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FAMILY & MEDICAL LEAVE

Employee Eligibility

This section will help you determine whether you will gualify for FMI.A

provisions of the act, you may or may not be eligible for coverage and
protection. There are several factors that must first be satisfied before you can
be considered for coverage under FMLA.

ﬁ Ithough FMILA is available and the County of Galveston is subject to the

To be eligible for FMLA benefits, an employee must

1. Work for a covered employer;

2. Have worked for the employer for a total of 12 months (this 12 months can be
nonconsecutive and accumulated over a period of the past 7 years);

3. Have worked at least 1,250 hours in the immediately preceding 12 months;

4. Work at a location in the US where at least 50 employees are employed by the
employer within 75 miles.

If you satisfy ALL 4 of these requirements, you are considered eligible for FMLA.
However, this does not mean that your leave request or absence from work will qualify to
be designated as FMLA.

Important Note
FMILA is not a civil rights law. It is a federal leave law.

Family and Medical Leave Act of 1993. Public Law 103-3

29 USC §2601 et seq.; 29 CFR Part 825




FAMILY & MEDICAL LEAVE

Leave Entitiement

This section will explain how much time the act will provide to you

I

MLA should be considered a limited resource. It is not available to you on a
continual basis and it does not offer you lifetime protection. It does however,
offer you a set amount of time each year should you need to handle those difficult
times in life.

Amount of Entitiement:

12 work weeks during any 12 month period for family, medical or military
exigency leave. Up to 26 weeks for military caregiver leave.

The typical county employee works 8 hours a day, 5 days a week. This calculates
to 40 hours a week. Therefore your leave breaks down to 480 working hours.
This may be taken in one block of time or over several petiods.

“Rolling” 12 month period:

Galveston County calculates your 12 month period using the “rolling” 12-month
petiod measured backward from the date an employee’s FMLA leave request is
scheduled to begin.

Examples:

Joe has taken 8 weeks of leave in the past 12 months. He can take an additional 4
weeks of leave.

Maria used 4 weeks beginning February 1, 4 weeks beginning May 1, and 4 weeks
beginning July 1. She is not entitled to any additional leave until February 1.
Beginning next February 1, Maria is entitled to 4 weeks of leave. Next May 1 she
is entitled to an additional 4 weeks, etc.




FAMILY & MEDICAL LEAVE

Leave Types

This section will explain the different types of leave available to you

needs or that of a covered family member. Each leave request is different and
unique and may require different amounts of time away from work.

F MILA allows for different types of leave depending on your situation and medical

Full / Block Leave:

FMILA leave taken in a one, continuous block of time due to a single qualifying reason.
Examples:

Joe was recently hospitalized for 1 week with pneumonia and will require an
additional week at home for recovery.

Maria has a surgery scheduled next month to correct a serious back issue and will
require 2 full moths of recovery.

Intermittent and Reduced Schedule Leave:

FMLA leave taken in separate blocks of time or on a reduced work schedule due to a
single qualifying reason.

Example:

Caroline is a cancer survivor and has been in remittance for several years.
Recently she discovered that her cancer has returned and will need several rounds
of chemotherapy. Her treatments are every Monday and Thursday afternoon
beginning at 2:00pm. The time that Caroline is out every Monday and Thursday
afternoon is protected under FMILA as well as any time the Caroline’s condition
renders her unable to perform the essential functions of her job.




FAMILY & MEDICAL LEAVE

Eligible Reasons for Leave

This section will explain the eligible reasons that fall under the provisions of FMI.A

reasons that fall under the protections and provisions of FMLA. Generally, the

ot all reasons are eligible for FMLA. The act allows for a specific core of
l J common seasonal cold will not qualify for FMILA designation.

Eligible Reasons:

The birth of a child and to care for the newborn child within one year of birth;

The placement with the employee of a child for adoption or foster care and to care
for the newly placed child within one year of placement;

To care for the employee’s spouse, child, or parent who has a serious health condition;

A serious health condition that makes the employee unable to perform the essential
functions of his or her job;

Any qualifying exigency arising out of the fact that the employee’s spouse, son,
daughter, or parent is a covered military member on “covered active duty.”

Analysis of Terms:
“To care for”  Includes either physical or psychological care.

“Spouse” Governed by state law. In Texas, same-sex marriage is not legally
recognized and same-sex couples do not qualify for FMLA.

“Child” Means a biological, adopted, or foster child, a stepchild, a legal ward who
is either under 18 years of age or, 18 years of age or older and incapable
of self-care because of a mental or physical disability.

