Example of Family Medical Leave Provisional Designation Letter
[Your Agency’s Letter Head]
             [DATE]

CERTIFIED MAIL [Number]
[Employee Name]
[Address]

Dear Mr/Ms. [Name]:

This is to advise that your period of leave starting [Date] has been provisionally designated as Family/Medical Leave (FML) pending the receipt of a FML Application/Leave Request Form and/or complete Certification of Health Care Provider Form that verifies a serious health condition.  I will need your application/leave request form and/or medical certification form no later than [15 calendar days from the date of this letter].  
It is your responsibility to ensure that all the appropriate information is received in the HR office.  If you do not provide an [application/leave request and/or medical certification] by the deadline, any leave taken will not protected by FML. 

FML leave is unpaid unless you use your own paid leave. During this period, if you are using your paid leave, your benefit plans will continue as if you were an active employee. If you are on unpaid leave, the state will continue to pay the state’s contribution to your health plan but you will be responsible for premium payments for any dependent coverage.  If you have any NCFlex benefit plans, they will automatically terminate and you will be responsible for paying the insurance vendors directly.  If you have any other benefit plans, these plans will only terminate if you do not pay the premiums.  More information will be provided to you on your benefits when we receive the appropriate information and your FML request is approved.

Failure to provide the requested information may result in a termination of benefits and adversely impact your employment.

******Note:  You may have your doctor fax the medical certification form to me at [Your Fax #].  This will save you time and the travel expense.  Please send that information to me by [Deadline Date Provided Earlier].

If you have any questions regarding your FML, please feel free to contact me at [YOUR NUMBER].

Sincerely,

[Your Name]
[Title]

Enclosure:  [Certification of Health Care Provider Form, Qualifying Exigency, etc.]

 FML Policy 

cc: Departmental File

[Supervisor] 
