(Date)

Employee Name

Address

Dear (Employee’s Name)

I have received your request for Family Medical Leave.  Your absence from (beginning date of leave) to (ending date of leave) has been provisionally approved as Family Medical Leave pending the receipt of your Certification of Health Care Provider form. This form needs to be submitted to our office within 15 days of receipt of this letter.   This period of leave will count toward your 1- year allotment of 12 weeks.  

Although this leave is without pay, as an eligible faculty member on a nine-month appointment you may make a written request for paid leave for a minimum of forty (40) work days within a single academic semester, up to a maximum of one semester per 12-month period.  If approved, the paid leave may run concurrent with Family Medical Leave; that is, you would receive salary payment for the first 40 work days you are out on Family Medical Leave.  A separate letter regarding paid leave will be provided by Dean xxxx.  

Health coverage shall be maintained under the State’s group health plan as if you were still working.  The University may recapture premiums paid if an employee fails to return to work for reasons other than a personal serious health condition or other reasons beyond the employee’s control. Please contact a Benefits Counselor at 515-2151 to discuss coverage for all of your current benefits, as well as the procedures for any necessary payments.

If an extension of your leave (not to exceed 12 weeks) is needed, or the circumstances have changed significantly, you will need to have your health care provider complete another U.S. Department of Labor Certification of Health Care Provider Form prior to the expiration of the original leave.  This form is available online at: http://www2.acs.ncsu.edu/hr/pdf/wh380.pdf .

You are required to give written notice to me of your intention to return to work prior to the end of your Family Medical Leave.  If your absence is due to personal illness or childbirth, you must provide me with certification from your health care provider that you are able to return to work.  If you will not return to work after your leave, you must notify me in writing prior to the expiration of your leave.  

 If you have any questions regarding this policy, please feel free to contact me at xxx-xxxx.

Sincerely,

