
 
University of North Carolina Wilmington 

 
Medical Certification FMLA 

(Employee’s Own Illness) 
 
Name of Employee:          
 
Describe medical condition:            

              
 

Date Condition Began:        Date ended (or expected to end):      
 

Explanation of extent to which employee is unable to perform the essential functions of his or her job:  
Please refer to attached job description.  
              

              
 

Physician’s Signature:         Date:      

Physician’s Name (print):        Phone:     

Address of Physician:         

         

         

Phone Number:          

Fax Number:          

 
I give my physician permission to release medical information necessary to complete the above certification. 
I am requesting the following time off work:  
 
Full leave from:      to     .  
 
Intermittent Leave from:     to     . 
 
Hours per week requested:      
 
Employee’s Signature:          
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