Lower Township Board of Education
905 Seashore Road, Cape May NJ 08204
Phone: 609-884-9400

LEAVE OF ABSENCE REQUEST FORM

*ALL LEAVES MUST BE REQUESTED 30 DAYS IN ADVANCE**
OR AS SOON AS FORESEEABLY POSSIBLE

All leaves must be requested from and granted by the Board in accordance with policies:

3431.1 FAMILY LEAVE Teaching Staff Members
4431.1 FAMILY LEAVE Support Staff

* The Leave of Absence Request Form requires notification to the Superintendent, or his designee.

* If approved by the Board of Education, you will be notified by Patti Jacob, Secretary to the
Superintendent, after the said approval.

* Both the FMLA and NJFLA will be run concurrently.
¢ All accrued sick time must be exhausted during the FMLA period.

FORM INSTRUCTIONS:

1. Please have Sue Nelson, Payroll Clerk, complete Section I of the Leave of Absence form.
2. The employee requesting the leave of absence, must complete Section II.
3. The employee's Health Care Provider must complete Section IIL

4. Once all sections of the packet have been completed, please return to Patti Jacob, Secretary to the
Superintendent, including all required documents.
Note: If additional paperwork or documentation is required, you will be notified.

Accordance with policy, 30 days written advance notice to the Superintendent if the need for the leave

is foreseeable ~refer to policy

If thirty days is not practical, the staff member must provide notice "as soon as practicable"

~refer to policy

OFFICE USE ONLY:
Copies of the completed Leave of Absence form must be provided to the following:

Jeff Samaniego, Superintendent
Tricia Ryan, Board Secretary
Sue Nelson, Payroll Clerk




Lower Township Board of Education
905 Seashore Road, Cape May NJ 08204
Phone: 609-884-9400

LEAVE OF ABSENCE REQUEST FORM
(ALL LEAVES MUST BE REQUESTED 30 DAYS IN ADVANCE, OR AS SOON AS FORESEEABLY POSSIBLE)

DATE OF REQUEST:| / / |

Name:

1) TYPE OF LEAVE REQUESfED: (Contact Sue Nelson, Payroll Clerk, to complete Employer section 1 for FMLA)

{ } Maternity/Paternity {FMLA/FLA} Health care provider certification required
{ } Medical/Sick Leave- Employee {FMLA} Health care provider certification required
{ } Seriously ill Spouse, Child, Parent or
Dependent {FMLA/FLA} Health care provider certification required
{ } Adoption/Foster Child Placement {FMLA} Attach documentation
{ } Military Attach orders
{ } Personal Detailed explanation must be attached
{ } Medical/Sick Leave- Employeé {NON-FMLA} Reason for FMLA ineligibility: Does not work

minimum required hours per year (1,250 hours)
{ } Medical/Sick Leave - Family Member {NON-FMLA} Health care provider certification required

\

2) Is this an initial request: or and extension: {CHECK ONE}
2a) If extension: When did your initial leave begin: / /

3) Have you had a Leave of Absence in the past 24 months? ( )YES ( )NO

3a) If yes: please give dates: Whendiditstat? __ / [/
When did it end? / /4
4) Date of leave to begin: / [
Date of leave to end: [/

5) Comments:

6) If Maternity:
Expected Date of Child's Birth:

! | have been given information on my rights under the Family and Medical Leave Act {FMLA}and NJ Family Leave Act {FLA}

[
Date

Employee's Signature

NOTE: SUBMIT COMPLETED FORM WITH ALL ATTACHMENTS TO Patti Jacob, Secretary to Superintendent.

OFFICE USE ONLY:
Date Received: Y A | Approved: Y/N __ [/ /
Board Approval Date: /__/ Denied: Y/N__/ /
Comments:

Incomplete { }needs Certificate of Health Care Provider

Returned to employee for additional documentation: Date __ /  /

{ } Other:
Copy of Leave of Absence Request Form to: Attachments:
Jeff Samaniego Superintendent FMLA
Tricia Ryan Board Secretary FLA
Sue Nelson Payroll Certification of Health Provider (2)

For Employee or For Family Member



Certification of Health Care Provider for U.S. Department of Labor = )
Employee’s Serious Health Condition Wage and Hour Division = ( S‘g
\WAGEANID HOUR DIVISION

under the I'amily and Medical Leave Act

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. OMB Control Nunber: 1235-0003
Expires: 6/30/2023

RETURN TO THE PATIENT.