“Parent” Parent of employee only. At this time, in-laws do not qualify for FMLA.

a



FAMILY & MEDICAL LEAVE

Application & Certification

This section will explain how to apply and submuit the proper documentation for your leave

ou have determined that you are eligible and your leave falls under one of the
eligible reasons for leave. Now, you need to complete all of the proper
paperwork and submit everything to human resources for review and
designation.

Step 1 - Application:

Complete and submit the one page application to human resources. County policy
requires at least 30 days advance notice when possible and practical.

Step 2 - Certification:

This is perhaps the most important step in the entire FMLA process. Galveston County
uniformly requires that all FMLA leave requests be medically certified and all
certifications must be submitted directly to human resources within 15 calkndar days.
Certifications that are incomplete and vague will result in a delay of your leave approval.

WH-380-E Certification of Health Care Provider for Employee’s Serious Health Condition
WH-380-F Certification of Health Care Provider for Farnily Member’s Serious Health Condition
WH-384 Certification of Qualifying Exigency for Military Family Leave

WH-385 Certification for Setious Injury or Illness of Covered Service member for Military Family Leave
WH-385-V Certification for Serious Injury or Illness of a Veteran for Military Caregiver Leave
Important Note

Never just leave work and assume everything is okay! Communication is key. Always
coordinate your leave with both your department and human resources. If human
resources is unaware of your leave and status, there is no way for us to help you.

5



FAMILY AND MEDICAL LEAVE ACT
Application

Section I — Employee Information

Please print clearly and answer all

Name: Last First MI Social Security Number / Emplovee ID
Address:  Street City State  Zip Home and/or Cell Phones

Department Job Title Hire Date

Section II — Type of Leave Requested Please check one and provide estimated dates
[] Full / Block Leave Expected leave to begin: Expected date of return:

[] Intermittent Leave Expected leave to begin: Expected date of return:

Section II1 — Leave Details

Appropriate certification must be provided to HR

D The birth of a child, or placement of a child with you for adoption or foster care.
Employee must contact HR to enroll the child in the medical plan within 31 days ¢f eccurrence.

|:| Your own serious health condition.

|:| Because vou are needed to care for your spouse;

child;

parent due to his/her serious health condition.

I:I Because of a qualifying exigency arising out of the fact that your spouse;

son or daughter; parent is on active

duty or call to active duty status in support of a contingency operation as a member of the United States Armed Forces.

D Because you are the spouse; son or daughter;

serious injury or illness.

parent;

next of kin of a covered service member with a

Section IV — Short-Term Disability

Employee must be enrolled in this voluntary coverage

Is employee enrolled in voluntary short-term coverage?

Not all emplayees who go ait on leave will have disability coverage to supplement pay

Is this leave the result of a work related injury?

Disabiity due to o work related injury may tnpact your eligibiity for short-term disabiizy

If so, has the appropriate injury report been submitted to HR?

Yor may obtni a blank copy af this report from HE If £ 15 needed

[] Yes [INo [] Unknown
[]Yes [INo [ ] Unknown
[] Yes [INo [] Unknown

Section V — Signatures

Return completed application to Human Resources

Employee

Date

Human Resources

Date

Signatures ave for verification and acknowledgement purposes only. They do not guaranitee leave approval.
This page may be sent lo your department for informational purposes only to verify detes for pavroll reporting.




This form can be faxed to Galveston County Human Resources at 409-766-4599

Employee's Serious Health Condition Wage and Hour Division

Certification of Health Care Provider for Us. Department of Labor w“
(Family and Medical Leave Act) U.S. Wage and Hour D

OMB Control Number: 1235-0003
Expires: 5/31/2018

SECTION I: For Completion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical certification issued by the employee’s health care provider. Please complete Section | before giving
this form to your employee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally maintain records and documents relating to medical certifications, recertifications, or
medical histories of employees created for FMLA purposes as confidential medical records in separate files/records
from the usual personnel files and in accordance with 29 CF.R. § 1630.14(c)(1), if the Americans with Disabilities
Act applies, and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact: County of Galveston Human Resources Fhone: 408-770-5345 Fax: 408-766-4599

Employee’s job title: Regular work schedule:

Employee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section 11 before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, your response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA
request. 29 C.F.R. § 825313, Your employer must give you at least 15 calendar days to return this form. 29 C.F.R.
§ 825.305(b).

Your name:
First Middle Last

SECTIONIII: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, fully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon your medical
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime,”
“unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee 1s seeking leave. Do not provide information about genetic tests, as defined in 29
C.F.R. § 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(e), or the manifestation of disease or disorder
in the employee’s family members, 29 CF.R. § 1635.3(b). Please be sure to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: ( )] Fax:( )

Page 1 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



PART A: MEDICAL FACTS
1. Approximate date condition commenced:

Probable duration of condition:

Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
~_ No _ Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition?  No Yes.

Was medication, other than over-the-counter medication, prescribed?  No  Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy?  No _ Yes. If so, expected delivery date:

3. Use the information provided by the employer in Section I to answer this question. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable to perform any of his/her job functions due to the condition: _ No Yes.

If so, identify the job functions the employee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
{such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Page 2 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? _ No Yes.

If so, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition?  No  Yes.
If so, are the treatments or the reduced number of hours of work medically necessary?
~ No  Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:

______hour(s) per day; _days per week from

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? @ No  Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g., 1 episode every 3 months lasting 1-2 days):

Frequency T times per _ week(s) _ month(s)

Duration: _hoursor ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.

Page 3 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.5.C. § 2616, 29
C.FR. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.

Page 4 Form WH-380-E Revised May 2015



This form can be faxed to Galveston County Human Resources at 409-766-4599

Family Member’'s Serious Health Condition ~ Wage and Hour Divisien

Certification of Health Care Provider for U.S. Department of Labor w“
(Family and Medical Leave Act) Wage and Hour Divisio

DONOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT. OMB Control Number: 1235-0003

Expires: 5/31/2018
SECTIONTI: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave to care for a covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee. Your response is
voluntary. While you are not required to use this form, you may not ask the employee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of employees” family
members, created for FML A purposes as confidential medical records in separate files/records from the usual
personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies,
and in accordance with 29 C.F R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact: County of Galveston Human Resources Phone: 409-770-5345 Fax: 409-766-4599

SECTION II: For Completion by the EMPLOYEE

INSTRUCTTONS to the EMPLOYEE: Please complete Section IT before giving this form to your family
member or his’her medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retain the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a complete and
sufficient medical certification may result in a demial of your FML A request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calendar days to retumn this form to your employer. 29 CF.R. § §25.305.

Your name:

First Middle Last

Name of family member for whom you will provide care:

First Middle Last
Relationship of family member to you:

If family member is your son or daughter, date of birth:

Describe care yvou will provide to your family member and estimate leave needed to provide care:

Employee Signature Date

Page 1 CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2015



SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed above has requested leave under
the FMIL A to care for your patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as to the frequency or duration of a condition, treatment, etc. Your answer should be your best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as you
can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA
coverage. Limit your responses to the condition for which the patient needs leave. Do not provide information
about genetic tests, as defined in 29 C.F.R. § 1635.3(f), or genetic services, as defined in 29 C.F.R. § 1635.3(¢).
Page 3 provides space for additional information, should you need it. Please be sure to sign the form on the last

page.

Provider’s name and business address:

Type of practice / Medical specialty:

Telephone: b Fax:( b

PART A: MEDICAL FACTS

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
~ No  Yes. Ifso, dates of admission:

Date(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed?  No  Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No  Yes. Ifso, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy?  No  Yes. Ifso, expected delivery date:

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment):

Page 2 CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2015



PART B: AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patient’s need
for care by the employee seeking leave may include assistance with basic medical, hygienic, nutritional, safety or
transportation needs, or the provision of physical or psychological care:

4. Will the patient be incapacitated for a single continuous period of time, including any time for treatment and
recovery? _ No _ Yes.

Estimate the beginning and ending dates for the period of incapacity:

During this time, will the patient need care? _ No __ Yes.

Explain the care needed by the patient and why such care is medically necessary:

5. Will the patient require follow-up treatments, including any time for recovery?  No  Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment, including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an intermittent or reduced schedule basis, including any time for recovery?
No Yes.

Estimate the hours the patient needs care on an intermittent basis, if any:

____hour(s) per day; _ __days perweek from through

Explain the care needed by the patient, and why such care is medically necessary:

Page 3 CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2015



7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? No  Yes.

Based upon the patient’s medical history and yvour knowledge of the medical condition, estimate the frequency of
flare-ups and the duration of related incapacity that the patient may have over the next 6 months (e.g., 1 episode
every 3 months lasting 1-2 days):

Frequency: _timesper  week(s) month(s)
Duration: _ hours or ___ day(s) per episode
Does the patient need care during these flare-ups?  No Yes.

Explain the care needed by the patient, and why such care is medically necessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, 1t 1s mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616;
29 CF.R § 825500, Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate
or any other aspect of this collection information, including suggestions for reducing this burden, send them to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room $-3502, 200 Constitution Ave., NW, Washington, DC 20210.

