
 

 

  

 

 

 

 

 

 

 

Dear Valued Employee, 

 

Barrow County Board of Commissioners recognizes that 
during an employee’s career, situations requiring 
prolonged or intermittent absences from work can occur. 

The Board of Commissioners and the Family and Medical 
Leave Act (FMLA) provide you with the right to take job 
protective leave with continued medical benefits. 

Within this packet you will find the answers to the most 
commonly asked questions regarding Family Medical 
Leave as well as instructions on how to apply for leave.  

If you have any question regarding Family Medical Leave 
please feel free to contact me or any representative of the 
Human Resources Department. 

 

Regards, 

 

 

 

 

 

 

FMLA 
Employee Packet 

 

 

 

 

 

Michelle Thrasher, HR Analyst 

CONTACT  

PHONE: 
770-307-3114 

 
WEBSITE: 
www.barrowga.org 

 
EMAIL: 
mthrasher@barrowga.org 

 

 
  



 

SUMMARY OF THE FAMILY MEDICAL LEAVE ACT AND BARROW COUNTY POLICIES 
 
The Family and Medical Leave Act of 1993 (FMLA) was enacted on August, 1993. It requires public 
agencies to provide up to twelve weeks (480 work hours) or up to 26 weeks of military caregiver 
leave to care for a covered service member with a serious injury or illness of unpaid, job-protected 
leave per rolling year to eligible employees for certain family and medical reasons. Employees are 
eligible if they have worked for Barrow County at least 12 months and the employee has worked 
1,250 hours during the immediate prior 12 months.  
 
REASONS FOR TAKING LEAVE 

 Twelve workweeks of leave in a 12-month 
period for: 

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

o 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; 

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

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

o 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;” or 

 Twenty-six workweeks of leave during a single 
12-month period to care for a covered 
servicemember with a serious injury or illness if 
the eligible employee is the servicemember’s 
spouse, son, daughter, parent, or next of kin 
(military caregiver leave). 

ADVANCED NOTICE AND MEDICAL 
CERTIFICATION  

 The employee should provide 30 days’ 
advance notice and medical certification. 

 An employer may also require medical 
certification if the employee is unable to return 
from leave because of a serious health 
condition.  

 An employer may require second or third 
opinions (at the employer’s expense) and may 
require a release to return to work. 

 
 

INTERMITTENT OR REDUCED LEAVE 
 
Leave for childbirth, adoption, or foster care may 
not be taken intermittently or on a reduced 
schedule.  Leave for a serious health condition of 
a qualifying family member (parent, spouse, 
child) or of the employee may not be taken on 
an intermittent basis or on a reduced leave 
schedule unless medically necessary. The taking 
of any leave intermittently or on a reduced 
schedule basis shall reduce the total amount of 
FMLA leave that has been approved for the 
eligible employee according to the actual hours 
of leave taken.  For example, if an eligible 
employee takes ten (10) hours of leave 
intermittently over twenty (20) business days, the 
employee’s bank of available FMLA leave will be 
reduced only by ten (10) hours and not by twenty 
(20) days. 
 
If an eligible employee requests intermittent or 
reduced schedule leave that is foreseeable 
based on planned medical treatment, the 
Human Resources Director may require the 
employee to transfer temporarily to an available 
equivalent position for which the employee is 
qualified that better accommodates recurring 
periods of absence. 
 
ROLLING TWELVE MONTH PERIOD  
 
For purposes of this Section, a “12-month period” 
means a rolling twelve (12) months measured 
backward from the date the employee uses any 
FMLA leave.  If the policies set forth in this 
Handbook conflict or come into conflict with the 
FMLA as it presently exists or is amended from 
time to time, the provisions contained in the FMLA 
shall control. 

 
 

 



 

CONCURRENT UTILIZATION OF PAID LEAVE 
 
An employee requesting leave pursuant to the 
FMLA is required to utilize all accrued personal 
leave available as part of the 12-week (or 26 
workweeks to care for an injured or ill service 
member over a 12-month period) leave period.  
If the available paid leave for the employee is 
less than twelve working weeks, the additional 
weeks of leave necessary to obtain the twelve 
work weeks of leave available under the FMLA 
shall be provided without compensation.  In any 
event, any combination of personal leave, 
and/or unpaid family and medical leave shall 
not exceed twelve (12) weeks.  However, family 
and medical leave to care for an injured or ill 
servicemember shall not exceed 26 weeks over 
a 12-month period.  Use of personal leave must 
be used concurrently with FMLA leave.  FMLA 
requests will be retroactively dated to the 
beginning of the current personal leave in the 
event that the paid leave is commenced prior to 
the request for FMLA leave. 
 
