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PROVISIONAL FML DESIGNATION


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

In response to your anticipated leave of absence (or reduced work schedule, whichever is applicable), we are providing you with information pertaining to the University’s Leave of Absence Policy.  The leave of absence (or reduced work schedule, which is applicable) may qualify as Family and Medical Leave (FML).  Substitution of paid accrued vacation and/or sick leave for unpaid FML may be elected to the extent that the applicable personnel policies or collective bargaining agreements allow.  At this time, we are provisionally designating the leave as FML effective (date).  

Enclosed is the Medical Certification form.  Please complete the Employee section of the form and have your health care provider complete the Medical Certification section.  Approval of your leave of absence under the Family and Medical Leave policies are contingent on the receipt of the Medical Certification form.  This form must be completed and returned to me within 15 days of today’s date.  Failure to provide required medical certification may result in delay or denial of leave.

Also enclosed are two documents, Your Rights and Obligations under the Federal Family and Medical Leave Act of 1993 and University of California Family and Medical Leave Benefits Checklist, which provide more information about FML. If you have any questions, please let me know.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures

15-DAY FOLLOW UP LETTER


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

On (date) I sent you a letter provisionally designating your leave as Family and Medical Leave (FML) based on available information.  At that time I provided you the Medical Certification form, and requested you return them to me within 15 days.  As of today I have not received the completed forms from you.  Approval of your leave of absence under the Family and Medical Leave policies are contingent on the receipt of the Medical Certification form.  Failure to provide the required certification will require that the work absences resulting from this event and incurred to date be recorded as unexcused.

I have completed a Leave of Absence Request form based on information you have provided; enclosed is a copy of the completed document.  If any information is incorrect, please notify me immediately.  Also enclosed is a Medical Certification form, which must be completed by your health care provider and returned to me no later than 10 days from the date of this letter.  If the Medical Certification form is not received by the stated due date, the absence(s) will be denied under Family and Medical Leave policies and considered unapproved.  You should be aware that unapproved absences may result in disciplinary action should the circumstances warrant.  If you have any questions, please let me know.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures

PHYSICIAN’S CERTIFICATION RECEIVED – NO ADVANCE NOTICE


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

We are so sorry that you are ill and are very concerned about you (or any personalized opening that you prefer.) We are in receipt of your physician’s written confirmation of your serious health condition. We are approving your absence effective (date) through (date). In accordance with [PPSM or applicable collective bargaining agreement], your sick leave hours may be applied toward this period of absence. Additionally, accrued vacation may be used at your request. As of this date, you have (xx) hours of sick leave and (xx) of accrued vacation. Please provide us with a short note, as soon as possible, advising us if you wish to apply your accrued vacation hours to any portion of your absence. Unless we hear from you, your unpaid Leave of Absence will commence on (date) and continue through (date).
Your time away from work effective (date) has been provisionally designated as Family and Medical Leave (FML).  This leave entitles a qualified employee up to 12 weeks of unpaid leave in a 12 month period. I have enclosed copies of Your Rights and Obligations Under the Federal Family and Medical Leave Act of 1993; Family and Medical Leave Benefits Checklist; and applicable portions of [PPSM or applicable collective bargaining agreement] for your information. 

In order to confirm that the leave qualifies as FML, you must provide medical certification using the form enclosed. The medical certification must be returned to this office within 15 days of the day you receive this notice. 

Please submit a completed Return to Work Certification form (enclosed) upon your return to work.

Please call me if you have any questions.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures

LEAVE ALREADY IN PROGRESS – NO PHYSICIAN’S CERTIFICATION


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

We are so sorry that you are ill and are very concerned about you. (or any personalized opening that you prefer.) As you may be aware, your leave may qualify as Family and Medical Leave (FML). This leave entitles a qualified employee up to 12 weeks of unpaid leave in a 12 month period. I have enclosed copies of Your Rights and Obligations Under the Federal Family and Medical Leave Act of 1993; Family and Medical Leave Benefits Checklist; and, applicable portions of the CUE contract, for your information.
Your time away from work is being provisionally designated as FML, effective (two days ago), (date). In order to confirm that the leave qualifies as FML, you must provide medical certification using the form enclosed. The medical certification must be returned to this office within 15 days of the day you receive this notice. Once your eligibility is confirmed, we will notify you and this designation will become final. If the certification is not provided or if the certification for any reason does not support the request for FML, this provisional designation will be withdrawn and you will be notified. Failure to provide the certification means that the leave is not FML and, at the Department’s option, your leave may be canceled or designated as personal leave.