The Family and Medical Leave Act (FMLA) provides that an employer may require an cmployee 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. 29 U.S.C. §§ 2613, 2614(c)(3); 29 C.F.R. § 825.305. The employer must give the employee at least
15 calendar days to provide the certification. If the employee fails to provide complete and sufficient medical certification,
his or her FMLA leave request may be denied. 29 C.F.R. § 825.313. Information about the FMLA may be found on the

WHD website at www.dol.gov/agencies/whd/fmla.

SECTION I- EMPLOYER

Either the employee or the employer may complete Section 1. While use of this form is optional, this form asks the health
care provider for the information necessary for a complete and sufficient medical certification, which is set outat 29 C.F.R.
§ 825.306. You may not ask the employee to provide more information than allowed under the FMLA regulations,
29 C.F.R. §§ 825.306-825.308. Additionally, you may not request a certification for FMLA leave to bond with a healthy

newborn child or a child placed for adoption or foster care.

Employers must generally maintain records and documents relating to medical information, medical cetlifications,
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.FR. § 1630. 14(c)(1), if the Americans with
Disabilities Act applies, and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act

applies.
(1) Employee name:
First Middle Last
(2) En‘lp]oycr name: LOWER TOWNSHIP BOARD OF EDUCATION Date: (mm/dd/yyyy)
(List date certification requesled)

(mm/dd/yynn7)

(3) The medical certification must be returned by
(Must allow at least 15 calendur days from the date requested, unless it is not feasible despite the employee's diligent, good faith efforts.)

Job description ([ is / 1 is not) atlached.

(4) Employee’s job title:
Employee’s regular work schedule:
Statement of the employee’s essential job functions:

(The essential functions of the employee’s position are determined with reference to the position the employee held at the time the employee
notified the employer of the need for leave or the leave started, whichever is earlier.)

SECTION II - HEALTH CARE PROVIDER

Please provide your contact information, complete all relevant parts of this Section, and sign the form. Your patient has
requested leave under the FMLA. The FMLA allows an employer to require that the employee submit a timely, complete,
and sufficient medical certification to support a request for FMLA leave due to the serious health condition of the employec.

For FMLA purposes, a “serious health condition” means an illness, injury, impairment, or physical or mental condition that
involves inpatient care or continuing treatment by a health care provider. For more information about the definitions of a

serious health condition under the FMLA, see the chart on page 4.

You may, but are not required to, provide other appropriate medical facts including symptoms, diagnosis, or any regimen
of continuing treatment such as the use of specialized equipment. Please note that some state or local laws may not allow
disclosure of private medical information about the patient’s serious health condition, such as providing the diagnosis and/or

course of treatment.
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Employce Name:

Health Care Provider’s name: (Pring)

Hcalth Care Provider’s busincss address:

Type of practice / Medical specialty:

Telephone: () Fax:(__ ) __ E-mail:

PART A: Medical Information
Limit your response to the medical condition(s) for which thc employee is secking FMLA leave. Your answers should be

your best estimate based upon your medical knowledge, experience, and examination of the patient. After completing
Part A, complete Part B to provide information about the amount of leave needed. Note: For FMLA purposes,
“incapacity” means the inability to worl, attend school, or perform regular daily activities due to the condition, treatiment
of the condition, or recovery from the condition. Do not provide information about genetic tests, as defined in 29 C.F.R. §
1635.3(f), genctic services, as defined in 29 C.F.R. § 1635.3(¢), or the manifestation of disease or disorder in the employee’s

family members, 29 C.F.R. § 1635.3(b).

(mm/dd/yyyy)

(1) State the approximate date the condition started or will start:

(2) Provide your best estimate of how long the condition lasted or will last:

(3) Check the box(es) for the questions below, as applicable. For all box(es) checked, the amount of leave needed must be
provided in Part B.

O Inpatient Care: The patient (0J has been / O is expected (o be) admitted for an overnight stay in a hospital,
hospice, or residential medical care facility on the following date(s):

O Incapacity plus Treatment: (e.g owpatient swgery, strep throar)
Duc to the condition, the patient (OJ has been / O is cxpected to be) incapacitated for more than three

consecutive, full calendar days from (mddd/yyyy) to (mm/ddfyyyy).

The patient (O was / I will be) seen on the following date(s):

The condition (01 has / [J has not) also resulted in a course of continuing treatment under the supervision of a
health care pl'O\’idCr (e.g. prescription medication (other than over-the-counter) or therapy requiring special equipnient)

0 Pregnancy: The condition is pregnancy. List the expected delivery date: (mmfddfyyyy).

0 Chronic Conditions: (2. asthma, migraine headaches) Due to the condition, it is medically necessary for the patient

to have treatment visits at lcast twice per year.

