Merit Contract Covered Exhaustion of FMLA and Following Status
Use applicable wording options according to employee’s situation, delete above header and this statement and replace highlighted wording below. 

Date
Name
Address
Dear Employee Name:

This letter is a reminder of your status under FMLA and requirements subsequent to the exhaustion of FMLA leave.  We hope the current FMLA leave has allowed you to recover and that you will return to your position with us.  As your FMLA leave will expire on Date we anticipate you will provide a release to work (see attached), as previously requested, no later than FMLA end date listed above.  Your treating healthcare practitioner must complete the attached release form.  

Again we hope you will be able to return to consistent and regular work at the exhaustion of the FMLA.  Please contact me with questions.  

Choose One or a combination of the following paragraphs:
1. Please note as of Insert FMLA end date listed above your paid leave accrual balance will be approximately XXX hours.  If your health condition does not permit you to return to work with or without accommodation prior to the exhaustion of paid leave, you may be eligible to apply for Catastrophic Leave and/or request an unpaid medical leave of absence.  We will notify you prior to exhaustion of paid leave of the requirements in requesting unpaid medical leave.

2. Please note you have exhausted your accrued leave and are or will be using Catastrophic Leave donations.  We encourage you to remain in contact with University Benefits regarding the donated leave balance.  If your health condition does not permit you to return to work with or without accommodation prior to the exhaustion of paid leave, you may request an unpaid medical leave of absence.  You should notify me 15 days before exhaustion of paid leave of your intent to request unpaid medical leave to obtain information required for an unpaid medical leave of absence.

3. Please note you have exhausted paid leave and may be eligible to receive unpaid medical leave of absence.  The treating healthcare practitioner’s response to the attached questions will meet the documentation requirements for requesting unpaid medical leave.  If necessary and eligible, you may receive up to 12 months of unpaid medical leave.  An unpaid medical leave of absence is designated for the period as specified by your treating healthcare practitioner but not longer than 90 day increments.  New medical documentation is required for additional leave requests.

Sincerely,
Name
Title
Attachment:  Release Form

cc:  HR Unit Representative Name
	University of Iowa

Release to Work Certification
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Employee: When you are seeking to return to work please have your treating healthcare provider review your job duties with you as he/she completes this form.  Return the completed form to your HR Representative prior to your return to work. 
Employee Name: 



A.
The employee is able to work a full, regular schedule with no restrictions, beginning  





B.
The employee is able to return to work on a reduced schedule required by this condition 
beginning
 through 
 with a full release on 
  
Reduced schedule maximum weekly work hours 


Reduced schedule maximum daily work hours 






C.
The employee is able to return to work with restrictions required by this condition
beginning
 through 

Please check and describe the restrictions required by this health condition: 
(
Stand (# of hrs.) 

(
Concentrate

(
Breathe
(
Walk (# of hrs.) 

(
Multi-task

(
See
(
Sit (# of hrs.) 

(
Communicate

(
Eat
(
Lift (# of lbs.) 

(
Bend, twist, stoop

(
Think
(
Push/Pull force (# of lbs.) 

(
Perform manual tasks

(
Speak
(
Use of hands/fingers (repetitive motion)
(
Reach with arms/hands

(
Learn
Describe Restrictions:

Y (
N (
HR Representative or Faculty/Staff Disability Services staff may contact you for clarification if needed.
Name of Treating Healthcare Provider

Signature of Treating Healthcare Provider
Date

Address

Phone
 4/29/09


