CITY OF MINNEAPOLIS
FMLA (Family and Medical Leave Act) Worksheet

	I.   Is the Employee Eligible for FMLA Benefits?
A. Employed with the City at any time for more than 52 weeks? Yes_____ No_____

B. Worked 1,044 hours or more during 12 months immediately preceding commencement of the leave?  Yes_____ No_____

C. Has not exhausted 12 weeks of FMLA leave during 12 months immediately preceding commencement of the leave? Yes_____ No_____

If A, B, and C above are yes, determine the amount of leave available and proceed to Section II. If the answer is no to any of the above, deny the leave.



	II. What is the purpose of the leave? 

A.  FORMCHECKBOX 
 To care for a newborn child. If you checked this box, proceed to Section III.
B.  FORMCHECKBOX 
 Placement of a child with an employee for adoption or foster care.  If you checked this box, proceed to Section III.
C.  FORMCHECKBOX 
 To care for a spouse, registered domestic partner, child or parent with a serious health condition.  If you checked this box, proceed to section IV.
D.  FORMCHECKBOX 
 For the employee’s own serious health condition that makes the employee unable to perform the functions of the job.  If you checked this box, proceed to Section VI.
E.  FORMCHECKBOX 
 For any qualifying exigency arising out of the fact that the employee’s spouse, registered domestic partner, son, daughter, or parent is a member of any branch of the military, including the National Guard or Reserves, who is deployed or called to duty in a foreign country. If you checked this box, proceed to Section VII.
F.  FORMCHECKBOX 
 For the care of a covered servicemember who is a current member or a veteran of the Regular Armed Forces, National Guard, or Reserves who is undergoing medical treatment, recuperation or therapy within five (5) years of a serious injury or illness incurred in the line of duty while on active duty, provided that such injury or illness renders the servicemember medically unfit to perform the duties of his/her office, grade, rank, or rating; and includes an illness or injury that was aggravated  while on active duty. To qualify the employee must be the spouse, registered domestic partner, son, daughter, parent or next of kin of the service member. If you checked this box, proceed to Section V.
If none of the situations above applies, deny the leave.



	III.   Is the leave being taken within 12 months of the event? Yes_____ No_____

If the answer is no, deny the leave. If yes, grant the leave unless there is a genuine question regarding the employee’s truthfulness.  In that event, consult your HR Generalist




	IV.  Is the family member: 

A. A biological parent/child or a person who has the same responsibilities as a biological parent/child? Yes_____ No_____

B. A spouse or registered domestic partner?  Yes_____ No_____

If the answer to A or B is no, deny the leave; If the answer to A or B is yes, proceed to VI.


	V. Is the family member:

A. A spouse, registered domestic partner, child, parent or next of kin of the employee?  Yes_____ No_____

B. Is the employee’s family member undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on the temporary disability retired list, for a serious injury or illness suffered in the line of duty while on active duty? Yes_____ No_____

If the answer to A or B is no, deny the leave.

If the answer to A or B is yes, approve the leave for up to 26 weeks.


	VI. Does the employee or family member have a "serious health condition" which means an illness, injury, impairment, or physical or mental condition that involves one of the following:


A. Hospital Care - Inpatient care (i.e. an overnight stay) in a hospital, hospice, or residential medical-care facility, including any period of incapacity (i.e. inability to work, attend school, or perform other regular daily activities) or subsequent treatment in connection with such inpatient care; or Yes_____ No_____

B. Absence Plus Treatment - Continuing treatment by a health care provider, which includes any one or more of the following: 

1. A period of incapacity lasting more than three consecutive, full calendar days, and any subsequent treatment or period of incapacity relating to the same condition that also includes:

a. Treatment two or more times by or under the supervision of a health care provider (i.e., in-person visits, the first within seven days and both within 30 days of the first day of incapacity); or 

b. One treatment by a health care provider (i.e., an in-person visit within seven  days of the first day of incapacity) with a continuing regimen of treatment (e.g., prescription medication, physical therapy); or 

2. Pregnancy - Any period of incapacity related to pregnancy or for prenatal care. A visit to the health care provider is not necessary for each absence; or 

3. Chronic Conditions Requiring Treatments - Any period of incapacity or treatment for a chronic serious health condition, which continues over an extended period of time, requires periodic visits (at least twice a year) to a health care provider, and may involve occasional episodes of incapacity. A visit to a health care provider is not necessary for each absence incapacity (e.g., asthma, diabetes, epilepsy, etc.); or 

4. Permanent/Long-term Conditions Requiring Supervision - A period of incapacity that is permanent or long-term due to a condition for which treatment may not be effective. Only supervision by a health care provider is required, rather than active treatment (e.g. Alzheimer’s, a severe stroke or the terminal stages of a disease) ; or 

5. Conditions Requiring Multiple Treatments - Any period of absence to receive multiple treatments (including any period of recovery therefrom) by a health care provider or by a provider of health care services under orders of, or on referral by, a health care provider, either for restorative surgery after an accident or other injury, or for a condition that would likely result in a period of incapacity of more than three consecutive calendar days in the absence of medical intervention or treatment, such as cancer (chemotherapy, radiation, etc.), severe arthritis (physical therapy), or kidney disease (dialysis). 

Yes_____ No_____
If the answer to A and B is no, deny the leave; If the answer to A or B is yes, proceed to C.

C. Verify medical condition. 


1. Did you request verification of the serious health condition?  Yes_____ No_____

2. Did you provide a reasonable period of time for the employee to provide the verification? Yes_____ No_____

Proceed to 3 only after you can answer yes to 1 and 2.


3.    Did the employee provide medical verification that showed that all four of the following? Yes_____ No_____

a.  FORMCHECKBOX 
that a serious health condition exists;                                        

b.  FORMCHECKBOX 
that a condition incapacitates the individual from working; 

c.  FORMCHECKBOX 
the probable duration of the condition;                                

d.  FORMCHECKBOX 
the type of leave required (e.g. solid block or intermittent). 

If the answer to 3 is no, consult your HR Generalist.  If yes, grant the leave for up to 12 weeks.

	VII. Is the family member:


A. A spouse, registered domestic partner, son, daughter or parent of the employee? Yes_____ No_____

B. Is that family member on active duty or been notified of an impending call or order to active duty in the Armed Forces in support of a contingency operation? Yes_____ No_____

If the answer to A or B is no, deny the leave; If the answer to A or B is yes, approve the leave for up to 26 weeks.
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