

M E M O R A N D U M





Date: ___________
TO:



FROM:

SUBJECT:    FAMILY AND MEDICAL LEAVE ACT (FMLA) LEAVE INELIGIBILITY
I am in receipt of your Intermittent Leave Request Medical Certification form dated __________.  In order to qualify for FMLA you must have worked a minimum of 1,250 hours in the last 12 months immediately preceding the leave.  Attached is a copy of the Employee Rights and Responsibilities under FMLA poster.  At the present time, you are not eligible for Intermittent leave because you have not met the FMLA’s hours of service requirement.
However, certain circumstances may allow you leave time under the Americans with Disabilities Act (ADA). You may request an application packet by calling the ADA Office at 305-995-7116.

I am in receipt of this memorandum.

Employee Signature







Date

CC:



