Updated June 2009

Family and Medical Leave Act of 1993
Hill AFB Guidelines and Procedures

1. The following are Hill AFB Guidelines and Procedures for the Family and Medical Leave Act

-of 1993 (FMLA), which must be utilized in conjunction with the Code of Federal Regulations
(CFR), 5 CFR, Part 630, Subpart L, Family and Medical Leave (available at '
http://www.gpoaccess.gov/efr/index.html). Tt entitles most federal employees a total of up to 12
administrative workweeks of leave without pay (LWOP) during any 12-month period for certain
family and medical needs.

2. Most federal employees under appropriated funds, as defined in United States Code (USC) at
5 USC 6381(1), who have completed at least 12 months of qualified service, are covered.
Employees on intermittent appointment or temporary appointment of one year or less are
excluded.

3. Covered employees with an approved request are entitled to:

a. The amount necessary up to a total of 12 administrative workweeks of LWOP during any
12-month period, beginning on the date the leave begins, for one or more of the following
gualifying events: ‘

(1) Birth of a son or daughter of the employee and in order to care for such son or daughter.

(2) Placement of son or daughter with the employee for adoption or foster care.

{3) To care for the employee’s spouse, son, daughter, or parent, due to their serious health
condition as defined in 5 CFR 630.1202 (serious health conditions are also described on page 4 of Form
WH-380-E — see paragraph 4b below).

(4) Because of a serious health condition, as defined in 5 CFR 630.1202 (serious health
conditions are also described on page 4 of Form WH-380- E, see paragraph 4b below), which makes the
~ emplovee unable to perform one or more of the “essential functions™ of his or her position (determined by
the supervisor, see also the position description/core document).

(5) Added January 2009 — Military Family Leave Entitlements — Eligible employees with a
spouse, son, daughter, or parent on active duty or called to active duty status in the National Guard or
Reserves in support of a contingency operation may use their 12 week entitlement to address certain
qualifying exigencies. Qualifying exigencies may include attending certain military events, arranging for
alternative child care, addressing certain financial or legal arrangements, attending certain counseling
sessions, and attending post-deployment and reintegration briefings.



(6) Added January 2009 — Military Family Leave Entitlements - FMLA now also includes
special leave entitlements that pertit eligible employees to take up to 26 weeks of leave to care for a
covered service member (who has a serious injury or illness incurred in the line of duty and is undergoing
medical treatment, recuperation, or therapy), during a single 12 month period.

b. Protection of employment benefits, as described in 5 CFR 630.1208 and 1209. If elected, Federal
Employees Health Benefits continue for up to 365 days in a nonpay status. Utilizing the Benefits
Summary for Civilian Employees on LWOP (attachment 1 or the most current version at
htip://ask.afpe.randolph.afmil/docs/best/docs/5684 1 WOFBenclitsSummary.pdf), the employee may
elect termination of health benefits or retention of health benefits with a designation of how the
employee's share of the premiums will be paid.

c. Accrued or advanced annual or sick leave may be substituted for unpaid leave under FMLA
consistent with current law and regulations governing the use of annual or sick leave and when requested
in advance. Leave donated to the employee under the Voluntary Leave Donation Program may also be
substituted under FMLA or used separately. Substitution of paid leave for unpaid leave under FMLA
cannot be done retroactively,

4. Employee Responsibilities:

a. Invoke entitlement by requesting leave under FMLA in accordance with Employees Rights and
Responsibilities (attachment 2). This can be done by utilizing block 5 of OPM Form 71, Request for
Approved Absence (attachment 3), in addition to completing blocks 1 through 7b. Include what type of
leave (LWOP and/or substituted paid leave) is desired. Paid leave may not be substituted retroactively.
See paragraph 6 below if use will be intermittent. Provide the completed OPM Form 71 to the immediate
supervisor as follows:

(1) If foreseeable, at least 30 days prior to start date, provide the applicable medical certification
or evidence described below in paragraph b or ¢ within 135 days of the date the entitlement is invoked.

