
(Family & Medical Leave Act of 1993)

Date: _____________________________________

To:    _____________________________________

From: ____________________________________

Subject:  Request for Family Medical Leave (FML)

On ________________, you informed us of your need to take family medical leave due to:

 FORMCHECKBOX 

The birth of your child, or the placement of a child with you for adoption or foster care; or

 FORMCHECKBOX 

A serious health condition which makes you unable to perform the essential functions of your job; or

 FORMCHECKBOX 

A serious health condition affecting your __ spouse, __ child, __ parent, for which you are needed to provide care.

 FORMCHECKBOX 

A qualifying exigency arising out of the fact that your __ spouse, __child, __parent, is on active duty or called to active duty status in support of a contingency operation as a member of the National Guard or Reserves.

 FORMCHECKBOX 

A serious health condition of your __ spouse, __ child, __parent, __next of kin service member.

You notified us that you need this leave beginning on  ________________ and that you expect the leave to 







      Month/Day/Year

continue until on or about    __________________.




         Month/Day/Year

Except as explained below, you may have a right under the FMLA for up to 12 weeks (up to 26 weeks for Military Caregiver Leave) of unpaid leave (hereinafter, “FML”) in a 12-month period for the reasons listed above.  Also, your health benefits must be maintained during any period of unpaid leave under the same conditions as if you continued to work, and you must be reinstated to the same or equivalent job with the same pay, benefits, and terms and conditions of employment on your return from leave.  If you do not return to work following FML for a reason other than: (1) the continuation, recurrence, or onset of a serious health condition which would entitle you to FML; or (2) the continuation, reoccurrence, or onset of a covered service member’s serious injury or illness which would entitle you to FML, or (3) other circumstances beyond your control, you will be required to reimburse CDS for our share of health insurance premiums paid on your behalf during your FML.

This Notice is to inform you that you:

 FORMCHECKBOX 

May be eligible for FML (See Rights and Responsibilities on the next page)

 FORMCHECKBOX 

Are not eligible for FML, because:

· You have not met the FMLA’s 12-month length of service requirement.  As of the first date of requested leave, you have worked approximately _____ months towards this requirement.

· You have not met the FMLA’s 1,250 hours-worked requirement.

· You do not work and/or report to a site with 50 or more employees within 75 miles

If you have any questions, contact the Human Resources Specialist or review the “Leaves of Absence Policy” in the Employee Handbook.


CDS Family & Behavioral Health Services, Inc

If your leave does qualify as FML you will have the following responsibilities while on FML.

1. If your leave is for a serious health condition for yourself, spouse, child, parent, or next of kin of a covered service member, you are required to furnish medical certification of a serious health condition by ____________________ (must be at least 15 calendar days after you are notified of this requirement) or we may delay the commencement of your leave until the certification is submitted.  You may also have to furnish sufficient documentation to establish the required relationship between you and your family member.

2. If you have requested leave for the birth of a child or for the placement of a child with you for adoption or foster care, you will be required to use any paid (sick, annual, or personal) leave, which you have accrued before utilizing unpaid leave.  These paid weeks count toward your total allowance of 12 weeks of FML during a 12-month period.  

3. If you have requested leave because of your own serious medical condition or that of your spouse, parent or child, you will be required to use any paid (sick, annual, or personal) leave, which you may have accrued before utilizing unpaid leave.  These paid weeks count toward your total allowance of 12 weeks of FML during a 12-month period.  

4. If you have requested leave because of a qualifying exigency arising out of the fact that your spouse, child, or parent is on active duty or called to active duty status in support of a contingency operation as a member of the National Guard or Reserves, you will be required to use any paid (sick, annual, or personal) leave which you have accrued before utilizing unpaid leave.  These paid weeks count toward your total allowance of 12 weeks of FML during a 12-month period.

5. If you have requested leave because you are the spouse, child, parent, or next of kin of a covered service member with a serious injury or illness, you will be required to use any paid  

(sick, annual, or personal) leave which you have accrued before utilizing unpaid leave.  These              paid weeks count toward your total allowance of 26 weeks of FML during a 12-month period.

6. If you normally pay a portion of the premiums for your health insurance, these payments will continue 

during the period of FML.  Please contact the Human Resources Specialist to make arrangements to continue to make your share of the premium payments on your health insurance while you are on leave.  We  FORMCHECKBOX 
 will  FORMCHECKBOX 
 will not do the same with other benefits, (e.g. life insurance, disability insurance, etc.)