CONCURRENT UTILIZATION OF WORKERS 
COMPENSATION AND FAMILY MEDICAL LEAVE 
 
An employee qualifying for Workers’ 
Compensation Leave must run any requested 
FMLA leave concurrently with that of all 
concurrent and/or intermittent Workers’ 
Compensation Leave.  The employee may elect 
to use either worker’s compensation benefits 
and/or paid leave during the FMLA period.  
However, employees may at no time receive 
workers’ compensation income benefits and 
paid leave benefits in excess of their average 
weekly wage as determined by O.C.G.A. § 34-9-
260. 
 
SPOUSES EMPLOYED BY THE SAME EMPLOYER 
 
In any occasion in which spouses are eligible for 
leave under the FMLA and are both employed 
by Barrow County, the aggregate number of 
work weeks of leave to which both may be 
entitled may be limited to twelve (12) work weeks 
during any 12-month rolling period, in the case 
where leave is taken for childbirth, adoption, 
foster care, or to care for a sick parent (as 
“parent” is defined at 29 C.F.R. § 825.122(c))

 
In any occasion in which spouses are eligible for 
leave under the FMLA and are both employed 
by Barrow County, the aggregate number of 
work weeks of leave to which both may be 
entitled will be limited to twenty-six (26) work 
weeks during any 12-month rolling period, in the 
case where leave is taken to care for a covered 
injured or ill service member 
 
ACCRUALS AND BENEFITS DURING FAMILY 
MEDICAL LEAVE 
 An employee on unpaid FMLA leave shall not 

be entitled to the accrual of any seniority or 
employment benefits during the period of 
unpaid FMLA leave, including but not limited 
to, the accrual of personal leave.   

 entitled to accrue personal leave during the 
periods of paid FML 

 any period of FMLA leave will be treated as 
continuous service for the purposes of vesting 
and eligibility to participate 

 FMLA time will not be counted as part of an 
employee’s probationary period, but will be 
added to the remaining probationary period 

 During any period of Family Medical Leave, 
Barrow County will maintain any health 
insurance provided by Barrow County to the 
employee for the duration of the leave at the 
level and under the conditions coverage 
would have been provided if the employee 
had continued in employment continuously 
for the duration of such leave (if the 
employee fails to return from leave the 
County may recover premiums paid on their 
behalf. 

 None of the above and foregoing limits the 
accrual of seniority or personal leave time for 
those on Workers’ Compensation leave that 
runs concurrently with FMLA leave. 

 



 

FAMILY AND MEDICAL LEAVE ACT (FMLA) 
EMPLOYEE/SUPERVISOR RESPONSIBILITIES AND INFORMATION 

 
 At the time the employee makes the 

supervisor aware of a request for leave for a 
reason that might qualify under FMLA, the 
supervisor should give the employee the 
application and related information. 

 The FMLA Application may be completed by 
the employee, family member, or the 
supervisor 

 It is the responsibility of the employee, not the 
supervisor, to submit the completed 
Certification of Health Provider Form (by the 
attending physician) to Human Resources 
within fifteen (15) calendar days;  

 Failure to submit the appropriate paperwork 
to Human Resources within the 15 calendar 
day time frame may result in the denial of 
FMLA leave. 

 The employee must have worked for Barrow 
County BOC for at least 12 months and must 
have worked 1,250 hours during the previous 
12 months.  

 
HUMAN RESOURCES WILL: 
 Determine the 1,250 hours eligibility 

requirement,  
 calculate the available leave,  
 verify the certification of the required 

documentation by the attending physician, 
 Send written confirmation to the employee 

and supervisor or department head 
documenting the approval or / disapproval of 
the request for FMLA leave with effective date 
and any current accrued leave balances.  
 Follow up medical documentation may 

be requested of the employee only by 
Human Resources during the time the 
employee is on leave.  

 If an intermittent or reduced work 
schedule is requested, it must be 
discussed and developed by the 
employee and the supervisor, maintaining 
the plan at the department. Contact 
Human Resources for assistance. 

 

 If the employee is on unpaid approved FMLA 
leave, it will be his/her responsibility to pay 
the employee portion of the monthly health 
care premium to the Bursar’s Office.  

 If the employee does not return to work after 
12 weeks of leave, Barrow County may then 
seek to recover the health insurance 
contribution for the period of leave-without-
pay.  

 At the end of the FMLA leave, the employee 
will be reinstated to the original or equivalent 
position.  

 For the birth, adoption or foster care 
placement of a child, the parents (both 
working with BCBOC) may only use twelve 
weeks of combined leave. They are not 
each entitled to twelve weeks of FMLA 
leave. 
 

REPORTING LEAVE AND LEAVE USAGE 
 Use of PTO must be used concurrently with 

Family Medical Leave 
 Once PTO has been exhausted Family 

Medical Leave will be unpaid. 
 Alternate work schedules or partial PTO 

Usage Request Form must be completed 
and approved prior to taking leave. 

