Example of Family Medical Leave Approval Letter

[Your Agency’s Letter Head]
[DATE]

CERTIFIED MAIL [Number]
[Employee Name]
[Address]
Dear Mr/Ms. [Name]:

We have reviewed your request for Family Medical Leave (FML) and any supporting documentation that you have provided and your FML request is approved.   

Please note the following information:  
Leave Entitlement: [# weeks (# hours)]
Effective Start Date: [DATE]
Expected Return Date: [DATE]
Twelve (12) Month Period:
From:  [DATE]
To:  [DATE]

FML leave is unpaid unless you use your own paid leave. Any paid or unpaid leave used as part of your FML entitlement after the effective start date shall be applied towards the [# weeks] of FML.

If at any time you are on a period of leave without pay, the state will continue to pay the state’s contribution to your health plan.  You, however, will be responsible for any premium payments for dependent coverage.  If you fail to make premium payments, BEST Benefits will end your dependent coverage and enroll you in the Employee Only coverage option.  Please follow instructions below for your health insurance and other benefit plans:

State Health Plan
You may continue your plan coverage by sending premium payments, if any, for your dependents to BEST Shared Service.  Make checks payable to, Office of the State Controller and mail to:
BEST Shared Services

1425 MSC 

Raleigh NC 27699-1424
BEST Shared Services must receive your health insurance payments no later than the 15th of each month.
If you are using your paid leave, your benefit plans will continue as if you were an active employee. If at any time you are on unpaid leave and you have any of the following benefit plans, the following may apply:

NCFlex Plans

Your NCFlex benefit plans in the BEACON system will terminate.  You may continue your plans by sending your premium payments directly to the vendors.  NCFlex vendors must receive your payments no later than the end of each month or coverage will end. Please see the enclosed sheet for information on how to pay for your various benefit plans, if you plan to continue your participation.

Retirement Plans

Your contributions to supplemental retirement savings plan and to the State Retirement System will cease during your unpaid leave.  Contributions to your supplemental savings plans will resume upon your return, unless you contact the vendor to stop participation.  If you contribute to the State Retirement System, contributions will resume automatically upon your return to work.
Agency-Specific Benefits
This includes any insurance plans other than the State Health Plan or NCFlex, please see the enclosed  Benefit Plan Information sheet for information on how to pay for those various insurance plans if you plan to continue your participation.

Monthly reminders, invoices or payment coupons will NOT be sent to you by BEST or the insurance vendors.  It is your responsibility to make timely monthly payments.
EAP Benefits

The Employee Assistance Program (EAP) is a confidential service designed to help employees resolve problems that may be affecting their personal or work life.  EAP provides confidential referrals to appropriate resources.  There is no cost to you for your phone calls or face-to-face visits with the EAP.     

To seek assistance through the EAP, simply call 704-717-5295 or 888-298-3907. 

Reinstatement of Active Benefits
Within thirty (30) days of your return to work, it is your responsibility to re-enroll in any NCFlex Plans.  You are also responsible for re-starting your agency-specific benefits. You are not permitted to change your benefit and must enroll in the same plans carried prior to your Leave of Absence (LOA).  If you did not pay premiums during your unpaid LOA, you may have waiting periods or required evidence of insurability upon reenrollment.  This re-enrollment is completed either through Employee Self Service (ESS) or by submitting the appropriate form to BEST for processing.  Forms should be faxed to: 919-855-6861.  Please see me if you want to re-instate your agency-specific benefits. 

If there has been a change in your circumstances and you need additional leave, please let us know within two (2) business days of the changed circumstance where foreseeable.  You may have to provide additional certification from your treating health care physician for approval of a continuation of leave.  

Prior to returning, a return-to-work certification or note from your treating health care provider will be required specifically addressing your ability to perform the essential functions of your job if the FML was used for illness.  

A return to work is defined as thirty (30) calendar days; therefore, if you resign any time within thirty (30) days after the return to work, your insurance premium may be recovered unless the reason for the resignation is related to the continuation, recurrence, or onset of your serious health condition or other circumstances beyond your control. 

Additionally, failure to return to work as anticipated or failure to provide return to work certification may result in an end in our obligation to maintain health insurance (subject to COBRA requirements) and may adversely impact your employment.

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

Sincerely,

[Your Name]
[Title]

Enclosure: Benefit Plan Information

cc: Departmental File

[Supervisor]