(2) 1f events beyond the control of the employee prevent the employce from making the request
30 days in advance, make the request as soon as practicable for the circumstances involved prior to the
absence. In emergency situations, notice from an employee’s personal representative (spouse, domestic
partner, family member, or other responsible party) as designated in writing by the employee will suffice
until the employee is able to contact the supervisor and within 15 days of the emergency notice provide
the leave form and medical certification. If despite the employee’s diligent, good faith efforts, the
medical certification cannot be provided within 15 days of contact, it must be provided no later than 30
days.

b. For the purpose of 3a (3) and (4) the employee must also provide acceptable medical certification
on Form WH-380-E, Certification of Health Care Provider for Employee’s Serious Health
Condition (attachment 4) or Form WH-380-F, Certification of Health Care Provider for Family '
Member’s Serious Health Condition (attachment 5) to satisfy the mandatory requirement to furnish
medical certification (1AW 5 CFR 630.1207) completed by a qualified heaith care provider, as defined in
5 CFR 630.1202. Also, under 3a (4) it is necessary to provide the health care provider with information
on the “essential functions” of the employee’s position (determined and provided by the supervisor, see



also the position descriptioh). Report status and intent to return to duty periodically. Failure to provide
medical certification may result in unauthorized absence without leave (AWOL) charges and may form
the basts for disciplinary action.

¢. For the purpose of 3a (1) and (2) the employee must provide evidence that is administratively
acceptable.

d. For the purpose of 3a (5) and (6) the employee may provide certification of military exigency on
Form WH-384, Certification of Qualifying Exigency for Military Family Leave (attachment 6) or
Form WH-385, Certification for Serious Injury or Illness of Covered Servicemember for Military
Family Leave (attachment 7). ‘

d. An employee may not retroactively invoke his or her entitlement to FMLA leave. However, if an
employee and their personal representative are physically or mentally incapable of invoking the
employee’s entitlement to FMLA leave during the entire period of absence from work for a qualifying
event, the employee may retroactively invoke his or her entitlement within two workdays after returning
to work. Medical certification must then be provided within 15 days of invoking the entitlement. In
addition to the medical certification, the employee will provide acceptable documentation explaining the
inability of the representative to contact the agency and invoke the employee’s entitlement to FMLA
during the entire period of absence within 15 days of invoking the entitlement.

e. Ifan extension of the original leave period is requested, or the circumstances described in the
original medical certification change significantly, or receipt of information casts doubt upon validity of
the original medical certification, the employee may be required to provide updated medical certification
on Form WH-380-E or WH-380-F (as appropriate). ‘

f. To remain entitled to FMLA under 3a(3) and (4), an employee or the employee’s family member
must comply with any requirement from the agency to submit to examination (though not treatment) to
obtain a second or third medical certification at the agency’s expense from a health care provider
designated by the agency.

5. Supervisory responsibilities:

a. Contirm that the employee is invoking his or her entitlement to FMLA and determine eligibility for
FMLA within five business days. If request is provided verbally, provide an OPM Form 71 and request
that the employee complete it as described above in paragraph 4a.

(1) If the purpose is under 3a (4), provide a copy of the position description to the employee and
indicate which duties are the “essential function” or fundamental job duties of the position (see 29 CFR
1630.2(n)).

(2) Within five business days, annotate the OPM Form 71 appropriately as follows:
provisionally approved, “pending receipt of acceptable evidence or medical certification of a qualifying
event within 15 days” or “pending determination regarding the documentation received;” approved,
based on the receipt of acceptable evidence or medical certification for a qualifying event; disapproved,
“evidence or medical certification is not based on qualifying event” and when determined after the fact,



“your absence has been charged as AWOL,” unless other leave has been authorized. See also paragraph 6
below regarding intermittent use.

b. Regarding the medical certification, if the validity 1s in doubt, reasonableness of the amount of
leave or treatment is in doubt, it is incomplete, or it is not received, the supervisor witl contact their
Employee Management Relations (EMR) Specialist in Civilian Personnel for further direction (see also
5 CFR 630. 1207 (d)). The supervisor will also contact their specialist if an alternate position is
considered, due to the impact of the medical condition on the employee’s ability to perform the essential
functions of their job.

c. Provide a copy of the annotated OPM Form 71 to the EMR Specialist by mail to OO-ALC/DPCE or
fax to 777-8479.

d. Up to 30 consecutive days of LWOP are documented in the timekeeping system. Initiate a Request
for Personnel Action (RPA) for LWOP of 30 consecutive days or more and another for the return to duty
as appropriate.