[0 Permanent or Long Term Conditions: (e.g. Alzheimer’s, terminal siages of cancer) Due to the condition, incapacity
is permanent or long term and requires the continuing supervision of a health care provider (cven if active

treatment is not being provided).

O Conditions requiring Multiple Treatments: (c.g. chematherapy treatments, restorative surgery) Due to the condition,
it is medically necessary for the patient to receive multiple treatments.

00 None of the above: If nonc of the above condition(s) were checked, (i.e., inpaticnt carc, pregnancy)
no additional information is needed. Go o page 4 to sign and date the form.
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Employee Name:
(4) Ifneeded, briefly describe other appropriate medical facts related to the condition(s) for which the employee seeks

EMLA leave. (e.g., use of nebulizer, dialysis)

PART B: Amount of Leave Needed
For the medical condition(s) checked in Part A, complete all that apply. Several questions seek a response as to the frequency

or duration of a condition, trcatment, 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.

Due to the condition, the patient (C1 had / O will have) planned medical treatment(s) (scheduled medical visits)

©®)

(e.g. psychotherapy, prenatal appointiments) on the following date(s):

(6)  Duc to the condition, the patient (O was / [ will be) referred to other health care provider(s) for evaluation or

treatment(s).

State the nature of such treatments: (e.g. cardiologist, physical therapy)
(mm/ddfpyyy) and end date

Provide your best estimate of the beginuning date
(mm/ddfyyyy) for the treatment(s).
Provide your best estimate of the duration of the treatment(s), including any period(s) of recovery (e.g. J dayshveek)

Due to the condition, 1t 1s medically necessary for the employee to work a reduced schedule.

(7N
Provide your best estimate of the reduced schedule the employee is able to work. From
(mm/dd/yyyy) to (inm/dd/fyyyy) the employee is able to worlk: (e. &.. 5 hours/day, up to 25 hours a week)
(8) Due to the condition, the patient ((I was / OO will bc) incapacitated for a continuous period of time, including any
time for treatment(s) and/or recovery.
Provide your best estimate of the beginning date (mm/ddfyyyy) and end date
(mm/dd/yyyy) for the period of incapacity.
(9)  Due to the condition, it (O was / O is / J will be) medically necessary for the employee to be absent from work on

an intermittent basis (periodically), including for any episodcs of incapacity i.e., episodic flare-ups. Provide your
best estimate of how often (frequency) and how long (duration) the episodes of incapacity will likely last.

times per

Over the next 6 months, episodes of incapacity are estimated to occur
(C1 day / O3 weck / O month) and are likely to last approximaltely (O hours / OJ days) per episode.
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Employee Name:

PART C: Essential Job Functions

If provided, the information in Section I question #4 may be used to answer this question. If the employer fails to provide a
statement of the employce’s essential functions or a job description, answer these questions based upon the employee’s own
description of the essential job functions. An cmployee who must be absent from work to receive medical treatment(s), such
as scheduled medical visits, for a serious health condition is considered Lo be ot able to perform the essential job functions

of the position during the absence for treatment(s).

(10) Due to the condition, the employee (L was not able / O is not able / O will not be able) to perform one or more
of the essential job function(s). Identify at least one essential job function the employce is not able to perform:

Signature of

Health Care Provider Date (mm/dd/yyyy)

Definitions of a Serious Health Condition (See 29 C.F.R. §§ 825.113-.115)

Inpatient Care

o Anovemight stay in a hospital, hospice, or residential inedical care facility.
o Inpatient care includes any period of incapacity or any subsequent trearment in connection with the overnight stay.

Continuing Treatment by a Health Care Provider (any one or more of the following)

Incapacity Plus Treatment: A period of incapacity of more than thrce consecutive, full calendar days, and any subscquent treatment
or period of incapacity relating to the same condition, that also involves either:

o Two or more in-person visits to a health carc provider for treatment within 30 days of the first day of incapacity unless
extenuating circumstances exist. The first visit must be within seven days of the first day of incapacity; or,

0 Al least one in-person visit lo a health carc provider for trcatment within seven days of the [irst day of incapacity, which
results in a regimen of continuing treatment under the supervision of the health care provider. For cxample, the health
provider might prescribe a course of prescription medication or therapy requiring special equipment.

Pregnancy: Any period of incapacity duc to pregnancy or for prenatal carc.

Chronic Conditions: Any period of incapacity due to or ticatment for a chronic serious health condition, such as diabeles, asthna,
migraine headaches. A chronic serious health condition is one which requires visits to a health care provider (or nurse superviscd by
the provider) at least twice a year and recurs over an extended period of time. A chronic condition may cause episodic rather than a

continuing period of incapacity.