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURNTO THE PATIENT.

Page 4 Form WH-380-F Revised May 2015



FAMILY & MEDICAL LEAVE

Short-Term Disability

This section will explain your optional Short-Term Disability coverage through L incoln

hile you are out on FMLA, county policy requires you to use all of your
personal, paid leave. This includes sick, vacation and compensatory time.
Your FMLA leave entitlement runs concurrently with your personal leave.
FMILA is not a tool only to be used once you run out of paid leave.

What happens when you run out of paid leave?

Galveston County offers voluntary short-term disability coverage through Lincoln
financial to help you supplement your income if any part of your leave is un-paid. Listed
below are some features of the plan:

e Pays you 60% of your weekly salary up to $1,750 per week after you exhaust
all available paid leave (vacation, sick and comp). You will not be able to
draw from short-term coverage while still receiving pay from the county.

e 8,15 & 31 day waiting period available depending on your needs. You elect
the waiting period you want when you enroll in the coverage.

e Maximum benefit duration of 26 weeks.

e Once you satisfy the 180 day elimination period for long-term disability
(LTD), your short-term disability (STD) will automatically rollover to LTD
without a separate claim process.

If you are unsure if you are enrolled in this coverage please contact human resources
to verify. Once you and your doctor complete your appropriate sections please
submit the claim packet to HR for final completion and submission. The completed
claim will be sent to Lincoln for review. Galveston County does not approve or deny
short-term disability claims.

Important Note
FMLA is not paid leave protection. FMILA only provides for up to 12 weeks of unpaid,
job-protected leave. Do not assume that you will be paid for your entire leave.




[
' I meo]n The Lincoln Natlonal Life Insurance Company, PO Box 2609, Omaha, NE 68103-2609
toll free (800) 4232765 Fax (877) 843-3950

Financial Groupe www LFG.com

GROUP SHORT-TERM DISABILITY STATEMENT OF EMPLOYEE

( BENEFITS MAY BE DELAYED IF CLAIM FORM IS NOT FULLY COMPLETED)

Please sign this page and the authorization on page two of this form to avoid delays in processing
(PLEASE see FRAUD NOTICES attached)

1. Full Name (last, first, middle initial) 2. Social Security Number | 3. Phone Number (include area code)
4. Street Address & Mailing Address 5. City G. State 7. Zip Code
8. Date of Birth 9. | have been unable to work 10. Gender L Male L] Female
because of my disability since 11. Hospital Confined [JYes [INo
12. Marital Status [ Single [ Married 13. Have you ever had the same or similar condition in the past?
[ Widowed [ Divorced [IYes [ No If “Yes” provide dates:
14. Is your disability due to a: 14a. Please describe your Sickness or how your Injury occurred: Height:

[ Sickness [ Injury [ Other

Weight:

15. I returned to work part-time on:

| returned to work full-time on:

16. Is your accident orillness due to your occupation? LYes [ No If “Yes"” explain:

Have you or do you intend to file a Workers Compensation Claim? [lYes L[INo
17. Treated by: (on another piece of paper, provide names & addresses of all doctors who have treated you for this disability).

Doctor:
Address:
18. Describe other income you are receiving, have applied for, or will be applying for:
Amount Date Began Date Will Terminate | Date Applied For
Social Security (Disability Retirement) $
Salary Continuance or State Disability Benefits | $
Workers® Compensation $
Other income related to your disability $

19. The above statements are true and complete to the best of my knowledge and belief. | have completed and attached
the Authorization for Release of Information.
The above Statements are true and complete to the best of my knowledge and belief. | have read and understand the
attached Fraud Warning Statements.

Signature of Employee Date

20. Please provide us with your e-mail address:

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Page 1 of 5
GLC-01363 2/08



l l LiIICO]n The Lincoln Natlonal Life Insurance Company, PO Box 2609, Omaha, NE 68103-2609
toll free (800) 4232765 Fax (877) 843-3950
Financial Groupe www.LFG.com
AUTHORIZATION FOR RELEASE OF INFORMATION

1. I {the undersigned) authorize any physician, medical professional, pharmacist or other provider of health care services,
hospital, clinic, other medical or medically related facility; insurance or reinsurance company; government agency; department
of labor; acquaintance; group policyholder; emplover; or policy or benefit plan administrator to release information from the
records of:

Claimant/Patient Name:

(Last) (First) (Middle)

Date of Birth: Social Security Number:

2. Information to be released:

* data orrecords regarding my medical history, treatment, prescriptions, consultations, [including medical and psychological
reports, records, charts, notes (excluding psychotherapy notes), x-rays, films or correspondence, and any medical
condition | may now have or have had];

+ any information regarding insurance coverage; and

+ anyinformation, data or records regarding my activities (including records relating to my Social Security, Workers’
Compensation, Retirement Income, financial, earnings and employment history).

