKUX YCIYT BKAFOYEHbI B 3TOT MakKerT.

WA 3. OTnpaBbTe 3anonHeHHy10 popmy.

OTnpaBbTe 3anoHeHHY0 GOPMY Yepes CBOKO YUETHYHO 3anMunchb B cUCTEME
A/ BbIMAAT 3a onjlaumBaemblin oTnyck Paid Leave uam no ¢akcy Ha Homep
833-535-2273.

If you have any questions, please contact us yshington

at 833-717-2273 or paidleave@esd.wa.gov.

Family & Medical Leave



mailto:paidleave@esd.wa.gov

Instructions for Health Care Providers

“Health care provider” is defined by law in RCW 50A.05.010 and WAC 192-500-090.

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.

What to do when you receive a form: Fill out Section 2. Within 7 calendar days of receipt,
return the form to your patient (they will share it with us). You cannot charge a fee for
completing the form.

SERIOUS HEALTH CONDITION

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

e 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.

FOR MORE INFORMATION:

Visit paidleave.wa.gov/healthcare-providers.

Questions?

If you have any questions, please contact us

at 833-717-2273 or paidleave@esd.wa.gov.

Washington
Paid Family & Medical Leave
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Prenatal Care Medical Certification \,;\Q?;“F':?;ﬁ;& Medical Leave

MeanunHckoe CBUAETENbCTBO O BeAEHUN Employment Security Department
6epeMeHHOCTH

Ucnonb3syiite 3ty popmy, Korga 6epete oTnyck no
MeAULMHCKUM NoKa3aHUAM ANA MeAULUHCKOTO
ob6cny)knBaHnsa Bo Bpems 6epemeHHOCTL.

Use this form when taking medical leave for prenatal
care.

SECTION 1: Patient information | PA3JE/1 1. UhpopmaLma o naumneHTe

Patient’s name* | Uma n pamunna naumeHta*:

Date of birth (MM/DD/YYYY)* | flata poxxaeHus Paid Leave Customer ID | UaeHTUGMKALMOHHBI HOMep
(MM/AA/TTTT)*: y4yaCTHMKa nNporpaMmbl ornJlaumBaemMoro oTnycka:
/ /

SECTION 2: Health care provider certification |PA3[E/1 2. CBuaeTenbCTBO OT NOCTaBLLUKA

MeANLUHCKUX ycnyr

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

e Complete all required fields (*). Incomplete forms may delay your patient’s eligibility for benefits.

¢ 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.

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

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, pre-eclampsia, infections, or other prenatal complications.

Provide the start and end dates for the leave needed due to the conditions selected above*.
Give specific dates. If leave is needed for the duration of the pregnancy, provide the estimated due date as the end date.
Otherwise, the end date should be the estimated date the incapacity will no longer exist.

Start date (MM/DD/YYYY)* : / / End date (MM/DD/YYYY)* : / /

I declare under penalty of perjury that the information provided in this form is true and correct, that | have read and understand
the definition of a serious health condition, that the patient’s condition meets the definition of “serious health condition,” and that
I am a health care provider authorized to certify their condition (RCW 50A.05.010; WAC 192-500-090).

Signature* : Date (MM/DD/YYYY)* : / /

Name and title* :

Certificate license number and state: Type of practice/Specialty* :

Phone* : Email address :

Business address* :

The Employment Security Department is an equal opportunity employer/program. Auxiliary aids and services are
available upon request to individuals with disabilities. Language assistance services for limited English proficient
individuals are available free of charge. Washington Relay Service: 711




Certification of Birth

MoaTBEepXXAEHUE POXKAEHUA

Washington
Paid Family & Medical Leave

Employment Security Department

Use this form when taking leave for:

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

o Family leave to bond with a child born into your
family.

Ucnonb3syiite 3ty popmy, Koraa 6epete oTnycKk ogHOro

M3 yKa3aHHbIX HW)Ke TUMNOB.

e OTNyCK NO MeAULUHCKAM NOKa3aHUAM Ha nepBble
WwecTb HefeNlb BOCCTAHOBJIEHUS NOC/ie POJOB

e OTNycK no cemeliHbiM 06cTOsAITENLCTBAM ANA
YCTaHOBJ/IEHUSA CBA3M C HOBOPOXKAEHHbIM pe6eHKOM

SECTION 1: Parents’ information | PASAE/N 1. UHdpopmauuma o pogutenax

Name of parent who gave birth* | Uma n pamnnuna poamswero auua*:

Date of birth (MM/DD/YYYY)* | AaTa poxxaeHus
(MM/OA/TTTT)*:
/ /

Paid Leave Customer ID | UaeHTUPUMKALNOHHBI HOMep

yuacTHMKa NporpaMmbl onJlauMBaemMoro oTnycka:

Name of non-birthing parent (if taking leave) | Umsa n pamunusa gpyroro us poauteneii, KOTopblii He poXkaa 3Toro

pe6eHka (ec/iu 3mo auyo epem omnyck):

Date of birth (MM/DD/YYYY)* | flata poxxaeHus
(MM/BA/TTTT)*:

Paid Leave Customer ID | UaeHTUUMKALMOHHDIA HOMep

y4YyacTHUKa nporpamMmmvbl onJiauyuMBaemMoro otnycka:

/ /

SECTION 2: Certification of birth | PA3ZLE/1 2. MoaTBepxaeHne poXxaeHUs
To be completed and signed by a health care provider, midwife, or a representative of a healthcare facility.
Complete all required fields (*). Incomplete forms may delay your patient’s eligibility for benefits.

Child’s date of birth (MM/DD/YYYY)*: _ 7/ _ /_

Place of birth (city, state)* :

I declare under penalty of perjury that the information provided in this form is true and correct, and that | am a health care
provider as defined in RCW 50A.05.010, a midwife, or a representative of a healthcare facility.

Signature* :

Date (MM/DD/YYYY)*: [/ [ ___

Name and title* :

Type of practice/Specialty* :

Phone* :

Email address :

Business address* :

The Employment Security Department is an equal opportunity employer/program. Auxiliary aids and services are

available upon request to individuals with disabilities. Language assistance services for limited English proficient

individuals are available free of charge. Washington Relay Service: 711




. P . T Washington
Medical Certification for Birth Complications Paid Family & Medical Leave
MeauuUuHCKOEe CBUAETENbCTBO 06 Employment Security Department

OCJIOXKHEHMSAX NMpu poaax

Ucnonbayite 31y popmy, koraa 6epete otnyck ans
Use this form when taking leave to recover from giving | BocctaHOBneHUA nocsie poaoB Ha 6o/1ee uem LWeCTb

birth for more than six weeks or if you had HeAeNb UKW ecnun Y Bac 6b1n ocnoXkHeHuns. Eciv y Bac
complications. If you did not experience complications and | He BblJI0 OCNOXHEHWI 1 Bbl HepeTe OTNYCK Ans

are taking six weeks or less of leave to recover from giving BOCCTaHOBJ/IEHWs NOC/E POAOB Ha LIeCTb HeAeNb UAn
birth, use the Certification of Birth form above. MeHbLLWIN CPOK, UCMOANb3YWTE NPUBEAEHHYIO Bbille GOpMy

NoATBEPXKAEHUA POXAEHNA.

SECTION 1: Patient information | PA3AEN 1. Uupopmauusa o naumeHTe

Patient’s name* | Uma n pamunnsa naumeHta*:

Date of birth (MM/DD/YYYY)* | flata poxxaeHus Paid Leave Customer ID | UaeHTUMKaLMOHHDIA HOMep
(MM/BA/TTTT)*: y4yacTHMKa nporpamMmbl ofnJiaumBaemMoro oTnycka:
/ /

SECTION 2: Health care provider certification | PA3AE/1 2. CBuaeTeNbCTBO OT NOCTaBLLUKa
MeANLUHCKUX ycnyr

To be completed and signed by a health care provider if more than six weeks of recovery from birth is medically
necessary.

e Complete all required fields (*). Incomplete forms may delay your patient’s eligibility for benefits.

o Give specific dates. Terms such as “unknown” or “indeterminate” won't be sufficient to determine Paid Leave eligibility.
o Answers should be your best estimate based on your medical knowledge, experience, and examination of the patient.

Briefly describe the incapacity due to postnatal serious health condition*. Can include but is not limited to recovery
dfter 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 (MM/DD/YYYY)* : / / End date (MM/DD/YYYY)*: / /

| declare under penalty of perjury that the information provided in this form is true and correct, that | have read and
understand the definition of a serious health condition, that the patient’s condition meets the definition of “serious health
condition,” and that | am a health care provider authorized to certify their condition (RCW 50A.05.010; WAC 192-500-090).

Signature* : Date (MM/DD/YYYY)* : / /

Name and title* :

Certificate license number and state: Type of practice/Specialty* :

Phone* : Email address :

Business address* :

The Employment Security Department is an equal opportunity employer/program. Auxiliary aids and services are
available upon request to individuals with disabilities. Language assistance services for limited English proficient
individuals are available free of charge. Washington Relay Service: 711



