HOC

Stallberg C (Chad) MEG [stafise@moglobal.biz]

Cerlificatidn_Form_USA-SL Office- updated

From:

Sent: Wednosday, November 29, 2023 10:52 AM

To: hoc@qiikus.com

Subjact: Emaiting: Chad Stallberg MEGlobal_Employas_Health_ _|
Attachments: MEGlobal_Employse_Health_Certification_Ferm_USA-SL Offica- kipdatsd.pdf

Please fill out Section 3, and email form back to me.
after a week with restrictions.
by 12-18-23...but I am leaving that up to you guys.
have any questions.

Ib

Pleas

Thanks,
Chad Stallberg

Your message is ready to be sent with the following file o

MEGlobal_Employee Health_Certification_Form_USA-SL OfFice-

Note: To protect against computer viruses, e-mail programs
types of file attachments, Check your e-mail security set

handled. .
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The information contained in this e-mail message and any af
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I don't normally work weet

B

lieve I was told I could return to work
ends, so I am hoping to return to work
reach out to me (979-292-6529) if you

r link attachments:

updated

may prevent sending or receiving certain
tings to determine how attachments are

***********************Disclaimer********
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ttached files are confidential

information. If you have received this e-mail in error, please notify us immediately by reply e-

mail to sender and delete all copies. If you are not the

intended recipient, any use, reliance,

dissemination, disclosure, or copying of this e-mail or any part of this e-mail or attached files
is unauthorized. It is your responsibility to scan this cofmunication and any files attached for

computer viruses and other defects, EQUATE Petrochemical C
guarantee the accuracy or completeness of any information
files. EQUATE Petrochemical Company does not accept liabil;

mail or any attached files.
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T form i used to:
2

To agses8

Detormine an employaa’s cligibiity to quallfy far banafits undar MEGlobal Amaricas

Stallberg,

Employee Name {Last, First)

Employee Health Ceﬂiﬁcation Form

Retum completed form to Donla Muturi via emiail: dmuturi@meatobalbiz

|
Ino, Pald Medical Leave Potley, and

Chad 2753 23/08/ 1974
Fi | Date of 8lrth: _ (DDMMIYYYY) |

Employea D3 |

oS [Oysher Qrafe, |fomesrSollg g 500 sz | Lot Clay, femmmtrde
Department: Work Phone: i HR Contact: . R
. g < Bielamowics

Medical Condition:
{¢tagnasls, surgety type,

¥
Work status and anticipated duration:
ull Work Release {no work restrictions)

Hospitallzed or Referved for Additional Evajuation/Treatment

First Dato of Work Missed:
(ODMRYYYY)
" | Anticipated Retum to Work Date (t i

e Ivltglv> ' |
Injuryfiliness is work related? #No [ Yes (MsGkba HR and EHS must b immediatoly notfied of the nfury/ahaas)

[ Release of | authorize the release of my Healthcare Provider's diagno;'a!sldlspodﬂon, specific to thig Injury / illness, to
Medical MEGicbal Americas, its insurance carrier and/or All American Screening & Medical to assist with facliiiating
Records: this medical leave. | certify the information | previded Is acéurate and complete to the best of my knowledge.
Employeo i
Signature:

1211123

icted Wark (listed bajow) Mw
E’ao Work Untll Further Notice

Restrictiona: TPTT5- 124875 Estimated Gufation of miaBon(a):
(M"}mm Wwﬁ{,@ ﬂﬁr—m’ﬂm Ation of imftation(s)

Details of :

VI Stenuous Activitie:
- \7 821
LINo L) Yes - Ovarhaad Work with Amm

This condition is: IéAouto ! a 8

No o ent
No - or Bend ONLw
No - & -
Yes - Fumes or
Hoavy Exertic R LS
Yos -

.....

Hmds
L S4unk

% 'M':Z-iz' M. %WW

|
ghmml:nw ‘ﬂlf}}é—[,’ glre W%f:z’)
" The [ikely duration and frequency of epieodes of condition: |2|3 1231 111 y/ , wWink
Heathear Frovider | 2.0\ D Ak DY, 90 SUTEL [OF
Tal * bm '15 b X
" 248 - L rlsles ,
MEGLOBAL RESTRICTED
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Notice of Eligibility & Rights and Responsibilities USS. Department of Labor “H

under the Famfly and Medical Leave Act Wage and Hour Division

— WAGE AND HOUR DIVISION
DO NOT SEND TOTBEDEPAR'I’ME?ITOFLABOR. . OMB Contvol Number; 1235-0003
PROVIDE TO EMPLOYER. e : Expircs: 6/30/2026

In general, to be eligible to take leave under the Family and Medical Leave Act (FMLA), en employée nust bave worked

for an employer for at least 12 months, meet the hours of service requirement in the 12 months preceding the leave, and

work at a site with at least 50 employees within 75 miles. White usc of this form is optional, a fully completed Form WH-

381 provides employees with the information required by 29 CRR. §§ 825.300(b), (c) which mmst be provided within five

business days of the en!ziloyee notifying the employer of the need for FMLA leave. Information about the FMLA may be
(]

found o ).eov/apgenciag/whd/

Date: 11/28/23 (i) .

From: MEGiobal Americas Inc. (Bmployer) To: Chad Stallberg (Empioyes)
on 1127723 (mm/ddyyyy), we leamned that you need leave (baginning on) 12/07/23 (/)

for one of the following reasons: (Select as appropriats)

O The birth of a child, or placement of a child with you for adoption or foster care, and to bond wjth the nowbom or
newly-placed child '

B Your own serlous health condition )

O You are needed to care for your family member due to a serious health condition, Your family member is your:

O Spouse [ Parent 0O Child under age 18 -0 Child 18 years or older and incapable of self-
. care because of a menta| or physical disability

B A qualifying exigency arising out of the fact that your family member is on covered active duty or has been notified of
an impending call or arder to covered active duty status, Your family member on covered active duty is your:

O Spouse OParent O Childof myage
O You are needed to ¢are for your family member who is a covered servicemember with a serious injury or illness. You
are the servicemember’s: i
0 Spouse OParent [ Child O Next of kin

Spouse means 4 husband or wifé as dofined or recognized in the stato whers the individual was married, including in a common Jaw
mattiago or same-sex marriage. The terms “child™ and “parent” includs # locoiparentis relationships In which a person assumes the
abligations of a parent to a child. An employee may take FMLA leave to care for'an individual who assumed the obligations of a parent
to the enployee when the employce was a child. An employee may also take FMLA leave to care for a child fior whom the employee
has assumed tho obligations of a parent, No legal or biological relationship is necessary.
-SECTION'I - NOTICE OF ELIGERILITY. .. . . 0 ..

This Netice is to inform you that you are:

W Eligiblé for FMLA leave. (Sea Seasion Il for ary Additional Information Needed and Section IIl for information on your Rights
and Respengibilities.)

O Not eligible for FMLA leave because: (Only one reason nezd be checked)
&) You have not met the FMLA's 12-month length of service reqi:irement. As of the first date of requested leave,

you will have worked approximately: towards this requirement.
’ (months) ;

O You have not met the FMLA's 1,250 hours of service reqlﬁret;:mt. As of the first date of requested leave, you
will have worked approximately: towards this requirement,
(haurs of service) i

Page 1 of 4 Form WH-381, Revised Junc 2020

91/€6 3BYd 180 NNVW4S0H . 16ET662646 @568 €20Z/81/21



Emyloyu Name: Chad Slsllbarg

O You are an airline flight crew employee and you have not met the special houss of service cligibility requirements
for airline flight crew employees as of the first dats of requested leave (i.e., worked or been paid for at least 60%
of your applicable monthly guarantse, and worked or been paid for at least 504 duty howrs,)

O You do not wurk at and/or repott to 3 site with 50 or more employemw:ﬂun 75-miles as of the date of your
request.

If you have any questions, please contact: (Name of employer representative)
at . (Contact information).

: SECTION I - ADDEFIONAL INFORMATION-NBEDED: . ¢ ..
As explained in Section I, you meet the cligibility requirements for taling FMLA leave. Please review the information
below to determine if additional information is needed in order for us to determine whether your shsense qualifies as FMLA
leave. Once we obtain any 2dditional information specified below we will inform you, within 5 business days, whether
your leave will be designated as FMLA leave and count towards the FMLA loave you have available, If complete and
sufficient information Is not provided in a timely manner, your leave may be denied.

