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FAMILY AND MEDICAL LEAVE ACT OF 1993 (FMLA) PROCEDURES

1. An employee should request FMLA by completing the Request for Family and Medical Leave form and submitting the signed form to the Department of Human Resources. An employee must provide the supervisor at least 30-day advance notice before FMLA leave is to begin if the need for leave is foreseeable. If a 30-day notice is not practicable, notice must be given as soon as practicable.
2. To be eligible for FMLA, an employee must have worked with the State of Arkansas for at least 12 months and worked at least 1250 actual hours within the 12 months prior to the request for FMLA.
3. If eligible, a Certification of Health Care Provider form must be completed and submitted to the Department of Human Resources for each request for FMLA. The certification must be submitted within 15 days of each request for FMLA or as soon as is reasonably possible in the case of unforeseen need for leave. Failure to provide certification as designated above may result in denial of FMLA until such time as the completed certification is received. Under specified circumstance, the University may request re-certification for continual FMLA usage.
4. Leave granted under the FMLA will be counted against the annual 12-work week (480 hours) entitlement, which is based on a 12-month period measured forward from the date of your first FMLA leave usage. An employee's FMLA designation must be approved by the Department of Human Resources. 

5. All applicable accumulated paid leave must be exhausted before Leave without pay (LWOP) will be granted except for maternity leave requests. Leave requested for maternity purposes (birth or adoption of a child) will be counted toward the annual 12-work week FMLA allotment. 

6. In accordance with the Family and Medical Leave Act of 1993, the University will continue to pay the employer's matching portion of Health, Dental, Basic Life and Basic Long Term Disability Insurance Coverage for employees on FMLA. The employee is responsible for paying his /her portion of the premium, if his/her paycheck is not sufficient to cover the premium deduction or if the employee is on LWOP. If the employee does not continue to pay the employee portion of the premium, the insurance may be canceled. Premiums should be paid to an Employee Benefits representative in the Department of Human Resources.
The University's obligation to maintain health benefits under the FMLA ceases if and when an employee informs the employer of his/her intent not to return from leave, the employee fails to return from leave, or the employee exhausts his/her FMLA entitlement. The University will recover any premium payment missed by the employee and may recover the University's share of premiums if the employee fails to return to work or leave expires, except in certain stipulated circumstances. An employee may choose not to retain insurance coverage during FMLA. However, the employee is entitled to be reinstated on the same terms as prior to taking the leave upon returning to work. 
7. If FMLA is granted for the employee's own serious health condition, before the employee may return to work, she/he must provide a statement from the health provider stipulating that the employee is able to return to work. Any restrictions must be identified on the statement and approved prior to returning to work.  All job restrictions must be reviewed the Department of Human Resources prior to the employee’s return to work.

8. The employee generally has a right to return to the same position or an equivalent position with equivalent pay, benefit and working conditions at the conclusion of the leave, unless identified as a key employee.
 I confirm that I have read the information contained herein: 
(Employee's signature)___________________________________________ (Date)_________________
REQUEST FOR FAMILY AND MEDICAL LEAVE

UNIVERSITY OF ARKANSAS LITTLE ROCK

	Employee Name (Last, First, MI)


	Employee “T” Number

	Department


	Telephone Number

	Supervisor Name


	Dean, Director or Department Head Name

	Requested FMLA Begin Date 


	Requested FMLA End Date 

	Please read and sign below:

· I am requesting Family and Medical Leave (FMLA) for the dates shown above.

· I understand that FMLA, as federally mandated, is unpaid leave. Current state policy, however, requires substitution of accrued paid leave for FMLA time request when such leave is available.

· I understand that the University will continue to pay the employer matching portion of my group health, dental, basic life and basic long term disability insurance premiums while I am on FMLA leave.

· I understand that I am responsible for paying the employee’s portion of the premium each pay period and that if I do not, my insurance may be canceled after 30 days.

· I agree to return to work on the date listed under “Requested FMLA End Date”. If circumstances change such that I will not be able to return to work on the date, I agree to inform my supervisor. (Physician’s Release to Return to Work is required to return)
· I agree to submit the request form to my supervisor at least 30 days before the leave is to commence, when practicable. When submission on the request 30 days in advance is not practicable, I agree to submit the request as soon as possible.

	I am requesting leave for the following reason:

□ For a serious health condition that makes me unable to perform my job 
□ To care for a family member with a serious health condition 
      Spouse Name:_______________________________________________________________________________________________________

      Child Name:________________________________________________________________________________________________________

      Parent Name:_______________________________________________________________________________________________________

□ Birth of a child (expected delivery date:___________________________________________________________________________________)

      (Maternity FMLA ONLY)         □ I am requesting to be paid during this leave    □ I am requesting to NOT be paid during this leave 
□ The placement of a child for adoption or foster care

□ Military     □ Care for Covered Servicemember  □ Qualifying Exigency for Covered Servicemember

      (Servicemember Name/Relationship:_____________________________________________________________________________________)

□ Intermittent Leave Requested
□ Reduced Schedule Requested  (Schedule Requested:_____________________ ___________________________________________________)



	Employee Signature


	Date

	Supervisory Signature


	Date

	Dean, Director or Department Head Signature (if required)


	Date


Genetic Information Nondiscrimination Act of 2008

(GINA) Disclosure Statement for Family Member

Note to Employee: Please provide this notice to the health care provider with the appropriate certification form.

Pursuant to GINA's "safe harbor'' provision in 29 CFR §1635.8(b)(1)(i) and 29 CFR § 1635.8(b)(3) (providing for an exception for FMLA requests regarding the medical condition of a family member), the following language must be included with requests under the FMLA concerning a spouse, parent, or child's medical condition. The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. "Genetic information," as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.