¢. The supervisor will monitor the amount of leave used under FMLA, maintain these records within
the Employee’s Supervisory Record, and ensure FMLA leave does not exceed 12 administrative
workweeks during any 12 month period beginning on the date the leave begins. An employee is not
entitled to 12 additional workweeks of FMLA leave until the previous 12 month period ends and an event
occurs that entitles the employee to another period of FMLA leave (may include a continuation of a
previous situation).

f. Supervisors safeguard medical certifications from unauthorized access, use, modification,
destruction or disclosure, Ensure the records are secured whenever they are not in use or under the direct
control of authorized persons. Medical documentation that includes information beyond current work
restrictions should be forwarded to Occupational Medical Services (OMS). Maintain certification until no
longer applicable.

g. If the employee requests an extension of the original leave period, or the circumstances described in
the original medical certification change significantly, or receipt of information casts doubt upon validity
of the medical certification, the employee may be required to provide an updated medical certification on
Form WH-380-E or WH-380-F (as appropriate}. When these situations arise, supervisors will contact
their EMR Specialist for further direction.

6. Intermittent Leave Usage. Supervisors may authorize intermittent leave usage or a reduced work
schedule under 3a(3) and (4) when medically necessary and under 3a(1), (2) and 3a(5) and (6) if mutually
agreed.

a. Ifthe use of FMLA leave is required on an intermittent basis, the employee must indicate this in the
notice of leave and obtain approval from the supervisor. The employee must consult with the supervisor
and make a reasonable effort to schedule leave and treatment so as not to unduly disrupt the operations of
the agency. Applicable leave requesting procedures must be adhered to when seeking intermittent FMLA
usage.



b. The employee may be temporarily placed in another position, for which qualified and at the same
pay, to better accommodate recurring periods of leave if required by the immediate supervisor. If this is
the case the supervisor should contact their ERS for additional guidance. The branch chief or equivalent
will determine whether the alternative position meets the criteria set forth in 5 CFR 630.1204 (d) and will
document this decision in the FMLA file maintained within the Employee Supervisory Records.

7. Miscellaneous.

a. An employee who takes leave under FMLA for his or her own serious health condition will report
to the Civilian Dispensary, Building 249, upon returning to work.

b. If the employee 1s not fully recovered when he or she retumns to work, other leave may be requested
and considered in accordance with applicable policies and procedures. If the employee will be unable to
return to work, the supervisor will contact their EMR Specialist for further direction.

¢. Disciplinary action may be taken against an employee who provides false certification of the need
for leave.

d. Employees may file a grievance under the agency’s grievance procedures or negotiated grievance
procedures if he or she believes that the agency has not fully complied with the rights or requirements of
the FMLA.

7 Attachments

1. Benefits Summary lor Civilian Employees on LWOP

2. Employee Rights and Responsibilities

3. OPM Form 71, Request for Approved Absence

4. Form WH-380-E, Certification of Health Care Provider for Employee’s Serious Health Condition
5. Form WH-380-F, Form WH380-F, Certification of Health Care Provider for Family Member’s
Serious Health Condition ‘

6. Form WH-384, Certification of Qualifying Exigency for Military Family Leave

7. Form WH-385, Certification for Serious Injury or Illness of Covered Service member for Military
Family Leave



Request for Leave or Approved Absence
1. Mame (Last, st middie} 2. Employee or Social Security Number

3. Organization

4. Type of Leave/Absence 5. Farnlly and Medlical Leave
Chack appropitats bareal Wil ", Time Total Hours] If annuat leave, sick laave, or leave without
e e o T h::” From L £roen 1o pay will be used under the Family and
L_JAccrued sonuat Medical Leave Actof 1993 (FMLA), please
[ ] Restored annual teave provids the following information:
{1 aovance unnual ieave .
T | hersby invoke my entitternent
1 Aceroed sick jeave E:] to family and mecyoal loave for
{ ] Advancs sick leave DairwAdop&amFoste: care
Purpose: || toessriayineapaciaton of requesting smployes srious health condition of
["] Mescaldentaiiopical examinaton of rcuesing smpioyee Bouse, son, daughter, of parent
Care of family member, inchading medicalidenta¥oplical examination of mexnber, of haalth condition of self
3 mm farmity DSaﬂcus salth condition of se