{Select as appropriate)
O No additional information requested. If no additional information requested, go to Section INL.

‘We request that the leave be supported by a certification, as identified below.
B Health Care Provider for the Employee O Health Care Provider for the Employee’s Family Member
B Qualifying Exigency 0 Sericus lllvess or Injury Adititary Cavegtver Leave)
Selected certification form is I¥ attached / O not attacked,

If requested, medioal certification mmat be returned by 12/22/23 (mm/ddbyyy) (Must allow at least 15
calendar days from the data the employer requested the employee to provide certificatian, unless it is not  foasible despite the employce’s
diligent, good faith efforts.)

[J We request that you provide reasonable documentation or & statement to establish the relationship between you and
your family member, including in loco parentis relationships (as explained on page ane). The information requested
st be returned to us by (mm/dd/yyyz). You may choose to provide a simple statement of the
relationship or provide documentation such as a child’s birth certificate, a court document, or documents regarding
foster care or adoption-related activities. Official documents submitted for this purpose will be returned to you after
examination.

O Other information needed (e.g. documentation for military fomily leave);
The mfcnmauon requested must be returited to us by (me/ddfyyyy).

If you bave any questions, please contact: D0nia Muturl, Global Benefits Administrator .. of enplayer representative)

- SECTTON 10 ~NOTICROK RIGHTS AND RESPUNSHLLIES
YoulmvearightundertheMAtotakeunpdd,job—p‘otectedFMLAleavemalz-monﬁzpuiodfureeminﬁun‘lyand
medical reasons, including up to 12 weeks of unpaid eave in a 12-month period for the birth of a child or placement of a

child for adoption or foster care, for leave related to your own or a family member’s serious health condition, or for certain
qualifying exigencies related to the deployment of a military member to covered active duty. You also have aright

Pagoe 2 of 4 Form WH-381, Revised June 2020
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under the FMLA to take up to 26 weeks of unpaid, job-protected FMLA leave in a single 12-month period to care fora
covered servicemember with a serious injury or illness (Military Caregiver Leave).

Tho 12-month period for FMLA leave is calculated as: (Select as appropriate)
0 The calendar year (January 1*- December 31%)
O A fixed leave yoar based on

(6.8, afiscal year bagiming on July I and ending on June 30)
0O The 12-month pericd measured forward from the date of your first FMLA leave usage.

B A “plling” 12-month period measured backward from the date of any FMLA leave usage. (Each time an employee
takes ¥MLA leave, the remaining leave is the balance of the 12 weeks not used during the 12 months immediately befors
the FMLA leave is to start.)

If applicable, the single 12-month period for Military Caregiver Leave started on (en/ddiyyy).

You (M are /U1 are not) considered a hay employee ag defined under the FMLA. Your FMLA leave cannot be denied for
this reason; however, we may not restore you to employment following FMLA leave if such restoration will cause
suhatantial and grievous economic injury to us.

We (0 have / B have not) determined that restoring you to em;;loyment at the conclusion of FMLA leave will cause
substantial and grievous econamic harm to us. Additional information will be provided separately concerning your status
as key employee and restoration.

You have a right under the FMLA to request that your accrued paid leave be substituted for your FMLA leave. This means
that you can request that your accried paid leave ran concurrently with some or all of your unpaid FMLA leave, provided
you meet any applicable requirements of our leave policy. Concurrent leave use means the absence will count against both
the designated paid leave and unpaid FMLA leave at the same time. I you do not meet the requirements for taking paid
leave, you remain entitled to take available unpaid FMLA leave in the applicable 12-month period. Even if you do not
request it, the FMLA allows us to Tequire you to use your available sick, vacation, or other paid leave during your FMLA
absence, .

{Check all that apply)

O Some or all of your FMLA leave will not be paid. Any unpaid FMLA lcave taken will be designated as FMLA
leave and counted againat the amount of FMLA leave you have available to use in the applicable 12-month peried.

O You have requested to use somse or all of yonr available patd leave (a.g., sick, vacation, PTO) during your FMLA
leave. Any paid leave taken for this reason will also be designated as FMLA leave and counted against the amount of
FMLA leave you have available to use in the applicablc 12-month period. '

O Woe are requiring you to usc some or all of your available paid leave (e.g., sick, vacation, PTO) during your FMLA
leave. Any paid leave taken for this reason will also be designated as FMILA leave and counted against the amount of
FMLA leave you have available to use in the applicable 12-month period.

B Other: (o.g., short- or long-term disabilisy, workers' compansation, state medical Ie;we law, etc) personal illness or pald m
Any time taken for this reason will also be designated as FMLA leave and counted against the amount of
FMLA leave you have available to use in the applicable 12-month period.

The applicable conditions for use of paid leave inolude: rotUM of health certification form

Por more information about conditions applicablc to sick/vacaticn/other paid leave usage please refer to
Family Medical leave policy available at: MEGIlobal Intranet HR US page

Page3 of 4 Form WH-381, Revised June 2020
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Employeo Name: Chad Stallberg

Part C: Maintain Health Repefits
Your health benefits must be maintained during any period of FMLA Jeave under the same conditions as if you continued

to work. During any paid postion of FMLA leave, your share of any premiums will be paid by the method normally used
during any paid leave. During any unpaid portion of FMLA leave, you must continue to make any normal contributions to
the cost of the health insurance premiums. Tomakeanangememswconunnetomakzyourshmoftheprennumpayments
onyourheulﬂ:mnancewhﬂeyoumonmyunpmdmleave. contact NA

You have a mintmum grace period of (L] 30-days or O NA indicate longer periad, if applicable) in which to
make premium payinents. If payment is not made timely, your group health insurance may be cancelled, provided we notify
you in writing at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay your share
of the premiums during FMLA leave, and recover these payments from you upon your return to work.

You may be required to reimburse us for our share of health insurance premiums paid on your behalf during your FMLA
Icave if you do not return to work followmg unpaid FMLA lcave for a reason other than: the continuation, recurrence, or
onset of your or your family member’s serious health condition which would entitle you to FMLA leave; or the continuation,
recwirence, or onset of a covered servicemember® s serions injury or illness which would entitle you to FMLA leave; or
other circumstances beyond your control.

Paxt ID: er lovee Benefits

Upon your return from FMLA lcave, your other employee benefits, such as pensions or life insurance, must be resumed in
the same manner and at the same levels as provided when your FMLA leave began. To make arrangements to continue
your employee benefits while you are on FMLA leave, contact NA

at .

Part E: Return-to-Work Requirements

You muast be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment
on your return from FMLA-protected leave. An equivalent position is one that is virtually identical to your former position
in terms of pay, benefits, and working conditions. At the end of your FMLA leave, all benefits must also be resumed in the
same manner and at the same level provided when the leave began. You do not have return-to-work rights under the FMLA
if you need leave beyond the amount of FMLA leave you have available to use,

Part F: Other R ments While on FMIA

‘While on leave you (ll will be / O will not be) required to furnish us with periodic reports of your status and intent to
retun to work every week

(Indicate interval of pertodic reperts, as appropriate for the FMLA leave situation).

If the circumstances of your leave change and you are able to return to work earxlier than expected,
you will be required to notify us at least two workdays prior to the date you intend to report for work.

PAPERWORK REDUCTION ACY NOTICE AND PUBLIC BURDEN STATEMENT

It is mondatory for employers to provide cmployees with notice of their eligibility for FMLA. protection and their rights and
responsibilities. 29 U.8.C. § 2617; 29 CF.R. § 825.300(), (c). It is mandatory for employers to retain a copy of this disclosure in their
records for three yeara. 29 U.S.C. § 2616; 29 CF.R. § 825.500. Persons are not required to respond to this collection of information
unless it displays a currently valid OMB control numbser. The Department of Labor estimates that it will take an average of 10 mimutes
for respondents to complete this collection of information, inchuding the time for reviewing instructions, searching existing data sources,
gothering and maintaining the data needed, and contpleting sud reviewing the collection of information. If you have any comments,
regarding this burden estimate or any other aspect of this collection information, including suggestions for reducing this burden, send
them to tho Administrator, Wags and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Avenue, N.W.,
Washington, D.C, 20210.

