
 

CGL Medical Certification 

 

Section I (to be completed by the employee): 

Name Employee ID Employee Contact Number 

Job Title Department Regular Work Hours 

Section II (to be completed by the attending healthcare provider): 

Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency 
or duration of a condition, treatment, etc. Your answer should be your best estimate based upon your 
medical knowledge, experience, and examination of the patient. Please be sure to sign and date the form 
on the last page. 

Healthcare Provider Name Type of Practice/ Medical Specialty 

Practice Name Practice Phone 

Practice Address 

Patient Name Patient Relationship to Employee 

 ☐Spouse ☐Child  ☐Parent  ☐Legal Dependent  

The patient identified herein has a condition that: (Select all that apply) 

☐Requires ongoing medical treatment  

☐Requires ongoing supervision and/or assistance 

☐Requires transportation to and/or from appointments or supportive services 

Does the condition substantially limit the patient’s ability to independently perform activities of daily 
living or otherwise require active caregiver involvement?  

☐Yes   ☐No 

Probable duration of the condition? 

mm/dd/yyyy:     ____/___/____   to   ___/___/____ 



 

 

Your answers should be your best estimate based upon your medical knowledge, experience, and 
examination of the patient. 

False or misleading medical certifications are subject to 14 V.I.C. Ch. 41 Fraud and False statements (§§ 
831 — 852).    

Optional Remarks :                                                                                                                                                                                                       

  Healthcare Provider Signature   Date 
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