(LETTER #6---FML LETTER)

USE THIS LETTER IF STAFF MEMBER HAS NOTIFIED YOU THAT S/HE WILL BE OUT FOR A POSSIBLE FML QUALIFYING EVENT DUE TO THE SERIOUS INJURY OR ILLNESS OF A COVERED SERVICEMEMBER FOR MILITARY FAMILY LEAVE (see HR policy 631):

FMLA FORM--EMPLOYER’S RESPONSE LETTER--UNIVERSITY

[On Supervisor’s Letterhead]

[Date]

[Via hand delivery or Certified Mail]

[Name & Address]

RE: Designation of Family Medical Leave (FML)

Dear [Employee’s First Name]:

On [DATE], you notified us of your need to take family/medical leave due to the serious injury or illness of a covered service member for Military Family Leave. You notified us that you need this leave beginning on [DATE] and that you expect the leave to continue until [DATE]. In order for your request to be reviewed, you are required to provide appropriate certification.  Failure to provide such documentation may result in the delay or denial of your request. The University is provisionally designating this as Family Medical Leave to be effective as of the date you are out of the workplace. 


Except as noted below, you have the right under the Family and Medical Leave Act to take up to twenty six weeks of leave in a 12-month period for the serious injury or illness of a covered service member for Military Family Leave. If you wish to learn more about this, please refer to Human Resources policy number 631, Family and Medical Leave Policy. You can access the policy via the Division of Human Resources web site at www.hr.upenn.edu.


Enclosed you will find a Short Term Disability/Family and Medical Leave Request Form and a Certification for Serious Injury or Illness of Covered Service member for Military Family Leave.  You should complete the Employee sections (background information and Type of Leave) of the Short Term Disability/Family and Medical Leave Form and return it to me immediately.  I will have the Time Balances Section of the form completed and forwarded to Human Resources.  You and/or the covered service member must complete Section I of the Certification Form. The service member’s authorized Health Care Provider must complete and sign Section II of the form.    The completed form must be returned to the FMLA Administrator in Human Resources/Benefits within 20 calendar days.  Failure to submit a fully completed certification by the deadline to the FMLA Administrator in Human Resources/Benefits may result in a delay in the commencement of your leave, denial of your leave request, or disciplinary action.

If you qualify for FMLA leave, your health benefits must be maintained during any period of approved leave under the same conditions as if you continued to work, and you must be reinstated to the same or an equivalent position with the same pay, benefits, and terms and conditions of employment on your return from leave.  If you do not return to work following approved 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 for its share of health insurance premiums paid on your behalf during your FMLA leave.


You may not engage in employment for any other employer during any period of time that you are on leave from the University.

The University requires that you substitute available paid leave for unpaid FMLA leave.  This means that you will be required to exhaust all available sick (three days maximum) and paid time off at the beginning of your FMLA leave.  Should you exhaust your available sick and paid time off, the remainder of your leave, if any, will be unpaid.


If you normally pay a portion of the premiums for your health insurance or other benefits, these payments will continue during the period of your FMLA leave.   These payments will be deducted from your pay during the paid portions of your leave.  Should any portion of your leave be unpaid, you will be responsible for making these payments yourself.  You have a minimum 30-day grace period in which to make premium payments.  If payment is not made timely, your group health insurance or other benefits may be cancelled, provided the University notifies you in writing at least 15 days before the date your coverage or other benefits lapse, or, at the University’s option, the University may pay your share of the premiums during FMLA leave, and recover these payments from you upon your return to work.


While you are on leave, you are required to provide us with periodic reports every 30 days of your status and intent to return to work.  If the circumstances of your leave change and you are able to return to work earlier than the date indicated on the Short Term Disability/Family and Medical Leave Request Form, you will be required to notify us at least two working days prior to the date you intend to report for work.

Please call me at (215) [supervisor’s phone number] if you have any questions.

                    




Sincerely,







[NAME of supervisor/business administrator]

[NOTE: keep copy of letter in departmental personnel file and send a copy to FMLA Administrator, Human Resources/Benefits, Suite 527A, 3401 Walnut/6228.]