DO NOT SEND THE COMPLETED FORM TO THE DEPARTMENT OF LABOR. EMPLOYEE INFORMATION.

Paged of 4 Form WH-381, Revised June 2020
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Certification of Health Care Provider for U.S. Department of Labor “

Employee's Serious Health Condition . Wage and Hour Division

under the Family and Medical Leave Act WABE AND HOUR DIVISION
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. OMB Contra! Number: 1235-0003
RETURN TO THE PATIENT. Expires: 6/30/2026

The Family and Medical Leave Act (FMLA) provides thet an employsr may requlre an employee seeking FMLA protections because of a need
for leave due to a serious heaith condition fo submit a medical certification lssued by the employas’s health eare provider. 29 U.S.C. §§ 2613,
2814(c)(3) 29 C.F.R. § 825.305. The employer must giva the employee &t least 16 calendar days to provide the certification, If the employea
fails to provide complete and sufficient medical certification, his or her FMLA lsave request may be denied. 28 C.F.R. § 825.313. Information
about the FMLA may be found on the WHD wehsita at www.dol.gov/agenciesivhd/fmia.
| Roizi b o = ALY A 4v g (Yot " : 2R 0 et T N
AR i g iR R R
Eithar the employee or the employer may complete Section I. While use of this form is optional, this form asks the health care provider for the
information necessary for a complete and sufficlent medical certification, which is set out at 29 C.F.R. § 825.306. You may not ask the
employes to provide more information than allowed under the FMLA regulations, 20 C.F.R. §§ 825.206-325.208, Addidenally, you may
not request a certification for FMLA leava to bond with a heatthy newiom child or a child placad for adeption or foster care,
Employers must generally maintain records and documents relating to medical information, medleal certifications, recertifications, or medical
histories of employess croated for FMLA pumposes as confidential medical records In separate files/records from the usuat personnet filas and
in accordance with 20 C.F.R. § 1630.14(cX1), # the Americans with Disablifies Act applles, and in accordance with 28 C.F.R. § 1638.9, if the
Genetic Information Nondiserimination Act applies. ) '

(1) Employea name; Chad Stailberg
Flrst Mddle. Last
(2) Employer name: MEGIobal Americas Inc. Date: 11/28/2023 (mmiddAyyyy)
(List date ceriification requestad)
(3) The medical certification must be retumed by 12/22/2023 : (mmvodiyyyy)

(Must allow at least 15 calendar days from the date requestad, unlass it is not feasible despiie the employes's diigent, good faith efforts.)

(4) Employes's job title: Operations Technician Job description{ ] Is/ ] is not attathed.

Employea’s regular work schedule: 9/80

Statement of the employee’s essential job funclions:
Operates assigned equipment or areas of the plant and performs operations related activitles as per Master Task List, Utilizes the knowledge
and experence, to eperate the plantina safe and optimal manner. :

— can

(Tho eosential functions of the employea's postion re determinad with referenca o tha poaition tha amployos held at e tme the employee notfed t
emplayer of tha need for leave or the keave started, whichover is earlier.) -

- N

o -

oot

SEGTION 11 HERLTH SARE BROVIDERC ™5 -+ . o3 8 ki T 6 e e
Pisase provide your contact informatioil; Compete ail relevant parts of this Section, and sign the form. Your pafieRt hies réquested leave under
the FMLA. The FMLA allows an employer to-rsqulra that the employes submil a timely, complete, and sufficient medical certification o support
a request for FMLA leave due to the serious health candition of the employee. For FMLA purposes, a *serious health condition® meens an
liness, injury, impalrment, or physical or mental candition that invoives Inpatient ¢are or continuing treatment by a health care provider. For
more information about the definitions of a serious health condition under the FMLA, see the chart on pago 4.

You also may, but are not required to, provide other appropriate medical facts indhuting symptoms, diagnosis, or any regimen of continuing
treatment such as the use of specislized equipment. Please note that some state or local laws may not allow di5closure of private medical
information about the patient's serious heatth condition, such as praviding the diagnos!s an/or course of treatment. _

— — 0 o

Page1¢f4 Form WH-380-E, Revised June 2020
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Employse Name: Chad Staliberp

Health Care Previder’s name: (Print) Ft’nvb . md

Health Care Provider's business address: 201 Oddt r. o 30 vio { 04 M thorm, 1 X
. Tl

-

Typo o pactics/ Modical spociety: 0y Jeh e Ad acn

Talaphone: 434~ 241 - 3004 Fax 992471 BFD3 Emar:

PART A; Mldlcal Information

Limit your maponse to the medical condition(s) for which the employee Is seeking FMLA leave. Your answers should be your best estimate
based upan your medical knowlodgo, experience, and examination of the patient, After complefing Part A, compists Part 8 to provide
Information about the amount of lsave naedoed, Note: For FMLA purposes, “incapaclty” means the inabflity to work, attend schoo!, or paform

* regular dally activiies due to the condition, traatment of the condition, or recovery from the condition. Do not provide Information about genetic
tests, as defined In 20 C.F.R. § 1635.3(f), gonetic sorvices, as defined in 28 C.F.R. § 1635.3(e), or the manHfestation of disease or disorder in
the employee’s family members, 20 C.F.R. § 1635.3(b).

(1) State the approximate date the condition started or will start: l"’l 1123 ‘ (mmrddiyyyy)

(2) Provide your best estimats of how long the condition lasted orwi last:__ V211123~ 1212 [23

(3) Check the box(es) for the questions balow, &s applicable, For all box({es) checked, the amaount of leave needed must be provided in Part B.

[J inpatient Care: The patlent([ ] has been/ [] i expected to be) admitted for an ovemight stay in a hospital,
ice, or residential madical care facility on the following date(s):

Incapacity plus Treatment: (o.9. outpatient surgaymp throat)
Due to the condition, the patient { [ ] has been/ [¥] Is expected to be) incapacitated for mers than three

consecutive, full calendar days from: ]’kl’l 123 (mmayyyy) o ._17/113[1»3(,“,,,,&&%,_

The patient { [] was / [] will bg)seen on the following date(s): 7] tl 2
2 vhilhe

The condition ( (] hasl [J has not)atso resulted in a course of continuing treatment under the supervision of 8
heslth care provider (e.g. prescription madication (other than ever-the-counter) or therapy requiring spacial aquipment).

[J Prognancy: The condtion Is pregnancy.  List the eipected delivery date: (mmiddAyyy). .

0 Chronlc Conditions: (o.g. asthma, migraine headaches) Dus o the condition, i ls medically necessary for the patient to have
treatment visits at least twice per year. e -

0 Permanent or Long Term Conditions: (e.g. Alzhelmer's, termlnal stages af cancer) Dus to the condition, incapacity is petmanent
or leng tarm and requires the continuing supervision of a health cera provider (even if active treatment is not being provided).

0 Conditions requiring Multiple Treatments: (e.g. chémotherapy troatmente. restorative surgery) Due to the condition, it 1§ Thedically
necessary for the patient to receive multiple treatments.

| None of the above: If nons of the above condition(s) wire checked, (l.e., Inpatient care, pregnancy) no additicnal !nfomaﬁt‘m is
nooded. Go to page 4 to sign and date theform. - =

Page20f4 Form WH-380-E, Reviged June 2020
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Employee Name: Chad Stallberg

(4) ¥ needed, briefly describa other appropriate medical facts related to the condition(s) for which the employes sooks FMLA leave. (a.g., use
of nebulizer, dialysis

1211123 Avrhrosiopy Liyw bue ypqwnw A Wp- 14120

Sk, 1198
Qo M:d 55,“ g% P“m‘ =.Z P‘ tdils “" % ] CAr b?F
C L rdde, Ut WMA/'zj) if'hw{.fa ra S
PART B: Amount of Laave Nooded
Far the medical condition(s} checked in Part A, eomp!etoatlma!apply.Saveralquesﬁonsseekarapomastomefmquencycrdurauonofa

condition, treatment, etc. Your answer should be your best estimate based upon your medical knowladge, experience, and examination of the
patient. Be as specific as you can; tarms such as *lfefime.” "unknown,” or Indeterminate” may not be sufficlent to determina FMLA coverage,

(6) Due to the condition, the patiert ( [] had/ E{ will have) planned medical treatment{s) (scheduled medical visits)

(e.g.psychotherapy, prenatal eppointments) on the following date(s): iwlezs, 1 L 14 9]23
- Sy Y] o2 ] %)

(6) Due to the condition, the patient ( [ ] was/ [] willbe) referred to other health cara provider(a) for avaluation or treatment(s).

