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	City and County of San Francisco
	FMLA 4



AUTOMATIC FMLA DESIGNATION / INFORMATIONAL LETTER

_______________________________________________________________________________
Place employee’s name and address below.

The Personnel Office received information from your supervisor that you have been absent for more than five (5) consecutive workdays, and that your absence may be related to your own serious health condition, the serious health condition of an immediate family member, or the birth, adoption, or new placement of a foster child.

Based on this information, and despite no request from you to do so, we have preliminarily designated your absences as covered by the Family Medical Leave Act due to:

(
A.
The birth of the employee’s child and in order to care for such child.


(
B.
The placement with the employee of a child for adoption or foster care and to care for such child.


(
C.
In order to care for an immediate family member because such family member has a serious health condition.  Circle one: 


       CHILD
   SPOUSE/DOMESTIC PARTNER
PARENT
OTHER__________ ______________________________________________________________________________

(
D.
Employee’s own serious health condition that makes the employee unable to perform the functions of his/her job.

Dates of absence designated as FMLA Leave: ____________________through ____________________________







By designating these days as FMLA Leave, your absences are protected, and may not be counted as absences for disciplinary purposes.  The number of days you were absent, will, of course, be deducted from the total 12 week (480 hours) leave period available to you under the FMLA.  We are not certain if you are entitled to FMLA Leave during your current absence and have enclosed information about the FMLA and other types of City Leaves.  If you are not eligible for FMLA Leave, you will want to request another type of leave on the Request for Leave (DHR 7-20) form.  If the reason you are absent is covered by the FMLA and you want to continue this designation, complete an Employee Request for Family and Medical Leave (FMLA 1A) and Certification of Health Care Provider (FMLA 2) form and return both to our office within 15 calendar days of this letter.

_______________________________________

_________________________________________

Signature of Preparer




Department

_______________________________________

_________________________________________

Printed Name





Date

ENCLOSED FORMS:

· Your Rights Under the Family and Medical Leave Act (FMLA 1)

· Employee Request for Family and Medical Leave (FMLA 1A)

· Certification of Health Care Provider (FMLA 2)

· Request For Leave (DHR 7-20)

cc:  Personnel File
DHR FMLA 4 (Rev. 6/2006)
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