FMLA DESIGNATION TRANSMITTAL LETTER TEMPLATE
Insert Subject

Date



SENT VIA CERTIFIED MAIL RETURN RECEIPT AND STANDARD MAIL

Date

Name










EIN:  00000
Address

City, State, Zip

Dear Mr./Mrs.:
Enclosed you will find the Department of Labor (DOL) Family Medical Leave Act (FMLA) Designation Notice.  You have been approved for (FMLA Leave, INTERMITTENT Leave) from (Enter Date) through (Enter Date). (INTERMITTENT: The Health Care Provider stated that you may be out 2-4 hours per day, one day per week.)  (AGENCY MAY CUSTOMIZE)
Important Information Regarding FMLA/Leave Without Pay (LWOP):
· FMLA leave provides job protection for 12 weeks (480 hours), within a 12-month period.  You must use your paid leave in the following order: sick, compensatory, annual, holiday etc.  If you exhaust all available and applicable leave, you may apply for and receive Donation of Annual Leave (DAL) to be paid while on FMLA leave.

· If on leave for a family member who has a serious health condition, you are able to use up to 40 hours of your sick leave balance in a calendar year.  Thereafter, you must use your annual, compensatory, holiday, DAL and/or Leave Without Pay (LWOP).
· With respect to your insurance coverage:
	What if I am on approved FMLA but have exhausted all my paid leave balances, including DAL?
	You will be responsible for paying only your portion of your healthcare premiums.

	What if I have exhausted all my FMLA leave and available leave balances?
	You will be responsible for paying both your portion, and the State’s portion of your healthcare premiums.

	What if I am on Industrial Leave and I have exhausted all my FMLA leave and available leave balances?
	You will be responsible for paying only your portion of your healthcare premiums.  After 6 months, you will be responsible for paying the full healthcare premium.

	Call (Benefit Representative Name) at (Phone #) for more information.


· Intermittent Leave- When using approved intermittent leave, you are to adhere to the schedule outlined by your treating Health Care Provider.  If the frequency and/or duration of your absences exceed what your Health Care Provider has identified, you may be required to provide medical recertification.  You are responsible for following the agency’s call-in procedures to inform your supervisor of your FMLA absence so that coverage can be arranged.

· You are not required, nor should you be, working, including checking emails and voicemails while on FMLA leave.  Your network access may be suspended while you are on full-time FMLA leave.
· If the leave is for your own serious health condition, you are required to provide a Medical Clearance for Return to Work form verifying your eligibility to return to work without restrictions, or, if you have restrictions, they are clearly stated.  Your return to work may be delayed until the clearance is provided.
· If you are unable to return to work at the end of your approved leave, you must request an extension in writing.  Your extension request must include updated documentation from your Health Care Provider, including an anticipated return to work date, and be submitted to HR within seven (7) calendar days prior to the end of your FMLA leave period(s). 

· Failure to return to work at the end of your FMLA leave, or failure to request and be approved for an extension may be considered job abandonment and/or unauthorized leave resulting in separation (ASPS Personnel Rules R2-5A-1001B and R2-5A-C602).
If you have any questions, please call _____________________________________.

Regards,

Agency Representative

Title


cc:

HR Office of Record

Enclosed:
DOL FMLA Designation Notice


Important Information While on Family or Medical Leave


Request to Receive Donation of Annual Leave



Medical Clearance for Return to Work

Copy to Agency Letterhead





AGENCY DIRECTOR


         





DOUGLAS A. DUCEY


         GOVERNOR
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