3. Information to be released to:  The Lincoln National Life Insurance Company
PO Box 2602
Omaha, NE 68103-2609

4. lunderstand the information obtained by use of this Authorization will be used by The Lincoln National Life Insurance
Company (“Company”) to evaluate my claim for disability benefits. The Company will only release such information:
+ toitsreinsurer, or other persons or organizations performing business or legal services in connection with my claim(s); or
+ as otherwise may be required by law or as | may further authorize.
| further understand that refusal to sign this Authorization may result in the denial of benefits.

5. lunderstand the information used or disclosed may be subject to re-disclosure by the recipient and may no longer be
protected by federal law. For Colorado claims, the disclosed information may nhot be redisclosed or reused by the recipient
under Colorado law.

6. lunderstand that| may revoke this Authorization in writing at any time, except to the extent:
1) the Company has taken action in reliance on this Authorization; or
2) the Company is using this Authorization in connection with a contestable claim.
If written revocation is not received, this Authorization will be considered valid for a period of time not to exceed 24 months
from the date of my sighature below. Toinitiate revocation of this Authorization, direct all correspondence to the Company
at the above address.

7. A photocopy of this Authorization is to be considered as valid as the original.
8. lunderstand | am entitled to receive a copy of this Authorization.

The above Statements are true and complete to the best of my knowledge and belief. | have read and understand the attached
Fraud Warning Statements.

SIGNATURE: DATE:
Claimant/legal representative (Nearest relative, legal guardian, or appointed representative to sign only if claimant/patientis a
minor, legally incompetent, or deceased.) Power of attorney or guardianship must be attached.

PRINT NAME:

Relationship to Claimant/Patient of personal/legal representative signing for Claimant/Patient:

ADDRESS: PHONE NO:_{ )
(Street)
(City) (State) (Zip Code)
Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Disability Page 2 of b
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l I L]nco]n The Lincoln Natlonal Life Insurance Company, FO Box 2609, Omaha, NE 68103-2609

toll free (800) 4232765 Fax (877) 843-3950
Financial Groupe www.LFG.com

EMPLOYER’S REPORT OF CLAIM (TO BE COMPLETED BY EMPLOYER)

Please submit a copy of this employee’s complete Job Description with this claim form.
Please submit a copy of this employee’s enroliment statement with this claim.
{PLEASE see FRAUD NOTICES attached)

1. Full Name (last, first, middle initial) 2. Social Security Number

3. Occupation of Employee/Claimant 4. Insurance Class 5. Employee Date of Hire

6. Number of Hours Worked Per Week 7. Date Insured

8. Date Employee was 9. Employee’s Basic 10. Returned to Work?

Last Present at Work Weekly Earnings O Full-time 0O Part-time Date:

11. Percent of premium paid by: 12. Is the Claim due to your employee’s occupation: LlYes [INo
Employee: % [lpretax [ posttax 13. Has a Workers’ Compensation claim been filed? [1Yes [1No
Employer: %

14. Has Insured received any other income since the date last worked: [IYes [ No
Please specify the type of income (Sick Pay, Vacation, Salary Continuation, Paid Time Off, Etc.)

Weekly Amount Paid $ Date Began: Date Ended:

Employer’s Name & Address (or name of policyholder, | Telephone Number (Include Area | Group Policy Number & Division
if other) Code and Extension) Number

E-mail address Fax Number (Include Area Code)

The above Statements are true and complete to the best of my knowledge and belief. | have read and understand the
attached Fraud Warning Statements.

Signature of Person Completing this form and Title Date

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Page 3 of 5
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l i i mcoin The Lincoln Natlonal Life Insurance Company, PO Box 2609, Omaha, NE 681032602
toll free (B00) 423-2765  Fax (877) 843-3950

Financial Groupe www.LFG.com
ATTENDING PHYSICIAN'S STATERENT
1. Name of Patient 2. Social Security Number 3. Employer Name
4. When did symptoms first appear or accident happen? 5. Date vou believe patient was unable to work”
4. Hagnosis (including complications) 7. Subjective sympioms

&, Objective findings (Including current x-rays, EKG's, laboratory data and any clinical findings)

9. List of Restrictions & Limitations

10, Naturs of treatment {Including surgery and medications prescribed, if any).

