
Medical Certification Form California

Employee Information

● Full Name: ________________________________________

● Employee ID: ______________________________________

● Address: _________________________________________

● Phone Number: ____________________________________

Health Care Provider Information

● Provider Name: ____________________________________

● Practice Name: ____________________________________

● Address: _________________________________________

● Phone Number: ____________________________________

● Email: ___________________________________________

Medical Information

● Diagnosis: ________________________________________

● Date of Diagnosis: _________________________________

● Treatment Start Date: ______________________________

● Expected Duration of Condition: _____________________

Certification Details

● Description of Medical Condition: ____________________

● Is the Condition Chronic? [ ] Yes [ ] No

● Is Condition Permanent? [ ] Yes [ ] No

Additional Comments
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● Comments: _______________________________________

● Restrictions/Limitations: ___________________________

Signature

● Health Care Provider Signature: ______________________

● Date: ___________________________________________
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