INFORMATION CONCERNING LEAVE UNDER FMLA

Family and Medical Leave Act of 1993

We have been notified that you will be or have been absent from work under circumstances that may qualify for leave under the Family and Medical Leave Act (FMLA). The purpose of this letter is to provide you with information and forms both you and your health care provider need to complete and return to us so that we may determine if the absence may be designated as FMLA leave. You will find enclosed the FMLA Notice of Rights and Obligations for Friends Aware. This notice includes the basic provisions of the FMLA rights of eligible employees. Please review closely and retain the Notice.

The following FMLA forms are enclosed:

Request for FMLA Leave: You will need to complete this form and return it to us as soon as possible.

Certification of Health Care Provider: You will need to give this form to your health care provider for completion. Your health care provider may return the completed form directly to us or to you for submission. Please be sure that this completed form is returned to us within 15 days following the request or provide us a reasonable explanation for the delay. After receipt and review of the two forms, we will make a determination on designation of your absence as FMLA leave. If you have any questions or would like more information on FMLA leave, please contact the Human Resources Director.
FAMILY & MEDICAL LEAVE:  

YOUR RIGHTS AND OBLIGATIONS

Friends Aware provides family and medical leave (FML) to eligible employees in accordance with the federal Family and Medical Leave Act.  This notice summarizes your rights and obligations under this law.   

Eligibility for Leave
If you have at least 12 months of service (all prior Friends Aware service counts) and if you have worked at least 1,250 hours during the 12 months prior to the requested leave, you are eligible for FML.  

Purpose of Leave
You may use FML for your own serious health condition, for the serious health condition of your spouse, child, or parent, or to care for your child after birth or placement by adoption or foster care.  

Length of Leave
Your leave will be counted against your entitlement of up to 12 workweeks per year under FML.   Friends Aware defines the twelve month period as a “rolling” period, measured backward from the first day you use FML.   You may take your leave in several blocks of time, on an intermittent basis or as a reduced work schedule, if medically necessary.  

Pay
FML is normally unpaid leave; however, Friends Aware requires that your sick/personal time must be used and will be calculated as part of the 12-week period of leave.  In addition, you may request to use your vacation time. 

Advance Notice
30 days advance written notice is required if your need for leave is foreseeable.  For events which are unforeseeable, you must notify Friends Aware as soon as possible.  Failure to comply with these notice rules may result in deferral of the requested leave until you comply with the notice rules.

Medical Certification
Written certification from a health care provider is required for either your own serious health condition or the serious health condition of your family member.  Failure to provide certification within 15 calendar days of requesting FML may result in delay or denial of leave until the certification is provided.  

Recertification of the serious health condition may be required under certain circumstances, as described in federal and state law. 

A "health care provider" is defined as: a doctor of medicine or osteopathy, podiatrist, dentist, chiropractor, clinical psychologist, optometrist, nurse practitioner, or nurse-midwife who is authorized to practice by the State and performing within the scope of their practice as defined by State law, or a Christian Science practitioner.

Reporting While on Leave

Leave taken for your own serious health condition or to care for a spouse, parent, or child requires that you contact your Department Director every two (2) weeks regarding the status of the condition and your intention to return to work.

Health Benefits
If you normally pay a portion of the premiums for health insurance, these payments must continue during the period of Family and Medical Leave.  

You are responsible for timely payment of your portion of premiums for health and other benefits you elect to continue during leave.  If you are in a paid status during any part of your leave, usual deductions will be made from your paycheck.  If you are in an unpaid status, you must make arrangements to pay your usual contribution.  

Failure to pay your portion of the premiums within 30 days of the due date will result in cancellation of your coverage.  In the event that you do not return to work after FML ends, you will be required to reimburse the Agency for the cost of premiums paid by the Agency for maintaining coverage during your leave.

Reinstatement
Under the law, you must be reinstated to the same position you had prior to taking the leave, or to an equivalent position if you return to work immediately after FML.  However, you have no greater right to reinstatement than you would have had if you had been continuously at work.  See the provisions of your personnel policy for more information. 