State the nature of such treatments: (a.g. cardiclogist, physical therapy)

Provide your best estimate of the beginning date L’?Jt 1123 (mvddyyyy) andenddats {21 ¥ l 23  (mmiddiyyyy).

for the treatment(s). .

Provide your best estimate of the duration of the treatmen(s), including any periad(s) of recovery (e.g. 3 days/week)

oggas Viste 19 273 wha) alid neleod o
{7) Bue to the condition, it is medically necessary for the employee o work a reduced schedule.

 Provide your best estimate of the reduced scheduls the employee is able to work. From (mevidlyyyy)
to (mm/ddiyyyy) the employee is able to work: (e.g., 5 hours/day, up o 25 hours a week)

(8) Dus o the condltin, the patient ( [ ‘was / [if willbs) incapacitated for a continuous perlod sf time, Indluding any ime

for treatment(s) end/or re35VET. : =

Provide your best estimate of the beginning date ]_'kl 1 l‘b3 {mmddiyyyy) 8ndenddate ) 7/‘ | 3 ’ z'a(mm/dm)_
for the period of incapacity. . '

(8) Due to the condition, it ([lwes / [1] 18/ [i/f will be) macically necessary for the employes ta.ha absent from work on an

Intenmittent basis (perlodically), including for any episodes of incapacily i.e., eplsodic flare-ups. Provide your best estimato of how often
(frequency) and how long (durgtion) the episodss of incapaclty will likelylast.

Over the next 8 months, episodes of incapacily are estimated to ccour I\J-'_h.-_-(-—_ ﬁ 2-3wb;) times per
([0 day [ week [F-xmmthy and are likely to last approximately 2houan/—— (3 hours [T] days) per episode.
Paga30f4 Form WH-380-E, Ravisod June 2020
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Employee Name: Chad Staibery

PART C: Essontial Job Functions

If provided, the Information in Section | question #4 may be used fo answer this question. Iif the emgloyer fails to provide a statement of the
employee’s essontlal funcions or a job description, apswaer these questions based upon the employes’s own description of the essantial job
functions. An employse who must be absent from work to receive medical treatment(s), such as scheduled medical visits, for a serious heatth
condition ks congidered to be not ahle to perform the essential Job functions of the position during the absence for treatment(s).

(10) Due to the condition, the employee ( [[] was not able / [V Is not sble / [ will not be able) to perform one or more of the
essential job function(s). Identify at least cne essential job function the employes is not able to perform:

Mo » uA i , by ' [
WM %ﬂwspwh Pusty Uk tamdbng Ludiinn,

ght stay.

s e Yot

Incepacity Plus Treatment: A period of incapa&ty of more than three consacutive, full calendar days,
treatment or period of incapacity relating to the same condition, that also invelves either:
o Two or more in-persen visits to a health care provider for treatment within 30 days of the first day of Incapacily unless
éxtenuating circumstances exist. The first visit must be within seven days of the first day of incapacity; or,
o At least one in-person visit to a health care pravider for treatment within seven days of the first day of incapacity, which
results in a regimen of aontinuing treatment under the supervision of the health care provider. For example, the health
provider might prescribe a course of prescription medication or therapy requiring special equipment.

Pregnancy: Any period of incapacity due to pregnaney or for prenatal care.
Chronic Conditlons: Any psriod of incapacily due to or treatment for a chronie serious health condition, such as diabetes,
asthma, migraine headaches. A chronic serlous health condition is one which requires visits to a health care provider (or nurse
supervised by the provider) at least twice a year and recurs over an extended period of fime, A chronic condition may cause
spisodic rather than a continuing peiiodof Incapacity. =T

Permanent or Long-term Condttiona: A periad of Incapacity which is permanent or long-term due to a pondition for which
treatment may not be cffective, but which requires the centinuing supervision of a health care provider, such as Alzheimer's
diseasa or the terminal stages of cancer. -

Conditions Requiring Muftiple Treatments: Restorative surgery after an accident or other injury; or, 4 condition that would
likely result in a period of incapacity of more than three consecutive, full calender days if the patient did not receive the treatment.

ey -

Ry

and any subsequent

LE SN

PAPERWORK REDUCTION ACT NOTICE'AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for emiiiGySretS-ietain a copy of this disclosure in thelr records for threa-yeare29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this colleotion of information uniess it displays-a cumrently valid OMB
control number. The Department of Labor estimates that it will take an average of 16 minutes for respondents to complsts this
collection of Information, including the time for reviswing instructions, searching existing data sources, gathering and maintalning
the date needed, and completing and reviewing the cofiection of information. If you have any comments regarding this burden
estimata or any other aspect of this cgllaction information, Including suggsstions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Canstitution Avenue, N.W., Washington,
D.C. 20210. - — C—

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TQ THE PATIENT.
Pago 4 of 4 Form WH-380-E, Revised June 2020
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Employee Name: Chad Staliberg

Health Care Provider's name: (Print) FV (249 q . )-’-Mﬂyn_‘m md

] -
Health Care Provider's business address: 201 (O aiL Df \ go §u vio 104 M WM-T"
U

. Tl

Type of practice / Medical specialty: _MQM

Telephone: qq‘l"‘ M"l - 3'004 Fax: q _’6 % - 3?93 E-mail:

PART A: Medical Information

Limit your response to the medical condition(s) for which the employee is seeking FMLA leave. Your answers should be your best estimate
based upon your medical knowledge, experience, and examination of the patient. After completing Part A, complete Part B to provide
information about the amount of leave needed. Note: For FMLA purposes, “incapacity” means the inabllity to work, attend school, or perform
regular daily activilies due to the condition, treatment of the condition, or recovery from the condition. Do not provide information about genetic
tests, as defined in 29 C.F.R. § 1635.3(f), genelic services, as defined in 29 C.F.R. § 1635.3(e), or the manifestation of disease or disorder in
the employee’s family members, 29 C.F.R. § 1635.3(b).

(1) State the approximate date the condition starled or will start: | 7/| 1123 (mm/ddlyyyy)

(2) Provide your best estimate of how long the condition lasted or will last: 1211 3 - |’L| 12/23

(3) Check the box(es) for the questions below, as applicable. For all box{es) checked, the amount of leave needed must be provided in Part B.
[ Inpatient Care: The patient ([ ] has been / [] is expected to be) admitted for an overnight stay in a hospital,
ospice, or residential medical care facility on the following date(s):
Incapacity plus Treatment: (e.g. outpatient surgery, sjrep throat)
Due to the condition, the patient ( [_] has been / Eﬁs expected to be) incapacitated for mnra than three

consecutive, full calendar days from: ]'}l"l 123 (mmiddlyyyy) 10 1211 i_l ma(mml&d/ywy).

The patient ( [_] was/ [] will be) seen on the following date(s): ml;u |23 D130123 ti I 4 ‘2 3

121303 vl

The condition ( D has / D has not) also resulted in a course of continuing treatment under the supervision of a
heaith care provider (e.g. prescription medication (other than over-the-counter) or therapy requiring special equipment).

[ Pregnancy: The condition is pregnancy.  List the expected delivery date: (mmiddiyyyy).

0 Chronic Conditions: (e.g. asthma, migraine headaches) Due to the condition, it is medically necessary for the patient to have
treatment visits at least twice per year.

—— ———

0 Permanent or Long Term Conditions: (e.g. Alzheimer's, terminal steges of cancer) Due to the condition, incapacity is permanent
or long term and requires the continuing supervision of a health care provider (even if actlive treatment is not being provided).

0 Conditions requiring Multiple Treatments: (e.g. chemotherapy treatments, restorative surgery) Due to the condition, it is medically
necessary for the patient to receive multiple treatments.

