
Kean University 

Leave of Absence Questionnaire 
Care of Family 

Employee Name: ________________________________ _ 

Title: ________________ Dept: _________________ _ 

Patient Name: ______________ Relationship to Employee: ___________ _ 

You have requested a medical leave of absence due to the serious health condition of your family member 
pursuant to the Family Medical Leave Act, the New Jersey Family Leave Act, and/or your collective 
bargaining agreement leave entitlements. In order to review your request, please provide medical 
certification from your family member's physician that addresses the following questions. The doctor may 
either use this form or may provide a detailed letter. 

NOTE TO PHYSICIAN: 11re Ge11etic lnfom1ation No11di.,crimination Act of2008 (GINA) prohibits employers and other 
entitles covered by O/NA Title II from requesting or requiring genetic information of an individual or family member of the 
i11dividual, except as specifically allowed by thi., law. To comply willt I/tis law, we are asking tllat you not provide any 
genetic fofonnation when responding to this request for medical infonnatwn. "Genetic i11formation" as defined by 
GINA, inrludes a11 i11dit1idual'sfamily medical history, the resu/u of an indil'idual's or family membe,-'s genetic te.,;/s, the 

fact that an individual or an individual's family member sought or received genetic services, and genetic information of a 
fetus carried by an individual or an individual's family member or an embryo /awfully held by a11 indit1iJual or family 
member receiving assistive reproJuctiPe sen•ices. 

1. Does the employee require a leave of absence to care for a family member with a serious health 
condition?
□Yes (specify the relationship: ________ -J o No

2. Explain the care needed by the employee's family member, and why such care is medically necessary.

(Please include a statement or description of appropriate medical facts regarding the health condition for which the leave is 
requested. Such medical facts may include information on symptoms, diagnosis, hospitalization, doctor visits, whether 
medication has been prescribed, any referrals for evaluation or treatment (physical therapy, for example) or any other regimen 
of continuing treatment.) 

3. What is the expected duration of the leave of absence: _________________ _




