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Medical Certificate for Family Caregiver Leave
Page  of 
 my request for a Family Caregiver Leave for (Patient's Name First & Last) . 
 require the completion of this form in order to support 
 Authorization to Release this Medical Certificate 
Below is an Authorization for the release of medical information and must be completed and shown to the Designated Licensed Healthcare Practitioner who will complete the Medical Certificate for Family Caregiver Leave. 
 
The information provided on the Medical Certificate for Family Caregiver Leave is collected by St. Joseph's Healthcare Hamilton, Human Resources Department to determine the eligibility for Family Caregiver Leave of Absence. 
 
If the ill person (patient) is incapable of consenting to the release of personal health information, Sections 1 and 2 must be completed by the patient's SDM. The Designated Licensed Health Practitioner must complete page 2 of the Medical Certificate for Family Caregiver Leave.
This form must be completed by a designated qualified health practitioner who is licensed to practice medicine in Canada. 
 
I understand that a Designated Licensed Health Care Practitioner may request a fee to complete this Certificate and recognize that St. Joseph's Healthcare Hamilton does not reimburse such fees. I understand that I am responsible for payment of any fee for completion of this report. 
 Completion of the Medical Certificate for Family Caregiver Leave is a requirement when requesting the Family Caregiver leave of absence. 
 
The personal information collected herein is administered in accordance with the Freedom of Information and Protection of Privacy Act (FIPPA). 
 
The authorization to release this information will be provided by the patient/patient's substitute decision maker (SDM) per below. This medical certificate for Family Caregiver leave of absence must be submitted together with a Leave of Absence request form. 
 
A Family Caregiver Leave of absence is available to eligible employees to provide care or support to a family member as described in section 49.3(5) of the Employment Standards Act. 
 
Note: For the purposes of the Family Caregiver Leave of absence, the following definitions apply: "Care" means all care that is required because of a serious medical condition, other than the care provided by a health care professional. "Support" means all psychological or emotional support that is required because of the serious medical condition of a family member. 
 Section 1- PATIENT INFORMATION 
 Residential address          
 Section 2- PATIENT REPRESENTATIVE / SUBSTITUTE DECISION MAKER (SDM)
 To be completed by patient's SDM if, due to illness, Section 1 is not signed by patient.
 I am the SDM of the patient identified above and am authorized to consent to the disclosure of this patient's medical information. The patient mentioned in Section 1 is at present unable to consent to the release of medical information. I authorize the release of this medical information for no other purpose than to facilitate the completion of this Medical Certificate. I have signed sections to authorize the release of information on the Medical Certificate.
FOLLOWING TO BE COMPLETED BY QUALIFIED HEALTH PRACTITIONER: 
and certify in my professional opinion that the following 
1. The patient has a serious medical condition which may include a chronic condition or episodic illness. 
2. Did the patient have a serious medical condition before today? 
3. The patient requires the care or support of his/her family member.
4. The patient is expected to require the care or support of his/her family member until (YYYY-MM-DD):
conditions existed:
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