0 None of the above: If none of the above condition(s) were checked, (i.e., inpatient care, pregnancy) no additional information is
needed. Go to page 4 to sign and date the form.

Page 2 of 4 Form WH-380-E, Revised June 2020



Employee Name: Chad Stallberg

(4) if needed, briefly describe other appropriate medical facts related to the condition(s) for which the employee seeks FMLA leave. (e.g., use
of nebulizer, dialysz/w . ] D/ / 37 I
12111“43 ) hmswﬂ‘z @‘7(4/ |2y mwrm/ IW””?/%-’/ 20
Mo M?j . 5‘}»1-4/"4’*\0. P“’”WW%“%—
Lrddaro. un i wWatioy) 6}7-»11»‘5 oren Wribs

PART B: Amount of Leave Needed

For the medical condition(s) checked in Part A, complete all that apply. 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. Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage.

(5) Due to the condition, the patient ( [] had/ B/will have) planned medical treatment(s) (scheduled medical visits)
(e.g.psychotherapy, prenatal appoiniments) on the following date(s): 1§ ‘l ul23. 1DI3o| 13, 105 |23
Py 12hale3

(6) Due to the condition, the patient ( [_] was / [[] will be) referred to other health care provider(s) for evaluation or treatment(s).

State the nature of such treatments: (e.g. cardiologist, physical therapy)

Provide your best estimate of the beginning date |21 12.® (mmiddlyyyy) 8nd end date (21i3]23 (mmiddlyyyy).

for the treatment(s).
Provide your best estimate of the duration of the treatment(s), including any period(s) of recovery (e.g. 3 days/week)

g Vistke 14 773 wh) pnbid melesr ko

(7) Due to the condition, it is medically necessary for the employee to work a reduced schedule.

Provide your best estimate of the reduced schedule the employee is able to work. From (mmiddlyyyy)

fo (mmiddryyyy) the employee is able to work: (e.g., 5 hours/day, up to 25 hours a week)

(8) Due to the condition, the patient ( [ ] was / B/Wi" be) Incapacitated for a continuous period of time, including any time

for treatment(s) and/or recovery. )
- . 1
Provide your best estimate of the beginning date |‘2/| 1L (mm/ddlyyyy) @ndend date ) AN J ZB(mm,dd,W)_

for the period of incapacity.
{9) Due 1o the condition, it ({_]..was / [] is/ @/ will be) medically necessary for the employee to be absent from work on an

intermittent basis (periodically}, including for any episcdes of incapacity i.e., episodic flare-ups. Provide your best estimate of how ofien
(frequency) and how long (duration) the episodes of incapacity will likely last.

Over the next 6 months, episodes of incapacity are estimatedtooccur | Jnt G 2"3-(.‘)-0«‘/3) times per
([ day [J week [Z])-wonth) and are likely to last approximately Zho IAA/)/ = == ([ hours [] days) per episcde.

Page 3 of 4 Form WH-380-E, Revised June 2020




Employee Name: Chad Stallberg

PART C: Essential Job Functions

if provided, the information in Section | question #4 may be used to answer this question. If the employer fails to provide a statement of the
employee's essential functions or a job description, answer these questions based upon the employee’s own description of the essential job
funclions. An employee who must be absent from work to recelve medical treatment(s), such as scheduled medical visits, for a serious health
condition is considered to be not able to perform the essential job functions of the position during the absence for treatment(s).

{10) Due to the condition, the employee ( [] was not able / E/is not able / ] will not be able) to perform one or more of the
essential job function(s). Identify at least one essential job function the employee is not able to perform:

mw.aqw (- Pus .puwh.[,.,p..‘“, vy Ladie
WC(/)’)MWA/V:;‘PSW;?. % *4 ’

Signature of Health Care Provider Date: __I;L_‘_La_]%___ (mm/ddlyyyy)

Definitions of a Sefious Health Condiflan{SecZ0C.F R. §§ 825.113-115)

i

Inpatient Care

* An overnight stay in a hospital, hospice, or residential medical care facility.
+ Inpatient care includes any period of incapacity or any subseguent treatment in connection with the overnight stay.

Continuing Treatment by a Health Care Provider (any one or more of the following)

Incapacity Plus Treatment: A period of incapacity of more than three consecutive, full calendar days, and any subsequent
treatment or period of incapacity relating to the same condition, that also involves either:
o Two or more in-person visits to a health care provider for treatment within 30 days of the first day of incapacity unless
extenuating circumstances exist. The first visit must be within seven days of the first day of incapacity; or,

0 At least one in-person visit to a heaith care provider for treatment within seven days of the first day of incapacity, which
results in a regimen of continuing treatment under the supervision of the health care provider. For example, the health
provider might prescribe a course of prescription medication or therapy requiring special equipment.

Pregnancy: Any period of incapacity due to pregnancy or for prenatal care,

Chronic Conditions: Any period of incapacity due to or treatment for a chronic serious health condition, such as diabetes,
asthma, migraine headaches. A chronic serious health condition is one which requires visits to a health care provider (or nurse
supervised by the provider) at least twice a year and recurs over an extended period of time. A chronic condition may cause
episodic rather than a continuing period of incapacity. -

Permanent or Long-term Conditions: A period of incapacity which is permanent or long-term due to a condition for which
treatment may not be effective, but which requires the continuing supervision of a health care provider, such as Alzheimer’s
disease or the terminal stages of cancer.

Conditions Requiring Multiple Treatments: Restorative surgery after an accident or other injury; or, a condition that would

likely result in a period of incapacity of more than three consecutive, full calendar days if the patient did not receive the treatment.

.- e - ve:

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers 1o retain a copy of this disclosure in their records for threéyears. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays-a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 15 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the dala needed, and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room 8-3502, 200 Constitution Avenue, N.W., Washington,
D.C. 20210. — -

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT.
Page 4 of 4 Form WH-380-E, Revised June 2020



HOC

From: Staliberg C (Chad) MEG [stallbc@meglobal.biz]

Sent: Wednesday, November 29, 2023 10:52 AM

To: hoc@quikus.com

Subject: Emailing: Chad Stallberg MEGIobal_Employee_Health_Certification_Form_USA-SL Office- updated
Attachments: MEGlobal_Employee_Health_Certification_Form_USA-SL Office- updated.pdf

Please fill out Section 3, and email form back to me. I believe I was told I could return to work
after a week with restrictions. I don't normally work weekends, so I am hoping to return to work

by 12-18-23...but I am leaving that up to you guys. Please reach out to me (979-292-6529) if you
have any questions.

Thanks,
Chad Stallberg

Your message is ready to be sent with the following file or link attachments:

MEGlobal_Employee Health_Certification_Form_USA-SL Office- updated

Note: To protect against computer viruses, e-mail programs may prevent sending or receiving certain
types of file attachments. Check your e-mail security settings to determine how attachments are
handled.

************************##***************************************t***************Disclaimer********
3% ok ok db ok ok ok ok 3k 3k ok ok sk of o ok ok ok ok ok ok 3 ok 3k ok 3k ok ok ok ok oh ok 2k Ak ok ok dk 3k ok ok ok ok 3k ok ok ok ok ok ok % ok ok ok 3k ok 3 ok 3k ak ok 3k 3k 3K ok 5k 3% 3 5 3k 3F ok 3k ok ok ok 3k 3k ok 3k ok ok ok 3K 3K ok 3k ok ok ko ok 3k ok ok ok ok ok k