11. Names, specialty and addresses of other treating physicians

12, Has patient ever had same or similar condition? U Yes T No | “Yes” provide dates.

13. Do you consider this condition to be due to your patient’s employment?  [lYes [1No
14 if pregnancy, Estimated date of delivery: 15. Date first treated 16. Date of last visit/treatment
Actual date of delivery:
17. Freguency [TiWeekly [T Monthly [ Cther {(specify)
18. Has patient: I Recovered O Improved 19. Is patient; 0O Ambulatory [ House Confined

[l Unchanged [] Regressed [] Bed Confined [ Hospital Confined
20. Has patient been hospital confined? [Yes [ No Confined from: to

If “Yes" give name of hospital.

21. Has surgery been scheduled or performed? T Yes L No If "Yes” date of surgery:
Type of surgery scheduled:

22. Prognasis and Rehabilitation:

a. When do you think your patient will be able {o return o work?

PRESENT occupation? ALL OTHER occupations?
b. Can present job be modified to allow patient to handle with his/her impairment? O Yes [ONo
¢. When could trial employment commence? [CTFulltime [ Parttime

Please submit clinical documentation to support your decision.
Print Name (Attending Physician) Specially Telephone (Includs Area Code)

Street Address/City or Town /5State or Providence /Zip Code

The above Statements are true and complete to the best of my knowledge and belief, | have read and understand the
attached Fraud Warning Statements.
Signature (Attending Physician) No stamps please Date Fax Number {Include Area Code)

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY IS NOT RESPONSIBLE FOR CHARGES INCURRED DUE 70
COMPLETION OF THIS FORM. THE PATIENT IS RESPONSIBLE FOR ANY CHARGES ASSOCIATED WITH FORM COMPLETION.

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Page 4 of 5
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FRAUD NOTICES. For your protection, certain states require that the following notlces appear on this form.

Alaslka. A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false,
incompiete or misleading information mav be prosecuted undsr state law.,

California. For your protection California law requires the foliowing to appear on this form: Any person who knowingly presents a false or
fraudutent claim for the payvment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Caolorado. itis unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any
insurance company or agent of an insurance company who knowingly provides false, incomplete, or misieading facts or information to a
policvholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or
award pavable from insurance proceeds shall he reported to the Colorado Division of Insurance within the Department of Regulatory
Agencies,

Delaware. Any person who knowingly, and with intent to injure, defraud or deceive any insurar, files a statement of claim containing any

false, incomplete or misleading information is guilty of a felony.

District of Columbia. 1t is 3 crime to provide false or misleading information 1o an insurer forthe purpose of defrauding the insurer or any
other person. Penatties includs imprisonment and/or fines. In addition, an insurer may deny insurance henefits if false information
materially related 1o a claim was provided by the applicant.

Florida. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or application
containing any false, incomplete, or misleading information is guilty of a feiony of the third degdree.

Idakio, Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement or ciaim containing any
false, incomplete or misleading information is guilly of a felony.

Indiana. A person who knowingly and with intent to defraud an insurer files 3 statement of claim containing any false, incomplete, or
misleading information commits a felony.

Kentucky, Any person who knowingly and with intent to defraud any insurance company or other parson files a statement of claim
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which is a ¢rime.

Louisiana. Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an appiication for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Maine. Itis a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penaities may include imprisonment, fines or g denial of insurance benefits.

Mirmesota. A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime,

New Hampshire. Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing
any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

New fersey. Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and
civil penalties.

Mew Mexico. Any personwho knowingly presenis a falss or fraudulent claim for payment of a loss or benafit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

New York. Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information or congeals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulant insurance act, which is a crime and subject 10 a civil penalty not 1o exceed five thousand dollars and
the stated value of the claim for each such viclation.

Ohilo. Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a
claim containing a false or deceptive statement is guilty of insurance fraud.

Okiahoma. Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Pennsylvania. Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or staternent of claim containing any materially false information or conceals for the purpose of misieading, information conceming
any fact material thersto commits a fraudulent insurance act, which is 3 orimme and sublects such persen to eriminal and civil pensaities.

Tennessee. It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Washington. His a crime to knowingly provids Talse, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties includs imprisonment, fines and denial of insurance banefits.

