
Designation Notice

Oregon Family Leave Act 

Employee Name:________________________

Date:__________________________________

SECTION I: EMPLOYER 

The employer is responsible in all circumstances for designating leave as OFLA-qualifying and giving notice to the employee (you). Once an eligible employee (you) communicates a need to take leave for an OFLA -qualifying reason, an employer may not delay designating such leave as OFLA leave, and neither the employee (you) nor the employer may decline OFLA protection for that leave. 

Date: ____________________________ (mm/dd/yyyy) 
From: _______________________________________ (Employer) 
To: _____________________________________ (Employee) 
On ____________________ (mm/dd/yyyy) we received your most recent information to support your need for leave due to:

(Select as appropriate)
· Sick child leave: To care for a child with an illness which requires home care (including serious health conditions). This also includes leave to care for a child whose school or place of care is closed as a result of a public health emergency. 
· Pregnancy disability leave: Before or after the birth of a child or for prenatal care including routine medical visits related to pregnancy before or after giving birth. An employee may take up to 12 weeks of pregnancy disability and still have 12 weeks available for any other purpose.
· Bereavement leave:  To deal with the death of a family member including attending the funeral or alternative, making necessary arrangements or grieving. You may take up to 2 weeks of leave for the death of each family member, and up to a total of 4 weeks of bereavement leave per leave year.
We have reviewed your request for OFLA leave and any supporting documentation that you have provided.  Accordingly:

· Your OFLA leave is APPROVED.  All leave taken for this reason will be designated as OFLA leave.  See Section III.
· Your OFLA leave request is NOT APPROVED.  

· _____OFLA does not apply to your request. 

· As of the date the leave is to start, you do not have any OFLA Leave to use.

· Other: __________________________________________________________________
· Additional information is needed to determine if your leave request qualifies as OFLA. See Section II. 

SECTION II: ADDITIONAL INFORMATION

We need additional information to determine whether your leave request qualifies under the OFLA. Once we obtain the additional information requested, we will inform you within 5 business days if your leave will or will not be designated as OFLA leave and count toward the amount of OFLA leave you have available. Failure to provide the additional information as requested may result in a denial of your OFLA leave request. 

If you have any questions, please contact: _____________________________________at___________________________________ 

(Name of employer representative)                      (Contact information) 
Incomplete or Insufficient Certification 

The certification you have provided is incomplete and/or insufficient to determine whether the OFLA applies to your leave request. (Select as applicable) 
· The certification provided is incomplete and we are unable to determine whether the OFLA applies to your leave request. “Incomplete” means one or more of the applicable entries on the certification have not been completed.
· The certification provided is insufficient to determine whether the OFLA applies to your leave request. “Insufficient” means the information provided is vague, unclear, ambiguous or non-responsive.
Specify the information needed to make the certification complete and/or sufficient: ____________________________________________________________________________

____________________________________________________________________________

You must provide the requested information no later than (provide at least 7 calendar days) __________________ (mm/dd/yyyy), unless it is not practicable under the particular circumstances despite your diligent good faith efforts, or your leave may be denied. 

SECTION III: OFLA LEAVE APPROVED
As explained in Section I, your OFLA leave request is approved. All leave taken for this reason will be designated as OFLA leave and will count against the amount of OFLA leave you have available to use in the applicable 12-month period. The OFLA requires that you notify us as soon as practicable if the dates of scheduled leave change, are extended, or were initially unknown. Based on the information you have provided to date, we are providing the following information about the amount of time that will be counted against the total amount of OFLA leave you have available to use in the applicable 12-month period:
· Provided there is no change from your anticipated OFLA schedule, the following number of hours, days, or weeks will be counted against your leave entitlement: 

_______________________________________________________.
· Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be counted against your OFLA entitlement at this time. 

Please be advised: (check all that apply) 
· Some or all of your OFLA leave will not be paid. Any unpaid OFLA leave taken will be designated as OFLA leave and counted against the amount of OFLA leave you have available to use in the applicable 12-month period.
· Based on your request, some or all of your available paid leave (e.g., sick, vacation, PTO) will be used during your OFLA leave. Any paid leave taken for this reason will also be designated as OFLA leave and counted against the amount of OFLA leave you have available to use in the applicable 12-month period.
· We are requiring you to use some or all of your available paid leave (e.g., sick, vacation, PTO) during your OFLA leave. Any paid leave taken for this reason will also be designated as OFLA leave and counted against the amount of OFLA leave you have available to use in the applicable 12-month period.

· Other: ________________________________________________________________

(e.g., Short- or long-term disability, etc.) Any time taken for this reason will also be designated as OFLA leave and counted against the amount of OFLA leave you have available to use in the applicable 12-month period. 

Company Representative Signature_________________________  Date___________________
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