Permanent or Long-term Conditions: A period of incapacity which is permanent or long-term due to a condition for which
treatment mmay not be cffective, but which requires the continuing supervision of a health carc provider, such as Alzheimer’s discasc

or the terminal stages of cancer.

Conditions Requiring Multiple Treatments: Restorative surgery after an accident or other injury; or, a condition that would likely
result in a period of incapacity of morc than threc consccutive, full calendar days if the patient did not reccive the treatment.

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
[f submitted, it is mandaiory for employers to retain a capy af this disclosure in their records for three years. 29 U.S.C. § 2616; 29 C.F.R. § §25.500. Persons
are not required to respond to this collection of information unless it displays a currently valid OMB control number. The Departiment of Labor estimates
that it will take an average of 15 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 conunents
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 S-3502, 200 Constitution Avenue, N.W_, Washington, D.C. 20210.

DO NOT SEND COMPLETED FORN TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT.
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U.S. Department of Labor
Wage and Hour Division

L I -~
U.S. Wage and Hour Divisiog
(Reviscd 2012)

Fact Sheet #28: The Family and Medical Leave Act { FMLA)

The Family and Medical Leave Act (FMLA) entitles eligible employees of covered employers to take
unpaid, job-protected leave for specified family and medical reasons. This fact sheet provides general
information about which employers are covered by the FMLA, when employees are eligible and entitled

to take FMLA leave, and what rules apply when employees take FMLA leave.

COVERED EMPLOYERS

The FMLA only applies to employers that meet certain criteria. A covered employer is a:
Private-sector employer, with 50 or more employees in 20 or more workweeks in the current or
preceding calendar year, including a joint employer or successor in interest to a covered

employer;
Public agency, including a local, state, or Federal government agency, regardless of the number

of employees it employs; or
Public or private elementary or secondary school, regardless of the number of employees it

employs.

ELIGIBLE EMPLOYEES

Only eligible employees are entitled to take FMLA leave. An eligible employee is one who:

e Works for a covered employer;
. Has worked for the employer for at least /2 months;
Has at least 7,250 hours of service for the employer during the 12 month period immediately

preceding the leave®; and
Works at a [ocation where the employer has at least 50 employees within 75 miles.

* Special hours of service eligibility requirements apply to airline flight crew employees. See Fact Sheet
281 Special Rules for Airline Flight Crew Employees under the Family and Medical Leave Act.

The 12 months of employment do not have to be consecutive. That means any time previously worked
for the same employer (including seasonal work) could, in most cases, be used to meet the 12-month
requirement. If the employee has a break in service that lasted seven years or more, the time worked
prior to the break will not count unless the break is due to service covered by the Uniformed Services
Employment and Reemployment Rights Act (USERRA), or there is a wriiten agreement, including a
collective bargaining agreement, outlining the employer’s intention to rehire the employee after the
break in service. See "FMLA Special Rules for Returning Reservists".

LEAVE ENTITLEMENT
Eligible employees may take up to 12 worlkweeks of leave in a [2-month period for one or more of the

following reasons:

—~ AN



. The birth of a son or daughter or placement of a son or daughter with the employee for adoption
or foster care;

. To care for a spouse, son, daughter, or parent who has a serious health condition;

. For a serious health condition that malces the employee unable to perform the essential functions
of his or her job; or

° For any qualifying exigency arising out of the fact that a spouse, son, daughter, or parent is a

military member on covered active duty or call to covered active duty status.

An eligible employee may also take up to 26 worlaveeks of leave during a "single 12-month period" to
care for a covered servicemember with a serious injury or illness, when the employee is the spouse, son,
daughter, parent, or next of kin of the servicemember. The "single 12-month period" for military
caregiver leave is different from the 12-month period used for other FMLA leave reasons. See Fact
Sheets 28F: Qualifying Reasons under the FMLA and 28M: The Military Family Leave Provisions

under the FMLA.

Under some circumstances, employees may take FMLA leave on an intermittent or reduced schedule
basis. That means an employee may take leave in separate blocks of time or by reducing the time he or
she works each day or week for a single qualifying reason. When leave is needed for planned medical
treatment, the employee must make a reasonable effort to schedule treatment so as not to unduly disrupt

the employer's operations. If FMLA leave is for the birth, adoption, or foster placement of a child, use of
intermittent or reduced schedule leave requires the employer’s approval.

Under certain conditions, employees may choose, or employers may require employees, to "substitute"
(run concurrently) accrued paid leave, such as sick or vacation leave, to cover some or all of the FMLA
leave period. An employee’s ability to substitute accrued paid leave is determined by the terms and

conditions of the employer's normal leave policy.