FORALL OTHER STATES EXCLUDING CONNECTICUT, KANSAS, AND VIRGINIA. A person may be committing insurance fraud, if
he or she submits an application or claim containing a false or deceptive statement with intent to defraud {or knowing that he or she is
helping to defrawd) an INSUancs company.
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FAMILY & MEDICAL LEAVE

Maintaining Health Benefits

This section will review the benefits protection portion of FMI.A

hile you are out on FMLA, Galveston County will continue to maintain your
health benefits as mandated by the law. Your health coverage will be
maintained on the same conditions as coverage would have been provided if
you had been continuously employed during your entire leave period.

Employee Responsibilities:

Should any period of your leave be un-paid, you will still be responsible for paying your
portion of any insurance premiums. In the event that you owe premiums, you will receive
an invoice from the county auditor’s office for any and all Boon-Chapman products with
amounts and instructions for submission of payment. Failure to pay could lead to the
eventual termination of coverage if the matter is not resolved.

If you are enrolled in any products that are administered by First Financial, you will need
to contact the company directly to arrange for individual payment of premiums while you
are on any sort of un-paid status.

First Financial Group of America
PO Box 670329

Houston, TX 77267-0329
Phone: 800.523.8422

www.ffga.com

Employer Responsibilities:

Galveston County will continue to pay their portion of the medical premium during your
leave and maintain all benefits as if you were actively working during your leave
entitlement.




FAMILY & MEDICAL LEAVE

Fithess-for-Duty Certificate

This section will explain what you need to do in order to return to work

reasons, you will be required to submit a fitness-for-duty certificate to human

l f the reason that you are away from work is due to your own, personal medical
resources prior to your return to work.

Requirements:

For your convenience, human resources as developed a standardized form for you and
your doctor to use. However, any note from your doctor will satisfy this requirement.
During your initial leave approval, human resources will mail you a copy of your official
job description. This job description will list the physical duties of your job. Please take
this to your doctor for review. The doctor will release you to work with or without
restrictions based on your job description.

Restrictions:

If your doctor has released you to return to work with restrictions, those restriction must
be clearly listed as well as the anticipated time frame.

Important Note
Failure to submit proper a doctor’s release to human resources could lead to the delay in
your restoration of employment.




FAMILY AND MEDICAL LEAVE ACT
Fitness-for-Duty Certificate

PART I—To be completed by employee

Name of employee (please print clearly):

Date leave commenced:

Employee’s signature:

Date:

PART II — To be completed by health care provider

Date examned:

Effective as of the above-named employee is:
Released to return to work without restrictions (see attached job description), or
Released to work with restrictions. Please describe restrictions below:

Health Care Provider’s Signature:

Health Care Provider’s Name (please print):

Date:

Phone Number:

Genetic Information Nondiscrimination Act of 2008

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered
by GINA Title II from requesting or requiring genetic information of an individual or family member of the
individual, except as specifically allowed by this law. To comply with this law, we are asking that you not
provide any genetic information when responding to this request for medical information. "Genetic
information,” as defined by GINA, includes an individual's family medical history, the results of an individual's
or family member's genetic tests, the fact that an individual or an individual's family member sought or received
genetic services, and genetic information of a fetus carried by an individual or an individual's family member or
an embryo lawfully held by an individual or family member receiving assistive reproductive services.

PART III — County of Galveston, Department of Human Resources

Date received:

Signature:




FAMILY & MEDICAL LEAVE

Unlawful Acts & Complaints

This section explain how to recognize unlawful retaliation for your use of FMI.A

by federal law. No one can force you to waive your rights to the protections and

MILA and your use of your leave entitlement is your right and is guaranteed to you
benefits of FMLA.

No one can:

e Interfere with, restrain, or deny the exercise of any right provided under FMLA; or

e Discharge or discriminate against any person for opposing any practice made
unlawful by FMLA or for involvement in any proceeding under or relating to FMLA

If you feel that you are being unfairly singled out, harassed or treated different in any way
for your use and exercise of your rights under FMLA, please immediately contact human
resources to report any violations, either real or perceived, to attempt to resolve any
conflict.

Enforcement:

U.S. Department of Labor, Wage and Hour Division
1-866-4US-WAGE (1-866-487-9243) “
dOlgOV/th LS. Wage and Hour Division

Important Note
You cannot waive your own FMLA rights nor can your employer request that you waive
your rights.




EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement
FMLA requires covered employers to provide up to 12 weeks of unpaid,
job-protected leave to eligible employees for the following reasons:

« for incapacity due to pregnancy, prenatal medical care or child birth;

* to care for the employee’s child after birth, or placement for adoption
or foster care;

« to care for the employee’s spouse, son, daughter or parent, who has
a serious health condition; or

« for a serious health condition that makes the employee unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees whose spouse, son, daughter or parent is on covered
active duty or call to covered active duty status may use their 12-week
leave entitlement to address certain qualifying exigencies. Qualifying
exigencies may include attending certain military events, arranging for
altemative childcare, addressing certain financial and legal arrangements,
attending certain counseling sessions, and attending post-deployment
reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up to 26 weeks of leave to care for a covered service-
member during a single 12-month period. A covered servicemember is:
(1) a current member of the Armed Forces, including a member of the
National Guard or Reserves, who is 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*;
or (2) a veteran who was discharged or released under conditions other
than dishonorable at any time during the five-year period prior to the
first date the eligible employee takes FMLA leave to care for the covered
veteran, and who is undergoing medical treatment, recuperation, or
therapy for a serious injury or illness.*

*The FMLA definitions of “serious injury or illness” for
current servicemembers and veterans are distinct from
the FMLA definition of “serious health condition”.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the
employee had continued to work. Upon return from FMLA leave, most
employees must be restored to their original or equivalent positions
with equivalent pay, benefits, and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit
that accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least 12 months, have 1,250 hours of service in the previous 12 months*,
and if at least 50 employees are employed by the employer within 75 miles.

*Special hours of service eligibility requirements apply to
airline flight crew employees.

Definition of Serious Health Condition

A serious health condition is an illness, injury, impairment, or physical
or mental condition that involves either an overnight stay in a medical
care facility, or continuing treatment by a health care provider for a
condition that either prevents the employee from performing the functions
of the employee’s job, or prevents the qualified family member from
participating in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may
be met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and

a regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

Use of Leave

An employee does not need to use this leave entitlement in one block.
Leave can be taken intermittently or on a reduced leave schedule when
medically necessary. Employees must make reasonable efforts to schedule
leave for planned medical treatment so as not to unduly disrupt the
employer’s operations. Leave due to qualifying exigencies may also be
taken on an intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid
leave while taking FMLA leave. In order to use paid leave for FMLA
leave, employees must comply with the employer’s normal paid leave
policies.

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take
FMLA leave when the need is foreseeable. When 30 days notice is not
possible, the employee must provide notice as soon as practicable and
generally must comply with an employer’s normal call-in procedures.

Employees must provide sufficient information for the employer to determine
if the leave may qualify for FMLA protection and the anticipated timing
and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable
to perform daily activities, the need for hospitalization or continuing
treatment by a health care provider, or circumstances supporting the need
for military family leave. Employees also must inform the employer if
the requested leave is for a reason for which FMLA leave was previously
taken or certified. Employees also may be required to provide a certification
and periodic recertification supporting the need for leave.

Employer Responsibilities

Covered employers must inform employees requesting leave whether
they are eligible under FMLA. If they are, the notice must specify any
additional information required as well as the employees’ rights and
responsibilities. If they are not eligible, the employer must provide a
reason for the ineligibility.

Covered employers must inform employees if leave will be designated
as FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. If the employer determines that the leave is not
FMLA-protected, the employer must notify the employee.

Unlawful Acts by Employers
FMLA makes it unlawful for any employer to:

« interfere with, restrain, or deny the exercise of any right provided
under FMLA; and

« discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint with the U.S. Department of Labor
or may bring a private lawsuit against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination,
or supersede any State or local law or collective bargaining agreement
which provides greater family or medical leave rights.

FMLA section 109 (29 U.S.C. § 2619) requires FMLA
covered employers to post the text of this notice. Regulation
29 C.FR. § 825.300(a) may require additional disclosures.

For additional information:
1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-889-5627
WWW.WAGEHOUR.DOL.GOV

U.S. Department of Labor | Wage and Hour Division

WHD
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Form: FMLA Application

Farm: Form WH-381
Notice of Eligibility and

Form: Forms WH-380-E

Form: Form WH-382
Designation Motice

Note: Maintain contact with
HR throughout your leave

Note: Mo doctor's note
required if leave is for a
family member

The FMLA Leave Process
County .,Galveston

Step 1

You must notify HR when <
you know you need leave

|

Step 2
HR will notify you whether
you are eligible for FMLA leave

Yes

Step3
Doctor certification is required. You
must provide a completed certification
to HR within 15 calendar days

|

Step 4
HR will notify you whether your
leave has been designated as FMLA

Designated?

Step 5
Your leave is FMLA-protected

Step6
Present fitness-for-duty
certificate to return to work

Your leave is not
FMLA-Protected

Note: You may apply again
for FMLA in the future

Your leave is not
FMLA-Protected

Note: You may apply again
for FMLA in the future