The information contained in this e-mail message and any attached files are confidential
1

information. If you have received this e-mail in error, please notify us immediately by reply e-
mail to sender and delete all copies. If you are not the intended recipient, any use, reliance,
dissemination, disclosure, or copying of this e-mail or any part of this e-mail or attached files
is unauthorized. It is your responsibility to scan this communication and any files attached for
computer viruses and other defects. EQUATE Petrochemical Company does not warrant, represent, or
guarantee the accuracy or completeness of any information contained in this e-mail or attached
files. EQUATE Petrochemical Company does not accept liability for any loss or damage from this e-

mail or any attached files.
o 3k 2 3k 3 ok 3k 3k ok %k 3k ok ok ok 3k ok ok ok ok 3k ok ok ok 3k ok 2k 3k ok 3k ok % 3k ok 3 ok ok 3k ok 9k o 3K 3 ok ok ok 3k ok 3 3K ok ok ok 3k 2k ok 3k ok 3k % 3k 3K 3k ok 3 3k 3k 3k 3 ok ok ok 3k 3K ok ok ok ok 3 ok ok 3k 3k 3k ok ok ok ok ok o 3k 3k ok o 3k 3k ok kK ok

ok 3k ok ok ok 3 ok ok ak sk ok ok ok 3k ok 3k 3k Sk sk ok ok 3k ok ok 3 ok ok 3k 3 3k 3k 3 %k ok 3k ok 3 oK ok ok 3 ok ok ok ok ok ok 3k 3k ok ok ok 2k ok ok ok 3k ok ok 3k 3k 3k ok o 3k K %k Kk %k 3k ok %k 3k 3k oK 3K 3k 3k oK 3k 2k ok ok ok ok ok ok ok ok ok K Kk kK kK



MEGlobal

L BOUATE Fpan,

This form is used to:

Employee Health Certification Form

Return completed form to Donia Muturi via email: dmuturi@meglobal.biz

1. Determine an employee’s eligibility to qualify for benefits under MEGlobal Americas Inc. Pald Medical Leave Policy, and

2. To assess fitness for duty and assist in retum-to-work plannin;

Stallberg, Chad | 2753

29/908/ 1974

Employee Name (Last, First) Employee ID #

Date of Birth: (DD/MMIYYYY)

Work Site:

Oyster Qv | phones |9 79-292-6525

h:?nd::r c,"‘y /ééémmmh(ra(,

Department:

(DD/MMIYYYY)

First Date of Work Missed:

Work Phone:

(DDIMMIYYYY)

Injuryl/iliness Occurred On:

HR Contact: Y .
S, Biel amowics

/2210/?,02.3

Anticipated Return to Work Date (it

Medical Condition: | fy\emao

known): 1 tn k )

(DD/MMYYYY) 1218102 n *a

Injuryliliness is work related? @, No [ Yes (MEGIobal HR and EHS must be immediately nolified of the injury/illness)
Release of | authorize the release of my Healthcare Provider's diagnosis/disposition, specific to this injury / iliness, to
Medical MEGIobal Americas, its insurance carrier and/or All American Screening & Medical to assist with facilitating
Records: this medical leave. | certify the information | provided is accurate and complete to the best of my knowledge.
Employee

Signature: R /f 7—/ o2 2

e LA
diagnosis, . ()
bey Y (Gt v, sk ket 1211123
Work status and anticipated duration: V0 v

%ful! Work Release (no work restrictions) g '23
I:‘Q’%m-:tricuad Work (listed below) M vl

o Work Until Further Notice
] Hospitalized or Referred for Additional Evaluation/Treatment

Restrictions: 91,1 wolw Y- )“L}." ‘3} 2"5 Estimated duration of limitation(s):

(Check all that apply ‘and provide details below for any YES) (DD/MMIYYYY)

. £
(O No B Yes -Standing e n e d

[ONo [ Yes - Working Around Motorized Equipment / Machinery

No % Xes - Upper Extremity Repetilive Motion: R L [JNo [WYes -Repeated Squatting or Bending NOn £
No Yes -Walking 4 m il A N [ No [J Yes -Vehicle Operation (includes any motorized equipment)
No es - Climbing Stairs /Ladders N O [ ad Ao/ No Q’Yas - Working at Heights _ jyJnt—
No M Xes - Lifling limited 1o - 74) Ibs. No Yes - Work In Areas with Dust, Fumes or Chemicals
No Yes - Strenuous Activities / Heavy Exertion [} Jy& No Yes - Overlime Work Hours
(O No Yes - Overhead Work with Arms No Yes_- Limited Work Hours
| CINo_[J Yes - High Dexterity Tasks with Hands O No [ Yes - Other Restriction(s)

(all YES's)

Uations; | N0 sty 84 usdirg, pura

ey Pkt Loptam prer WIS

This condition is:

tLarnogs vy addirny | aneeaqi v u)a/ut,u?)/f 5%-6-7».«&.—&2)}

m{cute v

[ chronic !2/{}2?]23_//11?}’),4- WWW?»O)

[ Pregnancy

The likely duration and frequency of episodes of condition: |®] 1123~ ) 7/) JY} = "ﬂ Wi

hbore

Name & Address:

Healthcare Provider [ 9 v\ Das Dr, 00 vl 04

e Qnthom, T x 128y,

Telephone #:

01, 24 | 120223
2004 Healthcare Provider Signature Date (DD/MM/YYYY)
e val

MEGLOBAL RESTRICTED



Notice of Eligibility & Rights and Responsibilities U.S. Department of Labor MH

under the Family and Medical Leave Act Wage and Hour Division

‘ WABE AND HOUR DIVISION
DO NOT SEND TO THE DEPARTMENT OF LABOR. OMB Control Number: 1235-0003
PROVIDE TO EMPLOYEE. b Expires: 6/30/2026

In general, to be eligible to take leave under the Family and Medical Leave Act (FMLA), an employee must have worked
for an employer for at least 12 months, meet the hours of service requirement in the 12 months preceding the leave, and
work at a site with at least 50 employees within 75 miles. While use of this form is opticnal, a fully completed Form WH-
381 provides employees with the information required by 29 C.F.R. §§ 825.300(b), (c) which must be provided within five
business days of the employee notifying the employer of the need for FMLA leave. Information about the FMLA may be

found on the WHD website at www.dol.gov/agencies/whd/fmla.

Date: 11/28/23 (mm/ddfyyyy)
From: MEGIlobal Americas Inc. (Employer) To: Chad Stallberg (Employee)
on 11/27/23 (mm/dd/yyyy), we learned that you need leave (beginning on) 12/07/23 (mm/ddlyyyy)

for one of the following reasons: (Select as appropriate)

O The birth of a child, or placement of a child with you for adoption or foster care, and to bond with the newbom or
newly-placed child

B Your own serious health condition
O You are needed to care for your family member due to a serious health condition. Your family member is your:

O Spouse O Parent [ Child under age 18 [ Child 18 years or older and incapable of self-
care because of a mental or physical disability

O A qualifying exigency arising out of the fact that your family member is on covered active duty or has been notified of
an impending call or order to covered active duty status. Your family member on covered active duty is your:

O Spouse O Parent O Child of any age

O You are needed 1o care for your family member who is a covered servicemember with a serious injury or illness. You
are the servicemember’s:

D Spouse O Parent O Child O Next of kin

Spouse means a husband or wifc as defined or recognized in the state where the individual was married, including in a common law
marriage or same-sex marriage. The terms “child” and “parent” include in loco parentis relationships in which a person assumes the
obligations of a parent to a child. An employee may take FMLA leave to care for an individual who assumed the obligations of a parent
to the employee when the employee was a child. An employee may also take FMLA leave to care for a child for whom the employee
has assumed the obligations of a parent. No legal or biological relationship is necessary.

SECTION I - NOTICE OF ELIGIBILITY

This Notice is to inform you that you are:
B Eligible for FMLA leave. (See Section Il for any Additional Information Needed and Section 111 for information on your Rights
and Responsibilities.)
O Not eligible for FMLA leave because: (Only one reason need be checked)
DO You have not met the FMLA’s 12-month length of service requirement. As of the first date of requested leave,

you will have worked approximately: towards this requirement.
(months)

O You have not met the FMLA'’s 1,250 hours of service requirement. As of the first date of requested leave, you

will have worked approximately: towards this requirement.
(hours of service)

Page | of 4 Form WH-381, Revised June 2020



Employee Name: Chad Stallberg

O Youare an airline flight crew employee and you have not met the special hours of service eligibility requirements
for airline flight crew employees as of the first date of requested leave (i.c., worked or been paid for at least 60%
of your applicable monthly guarantee, and worked or been paid for at least 504 duty hours.)

O You do not work at and/or report to a site with 50 or more employees within 75-miles as of the date of your
request.

If you have any questions, please contact: (Name of employer representative)

at (Contaci information).