NOTICE

Employees must comply with their employer’s usual and customary requirements for requesting leave
and provide enough information for their employer to reasonably determine whether the FMLA may
apply to the leave request. Employees generally must request leave 30 days in advance when the need
for leave is foreseeable. When the need for leave is foreseeable less than 30 days in advance or is
unforeseeable, employees must provide notice as soon as possible and practicable under the

circumstances.
When an employee seeks leave for a FMLA-qualifying reason for the first time, the employee need not
expressly assert FMLA rights or even mention the FMLA. If an employee later requests additional leave

for the same qualifying condition, the employee must specifically reference either the qualifying reason
for leave or the need for FMLA leave. See Fact Sheet 28E: Employee Notice Requirements under the

FMLA .
Covered employers must:

(H Post a notice explaining rights and responsibilities under the FMLA (and may be subject to a
civil money penalty of up to §110 for willful failure to post);

2) Include information about the FMLA in their employee handbooks or provide information to
new employees upon hire;



When an employee requests FMLA leave or the employer acquires knowledge that leave may be

©)
for a FMLA-qualifying reason, provide the employee with notice concerning his or her eligibility
for FMLA leave and his or her rights and responsibilities under the FMLA; and

(4)  Notify employees whether leave is designated as FMLA leave and the amount of Jeave that will

be deducted from the employee’s FMLA entitlement.

See Fact Sheet 28D: Employer Notice Requirements under the FMLA.

CERTIFICATION

When an employee requests FMLA leave due to his or her own serious health condition or a covered
family member’s serious health condition, the employer may require certification in support of the leave
from a health care provider. An employer may also require second or third medical opinions (at the ,
employer’s expense) and periodic recertification of a serious health condition. See Fact Sheet 28G:
Certification of a Serious Health Condition under the FMLA. For information on certification
requirements for military family leave, See Fact Sheet 28M(c): Qualifying Exigency Leave under the
FMLA; Fact Sheet 28M(a): Military Caregiver Leave for a Current Servicemember under the FEMLA;
and Fact Sheet 28M(b): Military Caregiver Leave for a Veteran under the FMLA.

JOB RESTORATION AND HEALTH BENEFITS

Upon return from FMLA leave, an employee must be restored to his or her original job or to an
equivalent job with equivalent pay, benefits, and other terms and conditions of employment. An
employee’s use of FMLA leave cannot be counted against the employee under a “no-fault” attendance
policy. Employers are also required to continue group health insurance coverage for an employee on
FMLA leave under the same terms and conditions as if the employee had not taken leave. See Fact Sheet

28A: Employee Protections under the Family and Medical Leave Act .

OTHER PROVISIONS

Special rules apply to employees of local education agencies. Generally, these rules apply to
intermittent or reduced schedule FMLA leave or the taking of FMLA. leave near the end of a school

- term.

Salaried executive, administrative, and professional employees of covered employers who meet the Fair
Labor Standards Act (FLSA) criteria for exemption from minimum wage and overtime under the FLSA
regulations, 29 CFR Part 541, do not lose their FLSA-exempt status by using any unpaid FMLA leave.
This special exception to the “salary basis” requirements for FLSA’s exemption extends only to an

eligible employee’s use of FMLA leave.

ENFORCEMENT

It is unlawful for any employer to interfere with, restrain, or deny the exercise of or the attempt to
exercise any right provided by the FMLA. It is also unlawful for an employer to discharge or
discriminate against any individual for opposing any practice, or because of involvement in any



proceeding, related to the FMLA. See Fact Sheet 77B: Protections for Individuals under the FMLA . The
Wage and Hour Division is responsible for administering and enforcing the FMLA for most employees.
Most federal and certain congressional employees are also covered by the law but are subject to the
jurisdiction of the U.S. Office of Personnel Management or Congress. If you believe that your rights
under the FMLA have been violated, you may file a complaint with the Wage and Hour Division or file

a private lawsuit against your employer in court.

For additional information, visit our Wage and Hour Division Website:
http://wyw.wagehour.dol.gov and/or call our toll-free information and helpline, available 8 a.m. to

5 p-m. in your time zone, 1-866-4-USWAGE (1-866-487-9243).

This publication is for general information and is not to be considered in the same light as official
statements of position contained in the regulations.

1-806-4-USWAGE

US. Department of Labor
Frances Perkins Building TTY: 1-866-487-9243
Contact Us

200 Constitution Avenue, NW
Washington, DC 20210



