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FMLA Information sheet
There is a 25$ fee for filling out all forms and letters, including FMLA forms.   Please make sure all information on this sheet is correct to ensure the forms do not need to be amended, as you will need to pay the fee each time a form is filled out.  We cannot fill out forms if you have not been seen here for the illness or condition.  
Name: __________________________________ Date of Birth: ___________________
Is this FMLA for you?  __________ Nature of the illness: _________________________

Is FMLA to care for someone else? ____________ Relationship to you: _____________

Reason you need time off to care for this person: ________________________________

Have you seen other providers for this illness? What dates? ________________________ 

Date you would like FMLA to start: _____________________

Date you would like FMLA to stop: _____________________

Would you like FMLA on an intermittent basis?  If so, how often do you think you will need leave: (for example, 3 times a month) _____________________

How long will those episodic absences last: (for example, one day each) _____________

Would you like FMLA on a reduced schedule basis?  If so, how many hours a day do you think you can work: (for example, 6 hours a day) _____________________
Lighthouse Family Medicine


Kenneth LeCroy MD








6515 Colleyville Blvd.


Colleyville, TX 76034


(817) 424-3774


(817) 424-3398 fax


Southlake, Texas 76092











_1071470051.doc
[image: image1.png]