SECTION II - ADDITIONAL INFORMATION NEEDED

As explained in Section 1, you meet the eligibility requirements for taking FMLA leave. Please review the information
below to determine if additional information is needed in order for us to determine whether your absence qualifies as FMLA
leave. Once we obtain any additional information specified below we will inform you, within 5 business days, whether
your leave will be designated as FMLA leave and count towards the FMLA leave you have available. If complete and
sufficient information is not provided in a timely manner, your leave may be denied.

(Select as appropriate)

O No additional information requested. If no additional information requested, go to Section I1I.

1B We request that the leave be supported by a certification, as identified below.
Health Care Provider for the Employee O Health Care Provider for the Employee’s Family Member
D Qualifying Exigency O Serious Dllness or Injury (Military Caregiver Leave)
Selected certification form is O attached / £ not attached.
If requested, medical certification must be returned by 12/22/23 (mm/dd/fyyyy) (Must allow at least 15

calendar days from the date the employer requested the employee to provide certification, unless it is not feasible despite the employee 's
diligent, good faith efforts.)

O We request that you provide reasonable documentation or a statement to establish the relationship between you and
your family member, including in loco parentis relationships (as explained on page one). The information requested
must be returned to us by (mm/ddfyyyy). You may choose to provide a simple statement of the
relationship or provide documentation such as a child’s birth certificate, a court document, or documents regarding
foster care or adoption-related activities. Official documents submitted for this purpose will be returned to you after
exarmination.

O Other information needed (e.g. documentation for military family leave):

The information requested must be returned to us by (mm/ddfyyyy).

If you have any questions, please contact: Donia Muturi, Global Benefits Administralor ;... of employer representative)
at dmuturi@meglobal.biz or 403-885-8553

(Contact information).

SECTION III - NOTICE OF RIGHTS AND RESPONSIBILITIES
Part A: FMLA Leave Entitlement

You have a right under the FMLA to take unpaid, job-protected FMLA leave in a 12-month period for certain family and
medical reasons, including up to 12 weeks of unpaid leave in a 12-month period for the birth of a child or placement of a
child for adoption or foster care, for leave related to your own or a family member’s serious health condition, or for certain
qualifying exigencies related to the deployment of a military member to covered active duty. You also have a right

Page 2 of 4 Form WH-381, Revised June 2020




Employee Name: Chad Stallberg

under the FMLA to take up to 26 weeks of unpaid, job-protected FMLA leave in a single 12-month period to care for a
covered servicemember with a serious injury or iliness (Military Caregiver Leave).

The 12-month period for FMLA leave is calculated as: (Select as appropriate)

O The calendar year (January 1% - December 31*)
O A fixed leave year based on

(e.g.. a fiscal year beginning on July I and ending on June 30)
O The 12-month period measured forward from the date of your first FMLA leave usage.

B A “rolling” 12-month period measured backward from the date of any FMLA leave usage. (Each time an employee
takes FMLA leave, the remaining leave is the balance of the 12 weeks not used during the 12 months immediately before
the FMLA leave is 10 siart.)

If applicable, the single 12-month period for Military Caregiver Leave started on (mm/dd/yyyy).

You (B are /0 are not) considered a key employee as defined under the FMLA. Your FMLA leave cannot be denied for
this reason; however, we may not restore you to employment following FMLA leave if such restoration will cause
substantial and grievous economic injury to us.

We (O have / B have not) determined that restoring you to employment at the conclusion of FMLA leave will cause
substantial and grievous economic harm to us. Additional information will be provided separately concerning your status
as key employee and restoration.

Part B: Substitution of Paid Leave - When Paid Leave is Used at the Same Time as FMLA Leave

You have a right under the FMLA to request that your accrued paid leave be substituted for your FMLA leave. This means
that you can request that your accrued paid Jeave run concusrently with some or all of your unpaid FMLA leave, provided
you meet any applicable requirements of our leave policy. Concurrent leave use means the absence will count against both
the designated paid leave and unpaid FMLA leave at the same time. If you do not meet the requirements for taking paid
leave, you remain entitled to take available unpaid FMLA leave in the applicable 12-month period. Even if you do not
request it, the FMLA allows us to require you to use your available sick, vacation, or other paid leave during your FMLA
absence.

(Check all that apply)

O Some or all of your FMLA leave will not be paid. Any unpaid FMLA leave taken will be designated as FMLA
leave and counted against the amount of FMLA leave you have available to use in the applicable 12-month peried.

O You have requested to use some or all of your available paid leave (e.g., sick, vacation, PTO) during your FMLA
leave. Any paid leave taken for this reason will also be designated as FMLA leave and counted against the amount of
FMLA leave you have available to use in the applicable 12-month period.

0O We are requiring you to use some or all of your available paid leave (e.g., sick, vacation, PTO) during your FMLA
leave. Any paid leave taken for this reason will also be designated as FMLA leave and counted against the amount of
FMLA leave you have available to use in the applicable 12-month period.

B Other: (e.g., short- or long-term disability, workers' compensation, state medical leave law, eic.) personal illness or paid m

Any time taken for this reason will also be designated as FMLA leave and counted against the amount of
FMLA leave you have available to use in the applicable 12-month period.

The applicable conditions for use of paid leave include: réturn of heatth certification form

For more information about conditions applicable to sick/vacation/other paid leave usage please refer to
Family Medical leave policy available at: MEGIobal Intranet HR US page
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Employee Name: Chad Stallberg

Part C: Maintain Health Benefits

Your health benefits must be maintained during any period of FMLA leave under the same conditions as if you continued
to work. During any paid portion of FMLA leave, your share of any premiums will be paid by the method normally used
during any paid leave. During any unpaid portion of FMLA leave, you must continue to make any normal contributions to
the cost of the health insurance premiums. To make arrangements to continue to make your share of the premium payments
on your health insurance while you are on any unpaid FMLA leave, contact NA at

You have a minimum grace period of (O 30-days or O NA indicate longer period, if applicable) in which to
make premium payments. If payment is not made timely, your group health insurance may be cancelled, provided we notify
you in writing at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay your share
of the premiums during FMLA leave, and recover these payments from you upon your return to work.

You may be required to reimburse us for our share of health insurance premiums paid on your behalf during your FMLA
leave if you do not return to work following unpaid FMLA leave for a reason other than: the continuation, recurrence, or
onset of your or your family member’s serious health condition which would entitle you to FMLA leave; or the continuation,
recurrence, or onset of a covered servicemember’ s serious injury or illness which would entitle you to FMLA leave; or
other circumstances beyond your control.

Part D: Other Employee Benefits

Upon your return from FMLA leave, your other employee benefits, such as pensions or life insurance, must be resumed in
the same manner and at the same levels as provided when your FMLA leave began. To make arrangements to continue
your employee benefits while you are on FMLA leave, contact NA

at

Part E: Return-to-Work Requirements

You must be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment
on your return from FMLA-protected leave. An equivalent position is one that is virtually identical to your former position
in terms of pay, benefits, and working conditions. At the end of your FMLA leave, all benefits must also be resumed in the
same manner and at the same level provided when the leave began. You do not have return-to-work rights under the FMLA
if you need leave beyond the amount of FMLA leave you have available to use.

Part F: Other Requirements While on FMLA Leave

While on leave you (B will be / O will not be) required to furnish us with periodic reports of your status and intent to
return to work every week

(Indicate interval of periodic reports, as appropriate for the FMLA leave situation).

If the circumstances of your leave change and you are able to return to work earlier than expected,
you will be required to notify us at least two workdays prior to the date you intend to report for work.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

It is mandatory for employers to provide employees with notice of their eligibility for FMLA protection and their rights and
responsibilities. 29 U.S.C. § 2617; 29 C.F.R. § 825.300(b), (c). It is mandatory for employers to retain a copy of this disclosure in their
records for three years. 29 U.S.C. § 2616; 29 C.F.R. § 825.500. Persons are not required to respond to this collection of information
unless it displays a currently valid OMB control number. The Department of Labor estimates that it will take an average of 10 minutes
for respondents to complete this collection of information, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection of information. If you have any comments
regarding this burden estimate or any other aspect of this collection information, including suggestions for reducing this burden, send
them to the Administrator, Wage and Hour Division, U.S. Department of Labor, Room $-3502, 200 Constitution Avenue, N.W.,,
Washington, D.C. 20210.

