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Date:     ___________________

To:	______________________________________     Employee No.__________________________________

From:	_______________________________________    Division: _____________________________________

RE:	Clarification Request  / Your absence from _______ to _______.

You have notified the City of your need for absence from work and have requested FMLA. However, the Medical Certification provided by your Health Care Provider is either ___ Insufficient; ____ Illegible or ___Incomplete. Clarification is now required.  Instructions are as follows:

Please take this letter to your Health Care Provider to answer all of the specified questions below.  You must ensure that this letter receives the appropriate and complete response. Please make sure that your Health Care Provider signs the verification below. The consequences of an inadequate response are explained below.  Unless otherwise noted, we expect that you will ensure that we receive a sufficient response within seven (7) calendar days from the date of this letter.

Based on what is stated on the Certification of Health Care Provider form, the City of Memphis has specific inquiries of your health care provider, or specific areas to seek clarification, each of which is listed below.


What is the serious health condition suffered by the employee?___________________________________________
_____________________________________________________________________________________________

What incapacity does the employee suffer as a result of the serious health condition? _________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

What are the estimated dates of incapacity and/or the frequency of incapacity and expected duration of incapacity? _____________________________________________________________________________________________
_____________________________________________________________________________________________

Other question:  ________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Health Care Provider Printed Name: _______________________________________________________________

Signature: __________________________________________________________    Date: ___________________

Address: _____________________________________________________________________________________

Telephone Number:_____________________________________________________________________________



Note to employee: If there are additional inquiries, they are listed on the separate sheet of paper attached to this letter. 

It is your responsibility as the employee to ensure that your health care provider submits the requested clarification to the City within seven (7) calendar days of receipt. Failure to fulfill this responsibility will mean that your absence is subject to losing FMLA designation and protections under FMLA. 

