Notice of Eligibility and Rights & Responsibilities

Oregon Family Leave Act 
NOTICE OF ELIGIBILITY - PART 1
Employee Name: ____________________________________

Date: ______________________________________________

· In general, to be eligible an employee must have worked for an employer for at least 180 days and averaged 25 hours per week in the 180 days immediately preceding the leave. OFLA applies to employers with 25 or more employees. 

· ONLY IF Oregon is Under a Public Health Emergency: During a public health emergency, OFLA Leave for all qualifying reasons is available to employees if they have been employed for at least 30 days immediately before the leave begins; and they worked an average of at least 25 hours per week during the 30 days immediately preceding the leave.


On____________ (mm/dd/yyyy), you informed us that you need leave beginning on ____________ (mm/dd/yyyy), for the following reason: 
(Check all that apply)
· 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 leave for 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.
*The terms “child” means the eligible employee's biological, adopted, foster or stepchild, the child of the employee's same-gendered spouse or domestic partner or a child with whom the employee is or was in a relationship of in loco parentis. For purposes of sick child leave only, the child must be under the age of 18; or an adult dependent child substantially limited by a physical or mental impairment. 

*The term family member means an individual related to an eligible employee by affinity or an individual who is an eligible employee's: spouse or domestic partner; child or the child's spouse or domestic partner; parent or the parent's spouse or domestic partner; sibling or stepsibling or the sibling's or stepsibling's spouse or domestic partner; grandparent or the grandparent's spouse or domestic partner; or grandchild or the grandchild's spouse or domestic partner.
*The term “affinity” means there is a significant personal bond that, when examined under the totality of the circumstances, is like a family relationship, and; the bond may be demonstrated by, but is not limited to the following factors, with no single factor being determinative:
· Shared personal financial responsibility, including shared leases, common ownership of real or personal property, joint liability for bills, or beneficiary designations;

· Emergency contact designation of the claimant by the other individual in the relationship, or vice versa;

· The expectation to provide care because of the relationship or the prior provision of care;

· Cohabitation and its duration and purpose;

· Geographical proximity; and

· Any other factor that demonstrates the existence of a family-like relationship.
This Notice is to inform you that you:

· Are eligible for OFLA 
· Are not eligible for OFLA because:
 (Check all that apply)

· You have not met OFLA’s 180-day length of service requirement.  As of the first date of requested leave you will have worked approximately ____ months toward this requirement.
· You have not met OFLA’s average of 25 hours worked per week in the 180 days immediately preceding leave.  As of the first date of requested leave you will have averaged approximately ____hours per week.

· The reason you requested leave is not an eligible reason under OFLA.
· Under the Public Health Emergency, you have not met OFLA’s 30-day length of service requirement Oregon is not under a Public Health Emergency. 
· Under the Public Health Emergency, you have not met OFLA’s average of 25 hours worked per week in the 30 days immediately preceding leave.  As of the first date of requested leave you will have averaged approximately ____hours per week. 

If you have any questions, please contact ______________________________, or review our family leave posters located in __________________________________.

RIGHTS AND RESPONSIBILITIES - PART 2

Employee Name: ____________________________________

Date: ______________________________________________

As explained in Part I, you meet the eligibility requirements for taking OFLA leave. Please review the information below to determine if additional information is needed in order for us to determine whether your absence qualifies as OFLA leave. Once we obtain any additional information specified below we will inform you, within 5 business days, whether your leave will be designated as OFLA leave and count toward the OFLA leave you have available. If complete and sufficient information is not provided in a timely manner, your leave may be denied.
The following information is required:

___ No additional information requested. 
___ We request that the leave be supported by a certification, as identified below: 

· Attestation for Affinity Relationship for the Purposes of Bereavement 

· Certification form is __ attached / ___ not attached. 

If requested, medical certification must be returned by ______________________ (mm/dd/yyyy). Must allow at least 15 calendar days from the date the employer requested the employee to provide certification, unless it is not feasible despite the employee’s diligent, good faith efforts.
___ We request that you provide reasonable documentation or a statement to establish the relationship between you and your child.  
The information requested must be returned to us by ____________________ (mm/dd/yyyy). You may choose to provide a simple statement of the relationship or provide documentation such as a child’s birth certificate, a court document, or documents regarding foster care or adoption-related activities. Official documents submitted for this purpose will be returned to you after examination. 

___ Other information needed (e.g. documentation for military family leave): _________________________________________________. 

