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	City and County of San Francisco
	FMLA 6



FAMILY AND MEDICAL LEAVE EXPIRATION NOTICE
_________________________________________________________________________________

Place employee’s name and address below:

According to our records, your Family and Medical Leave (FMLA) is scheduled to end on  (date)_____________________________.  You have a balance of _____________________ in unused FMLA Leave.  If you need to request an extension of FMLA Leave, you must complete another Employee Request for Family and Medical Leave (FMLA 1A) form and submit it to our department’s Human Resource Office at least two business days prior to the end of your scheduled leave.  Failure to do so could delay granting the leave extension. 

If you request a FMLA Leave extension, you must submit a new Certification of Health Care Provider (FMLA 2) form, if required.  This form must be submitted to our department’s Human Resources office within fifteen (15) calendar days of our response approving your request for an extension.  While the City may grant the FMLA extension preliminarily, if the Certificate of Health Care Provider form fails to confirm that the extension is for an FMLA reason, the City will withdraw the FMLA designation.  Similarly, if you fail to submit the Certification and cannot provide a reasonable explanation for the delay, the City may withdraw the FMLA designation.  

If you are returning to work at the end of your leave and the leave was due to your own serious health condition, please complete the Fitness for Duty to Return From Leave Certification (FMLA 7) form and submit it to your supervisor prior to or on the day you return to work.  Your job restoration may be delayed until this form is received by our department.

If you have any questions, please contact _______________________________ at _____________________.







(name)
   
        

 (telephone number)  

___________________________________


_____________________________

Signature of Preparer






Date
___________________________________

Print Name
Enclosed:
(
Employee Request for Family and Medical Leave (DHR FMLA 1A)


(
Certification of Health Care Provider (DHR FMLA 2)


(
Fitness For Duty to Return Certification (DHR FMLA 7)
cc:  Personnel File
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