
CALIFORNIA CERTIFICATION OF HEALTH CARE PROVIDER

Pregnancy Disability Leave (PDL)
1. Employee’s Name: 





2. Date employee became disabled due to pregnancy, childbirth, or a related medical condition:

3. Probable duration of the period of disability: 
I hereby certify that the employee named above is disabled due to pregnancy, childbirth, or a related medical condition as of the date stated above, and is unable to work at all or is unable to perform any one or more of the essential functions of her position without undue risk to herself, the successful completion of her pregnancy, or to other persons.
4. Signature of Health Care Provider
Date: 





Health Care Provider’s Name
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