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Employer Response to Employee

Regarding Family or Medical Leave


FAMILY AND MEDICAL LEAVE 

(Family and Medical Leave Act of 1993) Employer Response to Employee
	To:         
EID:       
        (Employee’s Name)

From:       
              (Immediate Supervisor or Administrator’s Name)

Department:       
Subject:  Family and Medical Leave



	On                (Date), you notified us or we became aware of your need to take leave which may qualify under the Family and Medical Leave Act (FMLA) due to:

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

 FORMCHECKBOX 
 A serious health condition affecting your     FORMCHECKBOX 
 spouse,     FORMCHECKBOX 
 parent,     FORMCHECKBOX 
 child (age 18 or under, or a child over 

    age 18 with a disability where the child is unable to perform the activities of daily living without assistance), for which you are 

      needed to provide care;

 FORMCHECKBOX 
 The birth of your child and the care of such newborn child; or

 FORMCHECKBOX 
 The placement of a child with you for adoption or foster care.

Except as explained below, you have a right under the FMLA for up to 12 weeks of unpaid leave in a 12-month rolling calendar year (measured backward from the date the proposed leave is to begin) for the qualifying 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 an 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 FMLA leave for a reason other than:  (1) the continuation, recurrence, or onset of a serious health condition which would entitle you to FMLA leave; or (2) other circumstances beyond your control, you may be required to reimburse the University of Arizona for the employer’s share of health insurance premiums paid on your behalf during your FMLA leave.



	You notified us that you need this leave beginning on                             (insert specific date) and that you expect leave to 

continue until on or about                         (insert specific date) as a  FORMCHECKBOX 
 continuous     FORMCHECKBOX 
 intermittent    FORMCHECKBOX 
 reduced work 

schedule leave.


	This is to inform you that:  

1.  FORMCHECKBOX 
 You are eligible1 for leave under the FMLA and your leave will be counted against your FMLA entitlement.  

 FORMCHECKBOX 
 You may be eligible1 for leave under the FMLA however more information is needed.  We are therefore   

      making a preliminary designation of your leave against your FMLA entitlement subject to confirmation the leave       qualifies for FMLA (see items #2 and #3).

 FORMCHECKBOX 
 You are not eligible1 for leave under the FMLA.


	2.  FORMCHECKBOX 
  You have already provided a complete Family and Medical Leave Request form for this current leave request.

 FORMCHECKBOX 
 You must provide a complete Family and Medical Leave Request form for this current leave request.   You

    must furnish the Family and Medical Leave Request form by                      (insert date) (must be at least

     15 days after you are notified of this requirement).

Should you need to extend or modify your leave request, you are required to complete a new Family and Medical Leave Request form.


	3.  FORMCHECKBOX 
   You have already provided satisfactory information and/or medical certification of a serious health condition for this current leave request.

 FORMCHECKBOX 
  You are required to furnish complete medical certification of a serious health condition for this current 

        leave request. You must furnish certification by                          (insert date) (must be at least 15 days 

        after you are notified of this requirement), or we may delay the commencement of your leave until the 

        complete certification is submitted.

 FORMCHECKBOX 
  You may be required to furnish medical certification of a serious health condition (but not until further   

        notice).

Recertification may also be required no more than every 30 days unless an extension or modification of leave is requested, changed circumstances occur regarding the serious health condition or information arises that questions the validity of the earlier certification.  

Additionally, if you are able to return to work earlier than the date indicated on page one, you will be required to notify us at least two work days prior to the date you intend to report to work.


	4.  FORMCHECKBOX 
   You are required to present a fitness-for-duty certificate prior to being restored to employment.  If such certification is required but not received, your return to work may be delayed until certification is provided.

 FORMCHECKBOX 
  You may be required to present a fitness-for-duty certificate prior to being restored to employment (but

        not until further notice).


	5. You are required* to use your accrued sick leave during FMLA leave.  If you should exhaust your sick leave, it is your responsibility to inform us whether you elect to use your accrued vacation in lieu of an unpaid absence.

*  If you are receiving benefit payments for worker’s compensation then sick leave and/or vacation is optional and you must inform us whether you elect to use sick and/or vacation.  The total of all such payments cannot exceed your gross earnings.


	6. The University will continue to pay the employer’s portion of the group health and dental insurance premiums for the duration of the FMLA leave.  During unpaid FMLA leave, you will be required to pay the employee portion of the premium by the first of the month each month the premiums would otherwise have been deducted or paid.  If the employee portion of the premium payment is more than 30 days overdue, the University will cease to maintain your health and dental benefits.
  


	7. The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to a request for medical information. “Genetic information,” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.


	Supervisor’s signature: ______________________________________________ Date:____________________ 

Other departmental signature (if required): ____________________________  Date:____________________


	Adapted from: U.S. Department of Labor, Form WH-381


Original to:
Employee      


 

Copy to:
Department File

Human Resources Leave Management Team with a copy of the employee’s completed Family and Medical Leave Request form

1 Eligibility requirements are:  (1) at least 12 months cumulative service and worked at least 1,250 hours at the University during the 12 month period preceding the date the proposed FMLA leave is to begin; and (2) a qualifying reason for taking a FMLA leave; and (3) a remaining balance of FMLA leave satisfactory to cover the leave dates in the request.  See Classified Staff Policy #218.0 or University Handbook for Appointed Personnel Policy #8.04.06 for definitions and further information.
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