The information requested must be returned to us by ______________________ (mm/dd/yyyy). 
If requested, medical certification must be returned by ______________________ (mm/dd/yyyy). 
NOTICE OF RIGHTS AND RESPONSIBILITIES - PART 3
PART A: LEAVE ENTITLEMENT

If your leave does qualify as OFLA, you will have the following responsibilities while on leave:  (check all that apply)
· Contact __________________ at __________________ to make arrangements to continue to make your share of the premium payments on your health insurance to maintain health benefits while you are on leave.  You will have a minimum 30-day (or indicate longer period if applicable) grace period in which to make premium payments.  If payment is not made timely, your group health insurance may be cancelled, provided we notify you in writing at least 15 days before the date that your health coverage will lapse, or at our option, we may pay your share of the premiums during your leave and recover these payments from you upon your return to work.
· You will be required to use your available paid ___sick, ___vacation, ___PTO and/or ___ other leave during your OFLA leave.  This means that you will receive your paid leave and the leave will also be considered protected OFLA leave and counted against your leave entitlement.  You will be required to use your ___sick ____vacation ___PTO first.  Once that exhausts, you must use your ___sick ___vacation ___PTO.  
· If the circumstances of your leave change and you are able to return to work earlier than the date established, you will be required to notify us at least two workdays prior to the date you intend to report for work.

If your leave does qualify as OFLA, you will have the following rights while on leave:  
Generally, you have a right under OFLA for up to 12 weeks (480 hours) of unpaid leave in a 12-month period calculated as 12-month period measured forward from the Sunday prior to the date your OFLA leave first began:

· You have a right under OFLA to take up to 12 weeks of pregnancy disability and still have 12 weeks available for any other purpose. This single 12-month period commenced on ______(DATE).

· You have a right under OFLA to take up to two weeks of bereavement leave per family member up to four weeks total of leave. Leave must be taken within 60 days of the date of you receiving notice of the death of the family member.  Leave for this reason is credited against the 12 weeks that the employee may have available under OFLA. This single 12-month period commenced on ______(DATE).
· You have the right under OLFA to take up to two weeks of leave within a 12-month period for the purposes effectuating the legal process required for placement of a foster child or the adoption of a child. Leave for this reason is in addition to the 12 weeks that the employee may have available under OFLA for any other purpose. This single 12-month period commenced on ______(DATE).
PART B: SUBSTITUTION OF PAID LEAVE

If we have not informed you above that you must use accrued paid leave while taking your unpaid OFLA entitlement, you have a right under OFLA to request that your accrued paid leave be substituted for your OFLA leave. This means that you can request that your accrued paid leave run concurrently with some or all of your unpaid OFLA leave, provided you meet any applicable requirements of our leave policy. Concurrent leave use means the absence will count against both the designated paid leave and unpaid OFLA leave at the same time. If you do not meet the requirements for taking paid leave, you remain entitled to take available unpaid OFLA leave in the applicable 12-month period. Even if you do not request it, OFLA allows us to require you to use your available sick, vacation, or other paid leave during your OFLA absence.
(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. 
· You have requested 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 FMLA 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 you have available to use in the applicable 12-month period. 
Applicable conditions for use of paid leave:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Once we obtain the information from you as specified above, we will inform you within 5 business days whether your leave will be designated as OFLA and count toward your leave entitlements.  If we do not obtain the specified information above within the stated timeframe your leave may be denied or reduced.  If you have any questions, please do not hesitate to contact:  __________________________________ at ___________________________.

PART C: MAINTAIN HEALTH BENEFITS

Your health benefits must be maintained during any period of OFLA leave under the same conditions as if you continued to work. During any paid portion of OFLA leave, your share of any premiums will be paid by the method normally used during any paid leave. During any unpaid portion of OFLA, you must continue to make any normal contributions to the cost of the health insurance premiums. To make arrangements to continue to make your share of the premium payments on your health insurance while you are on any unpaid OFLA leave, contact _______________________ at ______________________. 

You have a minimum grace period of ( ___30-days or ____indicate longer period, if applicable) in which to make premium payments. If payment is not made timely, your group health insurance may be cancelled, provided we notify you in writing at least 15 days before the date that your health coverage will lapse, or, at our option, we may pay your share of the premiums during OFLA leave, and recover these payments from you upon your return to work. 

You may be required to reimburse us for our share of health insurance premiums paid on your behalf during your OFLA if you do not return to work following unpaid OFLA leave for a reason other than circumstances beyond your control.
PART D: OTHER EMPLOYEE BENEFITS
Upon your return from OFLA leave, your other employee benefits, such as pensions or life insurance, must be resumed in the same manner and at the same levels as provided when your OFLA leave began. To make arrangements to continue your employee benefits while you are on OFLA leave, contact _______________________________________________.
PART E: RETURN TO WORK REQUIREMENTS
You must be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment on your return from OFLA-protected leave. At the end of your OFLA leave, all benefits must also be resumed in the same manner and at the same level provided when the leave began. You do not have return-to-work rights under the OFLA if you need leave beyond the amount of OFLA leave you have available to use.

You will___ won’t___ be required to provide a medical release to return to work.
PART F: OTHER REQUIREMENTS WHILE ON OFLA LEAVE

While on leave you ( ___will be / ___ will not be) required to furnish us with periodic reports of your status and intent to return to work every ______________________________________. 

(Indicate interval of periodic reports, as appropriate for the OFLA leave situation.)

Company Representative Signature___________________________   Date______________
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