DO NOT SEND THE COMPLETED FORM TO THE DEPARTMENT OF LABOR. EMPLOYEE INFORMATION.
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Certification of Health Care Provider for U.S. Department of Labor P N
Employee’s Serious Health Condition Wage and Hour Division x

under the Family and Medical Leave Act WAGE AND HOUR DIVISION
DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. OMB Control Number: 1235-0003
RETURN TO THE PATIENT. Expires: 6/30/2026

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking FMLA protections because of a need
for leave due to a serious health condition to submit a medical certification issued by the employee’s health care provider. 29 U.S.C. §§ 2613,
2614(c)(3); 29 C.F.R. § 825.305. The employer must give the employee at least 15 calendar days to provide the certification. If the employee
fails 1o provide complete and sufficlent medical certification, his or her FMLA leave request may be denied. 29 C.F.R. § 825.313. Information
about the FMLA may be found on the WHD website at www.dol.gov/agencies/whdfimla.

SECTION | - EMPLOYER ' i

Either the employee or the employer may complete Section I. While use of this form is optional, this form asks the health care provider for the
information necessary for a complete and sufficient medical cerlification, which is set out at 29 C.F.R. § 825.306. You may not ask the
employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-525.308. Additionally, you may
not request a certification for FMLA leave to bond with a healthy newbom child or a child placed for adoption or foster care.

Employers must generally maintain records and documents relating to medical informetion, medical cerlifications, recertifications, or medical
histories of employees created for FMLA purposes es confidential medical records in separate files/records from the usual personnel files and
in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies, and in accordance with 29 C.F.R. § 1635.9, if the
Genetic Information Nondiscrimination Act applies.

(1) Employee name: Chad Stallberg
First Middle Last

(2) Employer name: MEGIlobal Americas Inc. Date: 11/28/2023 (mm/ddlyyyy)
(List date certification requested)

(3) The medical certification must be returned by 12/22/2023 (mm/ddlyyyy)
(Must allow at least 15 calendar days from the date requested, unless it is not feasible despite the employee’s diligent, good faith efforts.)

(4) Employee’s job title: Operations Technician Job description[_] is/ is not atlached.

Employee’s regular work schedule: 9/80

Statement of the employee's essential job functions:
Operates assigned equipment or areas of the plant and performs operations related activities as per Master Task List. Utilizes the knowledge
and experience, to operate the plant in a safe and optimal manner.

(The essential functions of the employee’s position are determined with reference to the position the employee held at the time the employee notified the
employer of the need for laave or the leave started, whichever is earlier.)

o

SECTION Il - HEALTH CARE PROVIDER~

Please provide your contact information, complele all relevant paris of this Section, and sign the form. Your patiéiT has requested leave under
the FMLA. The FMLA allows an employer to require that the employee submit a timely, complete, and sufficient medical certification to support
a request for FMLA leave due to the serious health condition of the employee. For FMLA purposes, a “serious health condition® means an
illness, injury, impairment, or physical or mental condition that involves inpatient care or continuing treatment by a health care provider. For
more information about the definitions of a serious health condition under the FMLA, see the chart on page 4.

You also may, but are not required to, provide other appropriate medical facts including symptoms, diagnosis, or any regimen of continuing
treatment such as the use of specialized equipment. Piease note that some state or local laws may not allow disclosure of private medical
information about the patient's serious health condition, such as providing the diagnosis and/or course of treatment.
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12/16/23, 10:13 AM Proactive Work Health Services Mail - FAX SUCCESS TO 19792973833

?é P {OHCt I U g Brazosport Front Desk <brazosfrontdesk@proactivework.com>

WORK HEALIH SERVICES

FAX SUCCESS TO 19792973833

1 message

faxreturn <faxreturn@masergy.com> Fri, Dec 15, 2023 at 9:44 AM
Reply-To: faxreturn@masergy.com
To: brazosfrontdesk@proactivework.com

Dear ProActive FAX,

The following are the results for Fax Subject:001fc11f23a4-BrdLCdB-
BOD8405FFOEC415DAFAEDB800CF100ES

MessagelD : 84275628

Creation Time : 12/15/2023 7:40:49 AM
Dialed Number : 19792973833

Pages Sent ¢ 3

Fax Status : SUCCESS
Country . USA
Duration . 2:48

Thank you for using Masergy Virtual Fax Solution.
If you have any comments on our service, please contact us at:

ucsupport@masergy.com

https://mail.google.com/mail/u/0/7ik=e24ce250¢7 &view=pt&search=all&permthid=thread-f:1785363219675539402&simpl=msg-f:1785363218675539402 /1



gy 1100 North Brazosport Blvd. Ste. 3
P N Freeport, TX 77541
P: 979-705-7565

P{OH( E F: 979-358-3010

WORK HEALTH SERVICES

Contact: Lydiann Harmon, Iharmon@proactiveworks.net

FAX
DATE: 12/ S /5003 TO: Hotman Orthppedics
PHONE: 079 797 2004 FAX: 79 197 5%5%
FROM:

[] Steven Seefeldt, M.D. (X Ralph Wehmer, M.D.

SUBJECT: 00\0dsc, of  Mmodiodl T60ards .

NOTES:




MEGlobal

™™ L EQUATE (o
Employee Mediczal Records Release Form
By signing this form, | authorize you to release confidentizl health information about me, by

releasing a copy of my medical records, or a summary or narrative of my protected health
information, to the physician/person/facility/entity listed below,

Patient Name: fﬁpa’ SﬁfdéiDate of Birth: &5 7"'7, \97"{

The information you may release subject to this signed release form is as follows:

X Complete Records [OHistory & Physical [J Progress Notes
CJCare Plan O Lab Reports [J Radiology Reports
[JPathology Reports [] Treatment Record [0 Operative Reports
OHospital Reports [0 Medication Record [ Other (please specify)

Release my protected health information te the following physician/person/facility/entity
and/or those directly associated in my medical care:

Name: ProActive Work Health Services
Address: 1100 N Brazosport Blvd, Suite 3
Freeport, TX 77541

Email: dpaterson@proactiveworks net
Fax: 1-979-239-3002

The purpose/reason for this release of information is as follows:

Signature:
Dec. 12, 2003 Yo 93 929
Dete Social Security Number

Ched A Stallber
Primw Print name of Witness

Signature of Patient Signature of Witness

www.meglobzal.blz Coventh Plze, Sl T8




P WORK HEALTH SERVICES

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

__Chad B Shallbeirg (Patient's Name) hereby authorize

HofHfnan Or thopédics to release my protected health
information regarding medical history, injury or illness, consultation, prescriptions, treatment, diagnosis,
prognosis, including all diagnostic and laboratory results, correspondence and medical records including
those from my other healthcare providers that the above-named healthcare provider may hold to:

Name: PROACTIVE WORKS
Address:_1100 N BRAZOSPORT #3 City:_FREEPORT State: _TX__ Zip: _77541
Phone:__9797057565 Fax:_9793583010

Email: _BRAZOSFRONTDESK@PROACTIVEWORKS:NET g

This disclosure records will be used for the following purpose:

The authorization is:
<] Unlimited (all records excluding addiction medicine and mental health treatment, and HIV test results
[ ]Limited to the following:

| also authorize the specific release of the following records:

Addiction Medicine Treatment (initial) Psychiatric/Mental Health Treatment (initial)
Test for antibodies to HIV (initial) Genetic Information (initial)
DURATION: This authorization shall remain in effect until (date)

REVOCATION: You or your personal representative may cancel this authorization for future releases by
submitting a written request to the Release of Information Unit listed for your region of service on the
reverse side of this form. Your cancellation will not affect information that was released prior to receipt of
the written request.

RESTRICTIONS: Permissions for further use of disclosure of this medical information is not granted
unless another authorization is obtained from me or unless another disclosure specifically required or
permitted by law.

A Photocopy of facsimile of this authorization is considered as effective and valid as original.

| have bf:fn adwsgd of my right to receive a copy of this authorization.

T
Se(F
Slgnature of patlent or legal guardian Relationship if other than patient
Chactd. St=llberc [Zris= 2.3
Patient’s Name (PRINT) S Date

Awf\ 21, 197¢
Patient’s Date of Birth




