BALTIMORE COUNTY, MARYLAND

Office of Human Resources

FAMILY AND MEDICAL LEAVE REQUEST 

Family and Medical Leave Act (FMLA)    

Name ________________________________________                             Employee ID# __________

Address ________________________________City ____________________State ____ Zip_______

Phone # 




If you would prefer to be contacted via e-mail, please provide your e-mail address:

Agency __________



________Job Title 









Status:    FORMCHECKBOX 
  Full Time  
 FORMCHECKBOX 
  Part Time 

Average number of hours worked per week __________
Start date with County _________________

Is your spouse employed by Baltimore County?      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No

Have you taken family or medical leave in the past 12 months?      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No

I request leave under the FMLA for one or more of the following reasons:


 FORMCHECKBOX 
  Child care for child born on ____________________(date)





 FORMCHECKBOX 
  Adoption of child placed in home on ____________________(date)


 FORMCHECKBOX 
  Foster care of child placed in home on ____________________(date)


 FORMCHECKBOX 
  Pregnancy, Prenatal Medical Care, Birth of a child  




Expected date of birth ____________________

       
 FORMCHECKBOX 
  Pregnancy with medical complications   

Stop work date_________
___________


 FORMCHECKBOX 
  Serious Health Condition
	 FORMCHECKBOX 
   Self
	 FORMCHECKBOX 
   Child
	 FORMCHECKBOX 
   Spouse
	 FORMCHECKBOX 
   Parent


Leave to start 




 Expected return __

_________________

Will this illness/injury require intermittent leave usage and/or the need to work a reduced schedule?    

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

NOTE:  Employee must provide medical documentation.  Employees will be required to submit medical re-certification upon expiration of the original certification, and a fitness-for-duty certificate to be restored to employment.  If you are being treated/followed by Employees Health Services for a work related condition and they have authorized your absence, medical certification may not be required. 

An employee disabled due to pregnancy and childbirth will be required to provide medical certification that she is still or is no longer disabled no later than eight (8) weeks following the birth.  Leave taken for care of a newborn must be taken within one year of birth.  Leave taken for adoption or foster care of a child placed in the home must be taken within one year of placement. 

Employee Initials 



FAMILY AND MEDICAL LEAVE REQUEST (FMLA)    

I understand and agree to the following:
· FMLA leave is provided for up to a maximum of twelve (12) weeks per twelve (12) month period.  By submitting this request, I hereby certify that I have been employed by the County for over one (1) year and have worked more than 1250 hours in the past twelve (12) months.  If the leave is foreseeable, I must provide thirty (30) days advance notice. When 30 days notice is not possible, I must provide notice as soon as practicable and generally must comply with the normal call-in procedure.

· If my leave under FMLA is due to my own serious health condition or that of my child, spouse, or parent, I must submit medical documentation within fifteen (15) days of this FMLA leave request verifying the expected length of disability and the anticipated amount of time that will be needed for recuperation or to provide care of my family member.

· I must follow specific agency policies regarding secondary employment.

· The County may request a second opinion, by a health care provider of its choice, at the County’s expense, and a third opinion, by a mutually agreed upon health care provider, if the first two are conflicting.  I agree to provide the County with my health care provider’s release at the expiration of my own or my family member’s disability and at other time intervals as required by the County.  I understand that my leave of absence under the FMLA will expire upon release by my health care provider or the health care provider of my spouse, parent or child for whom I am providing care.  I agree to maintain regular contact directly with my supervisor, no less than bi-weekly.   I realize a representative from the County may call me from time to time to check on my status and may request updated medical certification.  I will submit updated medical documentation should I need additional leave beyond the parameters estimated on my medical certification.  I understand that the Office of Human Resources FMLA Administrator may contact my health care provider for purposes of clarification and authentication of the medical certification.

· Failure to comply with the above may result in termination of the FMLA leave.  If I wish to take additional unpaid time beyond the twelve (12) weeks FMLA allowed period, I agree to submit a separate request stating the reasons for a leave of absence under the County’s leave of absence policy.  Requests for additional accrued paid or anticipated paid leave will be made in accordance with my agency’s procedure.

· If I am taking unpaid leave under the FMLA, I understand that prior to going on an unpaid leave of absence under the FMLA, I must use my earned leave time, as provided by County law and policy.  I know that I am not required to use anticipated future leave earnings.  I will contact my agency’s payroll preparer to verify my leave balances and how much is earned leave.  I will not be required to use my own leave time if my absence is covered under Workers’ Compensation.  Should I run out of earned leave.  I do  FORMCHECKBOX 
 do not  FORMCHECKBOX 
 choose to use my anticipated leave.  I will inform my supervisor if I elect to use anticipated leave.   I understand that once I go into an unpaid status, I may only return to a paid status by actually returning to work.  

· I know that I do not accrue any sick, vacation, or personal leave time while on an unpaid leave of absence.  If I have overused any leave (sick, vacation, personal, annual, or optional) that was anticipated but not earned, I will be required to reimburse the County through payroll deduction upon return to active status on the payroll.  If I do not return to active service, I will permit the County to deduct this amount from my retirement account or the County may choose to bill me directly for any leave overusage.