[:] Cara of family member with 2 Sarious health condiion

E] Cther Contact your Superviser and/or your
personnel office fo ablsin additional
information about your entifiements and

Corrpensaloey Sime off responsibifities under the FMLA. Madicel

D cortifficaiion of a saricus health conghiion
?&m Py a&uu;n may bs required by your agency.

] Loave without pay

6. Remarks

7. Cestification: | corlify that tha leave/absence requested above 15 for the purposse(s) indicaled. | undarsiand that | must comply with my
ampivying agendy’s procedures for requesting leavelapproved absenca {and provide additional documaentation, including medical
certification, if required) and thai falsification of information on this form may be grounds for disciplinary action, including removat,

7a, Empioyee signature Th. Date signed
Ba. Dfficial action on request A ) y  {¥disapproved, give reason. if annual leeve,
m _ E} Disappr inltiste action to reschedule.}

£b. Reason for disapprova!

8c. Signature 8d. Data signed

Privacy Act Statement

Section 6311 of title 5, United States Code, authorizes collection of this information. The primary uze of this information is by
management and your payrolt office o approve and record your use of lsave, Additionatl disclosuras of tha information may be: To the
Depasrment of Labor when processing a claim for compensation regarding @ job connetted Injury or illness; to a Stale unemployment
compensation office regerding a claim; to Fadaral Life Insurance or Health Benafits carriers segarding a claim; to 8 Faderas, Stale, o
locat law enforcement agency whan your agency becomes awsre of a vialation or possibte vivlation of civil or crimingl law; to a Fedaral
agency when candusting an investigation for employment or securily reasons. to the Office of Persannsi Managemesnt or ihe General
Accaunting Office when the infarmation is required for evatuation of leava sdministration; or the General Services Administration in
connection with ils responsibilities for records managemeni,

Pubtic Law 104-134 (April 28, 1998) requires that any person doing businass with the Fadenai Government furnish a social sacurity
number or tax identification numbar, This is an amandmant {o tile 31, Saction 7701, Furnishing tha social secutity number, 88 weli as
wiher dala, is voluntaty, but fallure 10 do so may delay or prevent action on the application. If your agency uses the information furnished
on this Jorm for purposes other than those indicatad above, it may provide you with an additianal statemant reflecting those purposes.

OPon of Ducaawen Haregormct Locat Reproducton Authorized W

SCFRED
Framarky Sharcarts Fom: (3F) 31




Employee’s Serious Health Condition Employment Standards Administration
Wage and Hour Givision

Certification of Health Care Provider for U.S. Department of Labor mn

(Family and Medical Leave Act)

OMB Control Number: 1215-0181
Expires: 12/31/2011

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section I before giving
this form to your employee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally maintain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 C.F.R, § 1630.14(c)(1), if the Americans with Disabilities

Act applies.

Employer name and contact:

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION H: Fer Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section I before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, compiete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, your response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 20 C.F.R. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 C.F.R.

§ 825.305(b).

Your name;

First Middle Last

SECTION II: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon your medical
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime,”
“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee is seeking leave. Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: { ) Fax:( )

Page | CONTINUED ON NEXT PAGE Form WH-380-E Revised January 2009



PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?

___No __ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? __No __ Yes.
Was medication, other than over-the-counter medication, prescribed? _ No _ Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. Ifso, state the nature of such treatments and expected duration of treatment:

“

2. Is the medical condition pregnancy? _ No __ Yes. If so, expected delivery date:

3. Use the information provided by the employer in Section I to answer this question. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):
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PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? __No _ Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? __ No __ Yes.

If so, are the treatments or the reduced number of hours of work medically necessary?
No Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per day; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g., 1 episode every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: hours or ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.
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Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estirnates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of information, If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room 5-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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