Designation of Leave under the Family Medical Leave Act of 1993, California Family Rights Act and California Pregnancy Discrimination Act
Date ___________

Dear ___________

This letter is to confirm the terms and conditions of your leave of absence from __(Date)__ to __(Date)__.  

It has been determined that this leave meets the requirements of one or more of the following acts:

_____ Family and Medical Leave Act of 1993 (FMLA)  

_____ California Family Rights Act (CFRA) 

_____ California Pregnancy Disability Leave Law (PDL). 

FMLA and CFRA entitle you to twelve (12) weeks of leave annually.  PDL allows for a maximum of four (4) months of leave for a pregnancy‑related disability.  As long a you have returned before the expiration of your FMLA/CFRA or PDL entitlement, you will be returned to your position or an equivalent job with equivalent pay, benefits and terms and conditions or employment, except as permitted by law. 

For FMLA/CFRA leave the annual 12-week entitlement begins on __(specify date in accordance with calendar method that company has selected)__ for each eligible employee. 

The following statements are applicable to your leave if they are checked.

 
As of 
__(Date)__ you have __(#)___weeks/ days/hours of FMLA/CFRA leave. 

 
This leave will be counted against your annual FMLA leave entitlement.

 
This leave will be counted against your annual CFRA leave entitlement.

 
This leave will be counted against your PDL leave entitlement.

 
Pending confirmation, this leave tentatively will be counted against your annual FMLA leave entitlement.

 
Pending confirmation, this leave tentatively will be counted against your annual CFRA leave entitlement.

 
Pending confirmation, this leave tentatively will be counted against your PDL leave entitlement.

 
Your accrued paid sick time will be used to continue your pay during your twelve (12) weeks of FMLA/CFRA leave entitlement. After you have exhausted your sick time, you will be required to use any accrued vacation time. Thereafter your leave will be unpaid.

 
Your accrued paid sick time will be used to continue your pay during your PDL leave of up to four (4) months. 

 
Your FMLA leave of twelve (12) weeks will run simultaneously with your PDL leave. Thereafter, you are entitled to twelve (12) weeks of CFRA leave for the care of a newborn, or the placement of a child for foster care or adoption. (You must request each type of leave separately.) 

 
Your accrued vacation time will be used to continue your pay during your twelve (12) weeks of FMLA/CFRA leave 

 
You have requested leave because of a serious health condition and you must provide the Company with medical certification of this serious health condition. A copy of the medical certification form is attached. If you fail to return the completed medical certification form within fifteen (I5) days, your absence may be unexcused.  If you need an extension of time to get the medical certification, you must notify us in a timely manner.

 
You will be required to present the Company with a fitness-for-duty certificate from your health care provider before you may return to work.
 
You have been designated a key employee and you may not be entitled to return to your job. Should the Company determine that substantial and grievous economic injury will result from your reinstatement, you will be notified of such fact in writing and given an opportunity to end the leave and return to work.  If you remain on leave after such an opportunity, you will not have a right to be restored to employment.

 
You must provide the Company with another medical certification as to your serious health condition or your family member's serious health condition if you request additional leave.

During your leave, the Company will continue to pay the Company's portion of your health insurance premiums.  You must pay your share of the health insurance premiums. If you fail to pay your premiums, your health insurance coverage will be discontinued. During paid leave, your share of the premium will continue to be paid through payroll deductions. If you are on unpaid leave, you must submit your share or the health insurance premiums of $__($)__ per __(Time Period)__. If you are not receiving a paycheck, payment is expected as follows:

 
At the same time that your payroll deduction would be made.

 
 By cash or check at __(Date)__ on or before the __(Day)__ of each month.

If you fail to return to work after the expiration of the leave, you will be expected to reimburse the Company for its share of the health insurance premiums. You will not be required to reimburse the Company if you are not able to return to work because of a serious health condition. You will be required to provide the Company with medical certification of the serious health condition. Further, you will not be required to reimburse the Company if you did not return to work because of circumstances beyond your control.

I verify that I delivered this letter to
(Employee Name)__ on __(Date)__by mail or in person. (Circle one)

By

____________________________________

__________________________

Signature






Date

____________________________________

__________________________

Name







Title

If delivered in person --

I verify that I received this letter on _____________ (Date)

By

____________________________________

__________________________

Signature






Date

____________________________________

__________________________

Name







Title

EMPLOYEE RESPONSIBILITIES

1. Provide notice of the need for leave

· 30 days notice for leave that is foreseeable

· As soon as practicable for leave that is unforeseeable

2. Provide medical certification for leave as a result of a serious health condition for yourself, or for your spouse, child or parent serious health condition.

3. Comply with arrangements to make group health/dental benefit premium payments.

4. Stay in contact with your employer during your leave to advise them of your status.

5. Notify the company of any change in address or telephone numbers where you may be contacted.

6. Provide the company with a fitness for duty certification when returning to work following a leave taken for your own serious health condition

7. Return to work on the date indicated in this letter or arrange for an extension of your leave prior to this date.  Failure to do so may result in termination of employment.

