
	Family and Medical Leave Notice Instructions
Complete this form letter by filling in the applicable text or check box fields.  Pressing the Tab Key will move your cursor from field to field.
This letter does not lend itself to personal comments. Please provide your employee with a more personalized cover letter (http://www.washington.edu/admin/hr/forms/leave/fmla/fmla-coverlet.docx) and the FMLA handout (http://www.washington.edu/admin/hr/forms/leave/fmla/fmla-handout.pdf).
Retain a copy of the letter for your records and send a copy to your unit's Human Resources Consultant and the Benefits Office.  Any medical documentation that an employee gives to his or her supervisor or manager must be forwarded to the Human Resources Consultant so that it can be maintained confidentially in the Human Resources office.



Month DD, Year

[bookmark: Text2]To:			Employee's Name
[bookmark: Text3][bookmark: Text36]Department or Unit Name Box Box No
From:		Supervisor/Administrator Name
			Supervisor/Administrator Title
[bookmark: Text29]Subject:	Family and Medical Leave 
As I described in my letter to you, and as required by the Family and Medical Leave Act (FMLA), this form provides information regarding your leave of absence, including:
· whether your leave is covered by the Family and Medical Leave Act (FMLA),
· returning to work,  
· whether we need additional information about your leave of absence.
[bookmark: Text23][bookmark: Text24]Only the boxes that are checked apply to you and your leave. Please contact insert "me" or name of manager or supervisor to contact at phone number and/or email as soon as you know your expected return to work date.
For more information about FMLA Leave, University of Washington leave policy, or if you have any questions about your situation, please contact Human Resources Consultant's Name, Human Resources Consultant at, Human Resources Consultant's phone number.
	Information About Your Need to Take Leave

	[bookmark: Text33][bookmark: Text30][bookmark: Text35]On Month DD, Year for the reason(s) checked below we learned:
[bookmark: Check1]|_| That you need leave from work because you are unable to perform the essential functions of your job due to a serious health condition.
[bookmark: Check2]|_| That you need leave from work to care for a newborn child (or newly placed adoptive or foster child) (Note: for birth mothers, parental leave begins after the period of disability due to childbirth.)
[bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Text34]|_| That you need leave from work to care for your	|_|Spouse		|_|Child		|_|Parent	
 |_| fill in relationship who has a serious health condition.
[bookmark: Check21][bookmark: Text38]|_| That you need leave because of a qualifying exigency arising out of the fact that your fill in family member relationship is on active duty (or has been notified of an impending call or order to active duty) in the Armed Forces.  For an explanation of the meaning of “qualifying exigency”, see http://www.washington.edu/admin/hr/roles/mgr/leaveholiday/fmla/definitions.html#qualifyingExigency 
[bookmark: Check22]|_| That you need to care for a family member in the armed services who has a serious injury or illness, and who is undergoing medical treatment, recuperation, or therapy; or is in outpatient status; or is on the temporary disability retired list.
[bookmark: Check18]|_| That you need to be on leave from Month DD, Year until Month DD, Year. [or]
That you need this leave beginning on Month DD, Year.
[bookmark: Check19]|_| That you need intermittent leave or a reduced work schedule from Month DD, Year until Month DD, Year. [or]
That you need this leave beginning on Month DD, Year.




	


Information About Your Eligibility for FMLA Covered Leave and Leave Approval

	[bookmark: Check8]|_| You meet FMLA eligibility requirements and your leave is covered by the FMLA.
|_| Your leave or modified work schedule request is approved from Month DD, Year  through Month DD, Year, subject to any certification requirements specified below. 
Based on the information you have given us:
|_| If there are no changes in the status of your leave request, insert number insert hours, days or weeks will be counted as part of your FMLA leave entitlement.
|_| Because the leave you will need will be unscheduled, at this time it is not possible to provide the hours, days, or weeks that will be counted as part of your FMLA entitlement. You have the right to request this information once in a 30-day period (if leave was taken in the 30-day period).  
[bookmark: Check20]|_| Approval of your leave or modified work schedule request is subject to receipt of the enclosed certification form by UW Campus HR Operations within 15 calendar days of the date you receive it.  If you believe you will not be able to return the certification form within the time specified, please contact me as soon as possible as confirmation of approval for the start of the leave may be delayed until the certification request is turned in, or the absence may not be protected by the FMLA.
|_| Please ask the health care provider to complete and submit a Certification of Health Care Provider form every insert period.
|_| Approval of your leave or modified work schedule request is subject to receipt of sufficient documentation to establish the required relationship between you and your family member. 
[bookmark: Check15]|_| You have already turned in a certification form, it is sufficient, and your leave is approved.
|_| If the circumstances of your leave change and you are able to return to work earlier than anticipated, you must notify Insert name of person to be notified at Insert contact information at least two work days prior to the date you intend to report to work.
[bookmark: Check17][bookmark: Text20][bookmark: Text21]|_| If you need to extend your leave, please submit a new certification form (copy enclosed) before the current certification form expires. If your leave will need to extend beyond your 12 week FMLA leave entitlement, please contact Human Resources Consultant's Name, Human Resources Consultant at Human Resources Consultant's phone, email or other contact information as appropriate.
|_| You do not meet FMLA eligibility requirements and your leave is not covered by the FMLA because:
[bookmark: Check10]|_| You have not been employed by the State of Washington for at least 12 months. As of the first date of requested leave, you will have worked approximately ___ months toward this requirement.
[bookmark: Check11]|_| You have not worked 1,250 hours for the State of Washington during the 12 months immediately preceding the start of the leave. As of the beginning date of requested leave, you will have worked approximately      hours toward this requirement.
[bookmark: Check12]|_| You have used all of your available FMLA covered leave for this year. You may become eligible for Family and Medical Leave on Month DD, Year unless you work fewer hours than anticipated, in which case your FMLA eligibility date will change to a later date.
[bookmark: Check13]|_| You have requested leave to care for an individual that is not covered under the provisions of the FMLA.
|_| Though your requested leave is not covered by the FMLA, I am approving your request to be on leave from Month DD, Year  through Month DD, Year, subject to any certification requirements specified below
|_| Approval of your leave or modified work schedule request is subject to appropriate certification. Please return the enclosed certification form within 15 calendar days of the date you receive it to: Human Resources Consultant's Name, Human Resources Consultant at Human Resources Consultant's address. If you believe you will not be able to return the certification form within the time specified, please contact me as soon as possible as confirmation for approval of the start of the leave may be delayed until the certification request is turned in or, the absence may not be protected by the FMLA.
|_| Please ask the health care provider to complete and submit a Certification of Health Care Provider form every insert period.
|_| As your requested leave is not covered by the FMLA and work circumstances do not permit your absence from work, we cannot approve your request to be on leave.




	

Return to Work Certification

	|_| When you are ready to return to work, please provide written confirmation from your health care provider that you are able to return to your normal job duties. Your return to work may be delayed if we do not receive the fitness for duty confirmation.
|_| A list of the essential functions of your position is attached. Please ensure that your health care provider’s fitness-for-duty certification addresses your ability to perform these specific functions.

	
Additional Information

	If you are on a leave without pay that extends beyond 30 days, or you need to significantly reduce your hours, you should contact the University’s Benefits Office at (206) 543-2800 or by email at benefits@u.washington.edu, to obtain information about the continuation of insurance coverage and long term disability insurance eligibility.
An employee who does not return to work from FMLA leave as scheduled, or who does not submit certification that has been requested, may have his or her rights under the Family and Medical Leave Act affected and may be considered to be on unauthorized absence from work.



UW Human Resources – July 25, 2011
		