If the leave was for your own serious health condition and lasted for two weeks or longer, you must present medical certification of your ability to return to work.  

Returning to Work

Prior to returning from FML you must complete a Return to Work Medical Certification form and submit it to your Department Director.

Failure to Return from FML

In the event that you do not return to work upon the expiration of FML you will be subject to immediate termination.  

FRIENDS AWARE, INC.

Request for Family and Medical Leave 

This Form is To Be Completed By The Employee

	Name of Employee
	
	
	Date:
	


	Position:
	
	
	Program:
	


Qualifying Event

I am requesting a Leave of Absence as provided by the Family and Medical Leave Act of 1993 for:
	SYMBOL 168 \f "Wingdings"
	
	the birth of my child -- available to the mother or the father  

	
	
	

	SYMBOL 168 \f "Wingdings"
	
	the adoption or foster care placement of a child with me/my family-- available to the mother or the father

	
	
	

	SYMBOL 168 \f "Wingdings"
	
	a serious health condition affecting my  SYMBOL 168 \f "Wingdings" spouse  SYMBOL 168 \f "Wingdings" child, or SYMBOL 168 \f "Wingdings" parent, for which I am needed to provide care      

SYMBOL 240 \f "Wingdings"  Please supply, on the reverse side of this form, a brief written statement explaining why your presence is necessary, and how it would be beneficial to the care of your spouse, child, or parent.  

SYMBOL 240 \f "Wingdings"  You must also attach a completed copy of FMLA Health Care Provider's Certification 

	
	
	

	(
	
	a serious health condition that makes me unable to perform the essential functions of my job 

SYMBOL 240 \f "Wingdings"  You must also attach a completed copy of FMLA Health Care Provider's Certification 


	Expected Duration of Leave
	
	From:
	
	
	To:
	

	
	
	
	
	
	
	

	  (   I Am Requesting FMLA Leave On An Intermittent Basis (Describe on rear of form requested schedule of leave)


	************************************************************************************************************************************************


Statement of Available Sick/Personal Leave and Vacation Leave (if applicable)

	
	
	List all Available Sick Time:      # of Days ________

	
	
	

	SYMBOL 168 \f "Wingdings"
	
	I would also like to use my available vacation time:  # of Days ____________ 

	
	
	

	SYMBOL 168 \f "Wingdings"
	
	 I would also like to use my available personal time: # of Days ____________

	
	
	


Have You Been Granted Leave Under the Family and Medical Leave Act Before?

	SYMBOL 111 \f "Wingdings" Yes
	
	When:
	
	
	# Days:
	

	SYMBOL 111 \f "Wingdings" No


************************************************************************************************************************************************
I hereby certify that I have received and read the Friends Aware Notice of rights and Obligations and that I meet the eligibility requirements as outlined in that notice.  I understand that any false information given to support this request for FMLA may result in disciplinary action up to and including termination.  I also understand that if my request for FML is denied by Friends Aware that I may resubmit my request at any time.
	Employee:
	
	
	
	Date:
	


************************************************************************************************************************************************
	Department Director:
	
	
	
	Date:
	


HR Director:
___________________________________________         Date:  ______________________

cc:  Employee

Original:  Personnel File (remains indefinitely)

FRIENDS AWARE, INC.

Request for Family and Medical Leave 

	     Please supply a brief written statement explaining why your presence is necessary, and how it will be beneficial for the care of your spouse, child, or parent.  Attach a copy of this statement to the Health Care Provider's Certification For Seriously Ill Family Member of Employee Requesting Leave Under the FMLA.


	If you are requesting FMLA leave on an intermittent basis, use the space below to describe the circumstances surrounding your need for the intermittent leave.  Also, describe the schedule of the leave you are proposing, i.e., day(s) of the week, times, etc.  Be specific.  


	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	
	
	

	Employee's Signature
	
	Date