7. You have a minimum 30-day grace period in which to make premium payments.  If payment is not made in a timely manner, 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.

8. If you require a leave of absence due to your own serious health condition, you will be required to present a Fitness for Duty Certification prior to being restored to employment.  If such certification is not received, your return to work may be delayed until the certification is provided.

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

If your leave does qualify for FML you will have the following rights while on FML:

1. The requested leave will be counted against any annual FMLA entitlement.

2. While on a FML of absence, you will not lose employment benefits accrued before your leave, but you will not continue to accrue sick leave, annual leave, or seniority while on leave.

3. You may request, in writing, to reserve up to 40 hours of sick leave to be available once you return to work.

4.
You  FORMCHECKBOX 
 are  FORMCHECKBOX 
 are not a “key employee” as described in 825.218 of the FMLA regulations.  If you are a “key employee”, restoration to employment may be denied following FML on the grounds that such restoration will cause substantial and grievous economic injury to CDS.

  5.
We  FORMCHECKBOX 
 have  FORMCHECKBOX 
 have not determined that restoring you to employment at the conclusion of FML will cause substantial and grievous harm to us. (If an employee is a “key employee” and/or restoration of employment will cause substantial and grievous economic harm, please explain why below).  See 825.219 of the FMLA regulations.

 
_____________________________________________________________


_____________________________________________________________


_____________________________________________________________


_____________________________________________________________

Serious Health Condition means an illness, injury, impairment, or physical or mental condition that involves either:

Inpatient care: (i.e. any overnight stay) in a hospital, hospice, or residential medical care facility, including any period of incapacity (i.e. inability to work, or perform other regular activities) or subsequent treatment in connection with or consequent to such inpatient care; or
Continuing treatment by a health care provider, which includes: 
· A period of incapacity of more than three consecutive, full calendar days (including any subsequent treatment or period of incapacity relating to the same condition), that also involves:

· Treatment
 two or more times by or under the supervision of a health care provider,  (i.e., in-person visits, the first within 7 days and both within 30 days of the first day of incapacity)

· One Treatment by a health care provider (i.e., an in-person visit within 7 days of the first day of incapacity)  with a regimen of continuing treatment
 under the supervision of the health care provider.

3.  Pregnancy
Any period of incapacity due to pregnancy, or for prenatal care.  A visit to the health care provider is not necessary for each absence.

4.  Chronic Conditions Requiring Treatments  - A Chronic Condition which:

a) Requires periodic visits (at least twice a year) for treatment by a health care provider, or by a nurse or physician’s assistant under direct supervision of a health care provider;

b) Continues over an extended period of time (including recurring episodes of a single underlying condition; and

c) May cause episodic rather than a continuing period of incapacity (e.g. asthma, diabetes, epilepsy, etc.). A visit to a health care provider is not necessary for each absence

5.  Permanent Long-term Conditions Requiring Supervision

A period of incapacity, which is permanent or long-term due to a condition for which treatment may not be effective.  The employee or family member must be under the continuing supervision of, but need not be receiving active treatment by, a health care provider.  Examples include Alzheimer’s, a severe stroke, or the terminal stages of a disease.

6.  Multiple Treatments (Non-Chronic Conditions)
Any period of absence to receive multiple treatments (including any period of recovery there from) by a health care provider or by a provider of health care services under orders of, or on referral by, a health care provider, either for restorative surgery after an accident or other injury, or for a condition that would likely result in a period of incapacity of more than three consecutive calendar days in the absence of medical intervention or treatment, such as cancer (chemotherapy, radiation, etc.), severe arthritis (physical therapy), kidney disease (dialysis). 

Employer Response


Notice of Eligibility for Family Medical Leave


CDS Family & Behavioral Health Services, Inc.





Notice of Rights & Responsibilities for 


Family and Medical Leave Act


CDS Family & Behavioral Health Services, Inc.








� Treatment includes examinations to determine if a serious health condition exists and evaluations of the condition.  Treatment does not include routine physical examinations, eye examinations, or dental examinations.


� A regimen of continuing treatment includes, for example, a course of prescription medication (e.g. an antibiotic) or therapy requiring special equipment to resolve or alleviate the health condition.  A regimen of treatment does not include the taking of over-the-counter medications such as aspirin, antihistamines, or salves; or bed-rest, drinking fluids, exercise or other similar activities, which can be initiated without a visit to a health care provider.
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