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NOTE:  EMPLOYEE NOTICE OF LAYOFF FROM AGENCY.  THIS MUST BE ISSUED 15 DAYS IN ADVANCE OF EFFECTIVE DATE OF LAYOFF DEPENDING ON THE AGENCY’S BOARD APPROVED PLAN REQUIREMENTS ON FILE AT LOCAL HEALTH PERSONNEL.  (Please remove this note and any notes below when redrafting the template to inform the employee).
DATE

EMPLOYEE NAME 

EMPLOYEE ADDRESS

CITY/STATE/ZIP

______________________(NAME)
On _____________(date) _________________ Health Department submitted a request to Local Health Personnel and received approval to implement a reduction in workforce policy and plan.  As appointing authority of the ___________ Health Department you are hereby notified that your position as a ______________(classification title) will be (Abolished/Laid off or status change choose one.  If a status change please reflect current status and what their status will be changed to.)  effective close of business on _____(date).

As per Administrative Regulations 902 KAR 8:080, Section 12, you will be placed on a re-employment register and will be given consideration for any openings that you may qualify for with this agency for one (1) year.  

Your benefits will be affected as follows:

Health Insurance  – Your last day of coverage under the Commonwealth Health plan will be _____(date).  You will receive information in the mail from Ceridian providing you information and your rights to coverage under COBRA.  You will have sixty (60) days from this notification date to elect continuing coverage.  If elected, you will have up to forty-five (45) days from election date to pay Ceridian any premium in arrears.  Your current premium amount is $______, if COBRA is elected a 2% administration fee would be included in the premium amount totaling $_________monthly.

Life Insurance – your last day of coverage under group life insurance will be _______(date).  You may elect to convert coverage to an individual whole life insurance plan with the carrier.  You will have thirty-one (31) days from your termination date to contact ________________(name of life insurance carrier) directly for a quote and procedures to convert your policy.

Others – LIST ANY OTHER INSURANCE YOU HAVE HERE LIKE DELTA DENTAL AND THE EMPLOYEE’S RIGHTS.
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Your optional payroll deductions include _______________(list).  It will be your responsibility to contact these agencies for on-going coverage.

Annual Leave – You shall be paid for any unused accrued annual leave on the first pay period that does not include hours worked.  
Sick Leave – You shall not be paid for unused accrued sick leave.  You may be potentially eligible to consider any remaining sick leave balances if you later retire from a participating KRS system based upon rules at the time of retirement.

Agency Property – Keys, nametags, ID cards and other agency property are to be returned to Personnel or the immediate supervisor on the last day worked.  Your annual lump sum payment may be held until all these items are received by the agency.
Medical Leave of Absence – (only list this paragraph if applicable) An employee on approved medical leave will be returned from medical leave and placed on layoff status with the approved effective date of payroll.

Workers Compensation – (only list this paragraph if applicable) An employee currently receiving workers compensation insurance due to a work related injury who is selected for layoff shall be afforded coverage entitled in accordance with workers compensation policy.

Retirement – If you are eligible for retirement under the regulations of KERS, you can be assisted by contacting the Kentucky Retirement Systems in evaluating this option.

If you have any questions, please feel free to contact ____________(personnel staff name) at ___________(phone number).

Sincerely,

_____________(Director Name)

____________________(Title)