 If an employee is found ineligible for Family 
Medical leave, standard leave policies will 
apply. 

 
 
 
 

 



 

FAMILY MEDICAL LEAVE APPLICATION 
Complete and Return to HR 

Name:       Department:       

Supervisor Name       Email Address       

Employment Status: 
 Full Time 
Part Time Date of Request:       

Employee Address During 
Leave:       

Telephone # During Leave:       

If married, does your spouse currently work for Barrow County BOC?  YES NO 
If so, Spouse’s 
Name:       

Spouse’s 
Department:       

Leave is requested for: (Please check reason) 
 A. Birth of a child } 

Anticipated date of delivery, adoption, or placement:      
 B. Adoption of a child 
 C. Placement of a child for foster 

care 
 D. Serious health condition  of employee 
 E. Serious health condition  of employee’s spouse, child or parent 
  Name of Family Member and Relationship: 
   
 F. Military Caregiver Leave or Military Qualifying Exigency Leave   
  Name of Family Member and Relationship: 
   
 G. Work Related Injury 

Attach Medical Certification Supporting Leave for Serious Health Conditions to this Form 
(In order to determine if the absence qualifies as FMLA the appropriate certification form must be returned within 15 days of 
receipt) 
Requested dates of 
leave: From       To       

Do you intend to return to work after this leave?   YES  NO 

Have you taken any other leaves during the past twelve months?   YES  NO 

 From       To       
Type of 
Leave       

 
I understand that while I am on Family Medical Leave, the expense of insurance premiums and contributory 
payments will continue. If I go on unpaid leave, I will pay these expenses as invoiced during my absence. I 
also understand that any changes that need to be made to my medical insurance due to a qualifying event 
must be done so within 30 days of said event. 
 
Signature of 
Employee  Date  

As the supervisor of the employee named above, I am aware that he employee is applying for family 
medical leave 

Supervisor Approval  Date  

Request is initiated by:   Employee   Supervisor   Other ( Family member) 
Signature  
(If Family Member)   

 

 
 



 

Please forward completed paperwork to: 
 
 
 
 
 
 
 

Michelle Thrasher, HR Analyst 
Barrow County Board of Commissioners 

 
Email: mthrasher@barrowga.org or hrgroup@barrowga.org 

Secure Fax: 770-307-4168 
 

Questions call 770-307-3114 
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Certification of Health Care Provider for   U.S. Department of Labor 
Employee’s Serious Health Condition    Wage and Hour Division  
(Family and Medical Leave Act)        

 

 DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT 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 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 created for FMLA 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: __________________________________________________________________  

 

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 II 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. 20 C.F.R. § 825.313. 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 

 

SECTION III: 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 is 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 C.F.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:(_________)_____________________________ 

  

  

 



________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

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.  If so, 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):
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____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

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 _____________ through _____________ 

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 : _____ times per _____ week(s) _____ month(s) 

Duration: _____ hours or ___ day(s) per episode 

ADDITIONAL INFORMATION:  IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL 
ANSWER. 
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__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________ __________________________________________ 
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.S.C. § 2616; 29 
C.F.R. § 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. 
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RETURN TO WORK CERTIFICATION 
For Family and Medical Leave (FML) 

 
SECTION 1-TO BE COMPLETED BY THE EMPLOYEE 
Employee Name  
 
Employee Department and Job Title 
 
Human Resources Contact 
Michelle Thrasher, HR Analyst 
30 North Broad Street 
Winder, GA 30680 
 
Phone: 770-307-3114 Email: mthrasher@barrowga.org or hrgroup@barrowga.org  
Secure Fax: 770-307-4168 
SECTION 2-TO BE COMPLETED BY THE HEALTH CARE PROVIDER 
Name of Health Care Provider 
 
Address                                                                                     Phone 
 
 
PLEASE COMPLETE THE FOLLOWING AND RETURN THE FORM TO THE EMPLOYEE OR TO THE DEPARMENT CONTACT 

LISTED ABOVE PRIOR TO THE RETURN TO WORK DATE 
 

Important: Please limit your answers below to the serious health condition for which the Employee has been 
on leave. 

 
THE GENETIC INFORMATION NONDISCRIMINATION ACT OF 2008 (GINA): 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. 

1. Is the employee now able to perform those essential functions of his or her job that she could not previously 
perform because of the serious health condition for which the employee has been on leave?  

No.  Yes. Yes, with restrictions 

2. Employee released to return to work effective: ____________________ [indicate date] 

3. If the Employee is released to work but is restricted in his or her ability to perform the essential functions of 
his or her job as a result of the serious health condition for which the employee has been on leave, please 
describe those restrictions: 

4. The foregoing restrictions are:  
Permanent  
Temporary, until: ____________________ [indicate date] 

Signature of Health Care Provider                                                            Date 
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