Employee Initials 


FAMILY AND MEDICAL LEAVE REQUEST (FMLA)    

· If I am in an unpaid status, I must return to active County employment on or before my last approved day of FMLA leave.  If I am in a no pay status and fail to return on or before that date, I must request a leave of absence under the County’s general leave of absence policy; failure to do so may result in disciplinary action including termination.  I understand that, based on my job classification, I may also be required to pass a background check prior to my re-employment.
· I understand I must be in a positive pay status either working or using earned leave, in order to apply for disability retirement.

· I will be restored to an equivalent position without loss of previously accrued benefits, seniority, or other terms of employment that existed before my FMLA approved leave if I return before the expiration of the FMLA approved leave.
· I will contact the Insurance Division on (410) 887-2568 to make arrangements to continue or discontinue my medical, dental, prescription, and/or vision insurance.  If my FMLA leave is unpaid and I opt to continue my coverage(s), I will arrange with the Insurance Division to pay my portion of the premiums, and the County will continue to pay its portion of the premiums while my FMLA leave is in effect.  I understand that if I fail to pay my portion of the premiums as agreed, the County may discontinue my insurance coverage.  I further understand that if I elect not to return to County service following my FMLA leave of absence, I may be required to reimburse the County for its portion of the premiums paid on my behalf.  The County may deduct this amount from my retirement account or the County may choose to bill me directly. 

· I will contact the Office of Human Resources at (410) 887-2004 if I do not understand the above or if I have any additional questions.

 FORMCHECKBOX 

I hereby acknowledge, by my check mark in this box, and my signature below, my full understanding of the foregoing conditions of leave, including an unpaid leave of absence, under the Family and Medical Leave Act.


_________________________________
_________________




Employee Signature




Date



_________________________________
_________________
       

Director of Human Resources



Date


The request form, certification of health care provider form, and payroll page should be sent directly to the Office of Human Resources/ATTN: FMLA at M.S. 62 or the following address:




Office of Human Resources




308 Allegheny Avenue




Towson, MD  21204




ATTN:  FMLA

c:
Employee


FMLA file

FAMILY AND MEDICAL LEAVE REQUEST (FMLA) 

PAYROLL PAGE   

THIS SECTION IS TO BE COMPLETED BY THE EMPLOYEE.
Employee Name 






Agency 




Start date of FMLA _________________​​​________(Estimate, if exact date not known)

Start date with County _______________________

THIS SECTION IS TO BE COMPLETED AND SIGNED BY THE AGENCY PAYROLL PREPARER.

Amount of FMLA leave used in the past twelve months (including paid sick, vacation, or personal leave time used for FMLA covered reasons):

_____________________________________________________________________

_____________________________________________________________________


Number of hours in a normal:  Work day ______________Work week ______________


Has employee actually worked more than 1250 hours in the past twelve (12) month period?  

Note:  Count only hours actually worked, including overtime, but excluding all paid and/or unpaid leave.

 FORMCHECKBOX 
   Yes


 FORMCHECKBOX 
   No

If answer is “no” or start date is less than one (1) year ago, employee is ineligible for FMLA.

The employee has the following earned leave balances as of (date) ________________

(Do not include anticipated leave)











Sick Leave ______________________
      Vacation Leave ______________________

Personal Leave __________________
      Compensatory Leave _________________



Other (state type and amount) _____________________________________________

IF EMPLOYEE MAY EXHAUST EARNED PAID LEAVE under FMLA, COMPLETE THE FOLLOWING:

Employee will have exhausted all available earned leave, which may be used for the above stated reason, as of _________________________________________________________






_____________________________________







Payroll Preparer Signature

FMLA Checklist for Employees

Please review the checklist below prior to submitting your FMLA request.  A complete FMLA packet will help expedite the processing of your request.    

Did you……….

· inform your supervisor of your need for FMLA leave

· complete the entire Family and Medical Leave Request form.  Make sure to sign the request form.  
· provide your e-mail address if you prefer to be contacted via e-mail

· initial the bottom of each page of the request form

· check whether you DO or DO NOT choose to use your anticipated leave if you run out of earned leave (page two – paragraph six of the request form)

· have your payroll preparer complete the payroll page (page four) and attach it to the request form

· have your physician complete the Certification of Health Care Provider form.  

· If the leave is for your own serious health condition,

· make sure you provide your physician with the class specification for your position or a list of the essential job functions.

· make sure your physician answered all questions in Part B – Number 6 if the condition requires the need to work a reduced schedule

· make sure your physician provided an estimate as to the frequency and the duration of related incapacity in Part B – Number 7 if the condition requires the use of intermittent leave due to episodic flare-ups

· If the leave is for a family member’s serious health condition, 

· make sure you describe the care you will provide and estimate the leave needed (Section II of the Certification of Health Care Provider for Family Member’s Serious Health Condition form)

· make sure the health care provider explains the care needed and why such care is medically necessary
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