Please submit a completed Return to Work Certification form (enclosed) upon your return to work.
 (Personalized closing).

Please call me if you have any questions.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations
 
Debra Dralle
enclosures

REQUEST TO CARE FOR FAMILY MEMBER – NO ADVANCE NOTICE


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

This is to confirm that the medical leave you requested yesterday, (date), to care for your mother has been approved effective (date) through (date). Please be advised that your medical leave has been provisionally designated as family and medical leave, which entitles eligible employees to a leave of up to 12 weeks in a 12-month period for their own or family member’s serious health condition. In order to confirm that the leave requested qualifies as family and medical leave, you must provide a medical certification of a serious health condition from your mother’s health care provider (form enclosed). The medical certification must be returned to this office within 15 days of the day you receive this notice.

Once we receive the medical certification, this designation will become final. If you do not provide the medical certification or, for any reason, it does not support the request for family and medical leave, this preliminary designation will be withdrawn and you will be notified. Failure to provide the medical certification means that the leave is not family and medical leave and, at the Department’s option, you leave may be canceled or designated as personal leave.

For your information, I have enclosed Your Rights and Obligations Under the Federal Family and Medical Leave Act of 1993; Family and Medical Leave Benefits Checklist; and, applicable portions of (PPSM or applicable collective bargaining agreement) for your information.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures

PREGNANCY DISABILITY / BABY BONDING


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

This is to confirm your medical leave due to pregnancy beginning (date). Please be advised that this leave will be counted against your Family and Medical Leave (FML) entitlement of up to 12 weeks in a 12 month period, as well as the California State Pregnancy Disability Leave entitlement of up to four months. These two leaves run concurrently. Upon conclusion of your leave due to pregnancy disability, you may be eligible for up to 12 weeks of (FML) to care for your newborn child.

Please provide certification from your physician of the anticipated end of the disability portion of your leave. Unless we hear from you otherwise, we will consider that date to be the end of your disability leave and record subsequent leave as (FML) for the care of your newborn child. Please advise us if you wish to use accrued vacation for this latter portion of your leave.

For your information, I have enclosed Your Rights and Obligations Under the Federal Family and Medical Leave Act of 1993; Family and Medical Leave Benefits Checklist; Pregnancy Disability Leave Benefits Checklist and, applicable portions of (PPSM or applicable collective bargaining agreement) regarding family and medical leave.

If you have any questions regarding your leave and associated entitlements and obligations, you may contact Employee Relations at (phone number).

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures

LEAVE REQUESTED IN ADVANCE – BABY BONDING


(Date)

(Employee Name)

(Employee Address)

Dear (Employee Name):

This is to confirm that you are eligible for family and medical leave and that the leave of absence you requested on (date) for the care of your newborn child will be designated as family and medical leave. We are approving your absence effective (date) through (date).

Pursuant to policy, you may use all accrued vacation and you may also use accrued sick leave for the time it is necessary to attend to the initial health-related needs of your wife and/or child after birth. Your leave balance as of today is (xxx) hours of vacation and (yyy) hours of sick leave. In the event that you run out of vacation and/or applicable sick leave, and choose to continue your leave off of pay status, your benefits will be covered for a duration of your family and medical leave entitlement of 12 weeks in a 12-month period (including the periods of paid sick and/or vacation leave).

I have enclosed copies of Your Rights and Obligations Under the Federal Family and Medical Leave Act of 1993; Family and Medical Leave Benefits Checklist; and, applicable portions of (PPSM or applicable collective bargaining agreement) for your information.

If you have any questions pertaining to leave usage and/or FMLA, please do not hesitate to contact me.

Sincerely,

(Supervisor’s Name)

cc:
Benefits


Employee Relations 

enclosures
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