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Date

Name

Address

KY  

CERTIFIED MAIL

Dear                            :

As Appointing Authority of  ___________Health Department this letter is to update your leave status with the agency.    On or about (date) you were approved for ( Choose one - medical with pay, FMLA leave with pay, FMLA leave without pay, or Medical leave without pay) leave beginning (date) and ending on (date).   

You reported on (date) by (method of conversation, phone/ in person) to (name and title) your (continued need for leave or ability to return to work).   During this conversation you were informed of your responsibility to comply with agency policy regarding time off for medical reasons. You are asked to (Choose one of the following: report back to work with a fitness to return to work statement and restrictions if any on (date) or provide an additional medical request from your physician by (date) if further leave is required).  
This request is in compliance with 902 KAR 8:120, Section 5, (5) and (7) which states an appointing authority may, for good cause and on notice, require an employee to supply supporting evidence at the time requested for leave in excess of five (5) working days in order to be granted approved sick leave for days or hours sick leave is requested.  The statement shall contain the following:
a. The licensed practitioner’s judgment that the employee is incapable of performing the essential duties of the job

b. Estimate of the length of time that the employee‘s illness or disability will last;

c. Restrictions which would render the employee incapable of performing the essential duties of the job

d. WH-380E (If this is an FMLA request- Certification of Health Care Provider for Employee’s Serious Health Condition (PDF) http://www.dol.gov/whd/forms/WH-380-E.pdf)

Failure to report back to work on (Choose one of the following: (date) minimum of 3 working days from issue or provide a written request and medical documentation as requested above) shall indicate unauthorized and unapproved medical leave from the agency.   After 3 working days you will be considered to have resigned from your position as a (title) in accordance with 902 KAR 8:120 Section 17.  If you need additional assistance to be in compliance with this request you may contact (Name/Title/address/phone #). 

Sincerely, 

Director
