
______________________________________________JOPLIN SCHOOLS
Leave Procedures 

THE LEAVE PROCEDURES INFORMATION APPLIES TO ALL EMPLOYEE LEAVE TYPES UNLESS OTHERWISE NOTED. 

EMPLOYEE   
It is the responsibility of the employee to read and follow all leave instructions. This information is available on the 
District website or will be provided to you by your supervisor or the Leave Administrator.  

• Employees must give 30-days’ advance notice of the need for FMLA or non-FMLA leave. If it is not possible to
give 30-days’ notice an employee must notify the employer as soon as possible and, generally, follow the 
employer’s usual procedures; and 

• Complete required paperwork. Refer to “LDocumentation”; and
• Verify leave documentation is completed and returned to Human Resources; and
• Maintain contact with Supervisor as required; and
• If leave extends beyond initial physician certification, provide physician note to Leave Administrator and notify

Supervisor stating extended dates. This must be completed prior to initial return to work date; and
• Prior to return to work complete “Return to Work” steps; and
• Provide required release documentation to the Leave Administrator.

SUPERVISOR 
Once notified by the employee of the need for leave greater than five (5) consecutive days, or if an employee misses five 
(5) consecutive days of work, or three (3) intermittent days of work due to the same serious health condition: 

• Direct employee to Joplin Schools website, Staff tab, Human Resources for leave paperwork; and
• Notify Leave Administrator of absences. Provide full name and employee’s current phone number; and
• Upon receipt of employee’s Fitness for Duty release or Return to Work, the Leave Administrator will email you

to notify you of release status, full-release, modified duty or not released. If employee provides this information
to you send original to Leave Administrator.

LEAVE ADMINISTRATOR 
Once notified of employee need for leave: 

• If leave paperwork has not been provided to employee contact employee by phone to determine best option for
sending leave paperwork; and 

• Provide “Employee Rights Under the Family and Medical Leave Act”, “FMLA Request Form”, “Physician
Certification”; and 

Upon return of physician documentation: 
• Provide employee with “Designation Notice” within 5 days of receipt of documentation; and
• Include “Fitness-for-duty” release and/or for specific positions whose leave will or may continue for 45

consecutive days or more, provide instructions regarding the “OccuMed Return to Work Release”.
Upon receipt of release: 

• Notify supervisor of full release, modified duty or not released.

LEAVE ENTITLEMENT 
• The district requires accrued leave (sick, personal, vacation) to run concurrently with leave qualifying under

FMLA. 
• When both spouses are employed by the district and eligible for FMLA leave, the leave will be limited to an

aggregate total of 12 workweeks during a 12-month period in cases where the leave is taken for the birth or first 
year care of the employees’ child, adoption or foster placement of a child with the employee, or to care for a 
parent with a serious health condition. 
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LEAVE DOCUMENTATION 
• A “FMLA Request Form” must be completed by the employee for absences greater than 5 days or for 3

intermittent absences for the same reason. Forms are available on the Joplin Schools website under the Staff 
tab, Human Resources or through the Leave Administrator. 

• “Employee FML Request” is for the employee’s own serious health condition. “Family Member FML Request” is
for the employee’s spouse, parent or child’s serious health condition. Please note that the District’s definition of 
family member exceeds that of Family and Medical Leave. This documentation is used for all medical leave 
regardless of qualification of Family and Medical Leave. 

• All employee medical leaves will require that certification be completed by the healthcare provider (or family
members’ healthcare provider). Failure to submit paperwork may result in denial of FMLA or non-FMLA leave. 

RETURN TO WORK BY POSITION – Does not apply to minor illness*, maternity, paternity or family member leave. 
Teacher, Administrator, Administrative Support, Clerical: 

• Provide your physician with a copy of your job description and Fitness-for-duty release form to complete prior to
your return to work date, and; 

• Prior to return to work provide Fitness-for-duty release to the Leave Administrator.
• You must provide a Fitness-for-duty release from your physician to the Leave Administrator in order to return to

work. Failure to provide this release will delay your return to work.

Paraprofessional/Behavior Support, Transportation, Facilities, Food Service: 
For leave less than forty-five (45) days: 

• Provide your physician with a copy of your job description and Fitness-for-duty release form to complete prior to
your return to work date, and; 

• Prior to return to work provide Fitness-for-duty release to the Leave Administrator.
• You must provide a Fitness-for-duty release from your physician to the Leave Administrator in order to return to

work. Failure to provide this release will delay your return to work.
For leaves forty-five (45) days or more: 

• Prior to return to work contact your Leave Administrator to request a Return to Work physical with OccuMed.
You must have a release to return to work from your physician prior to scheduling. 

• You must provide a Return to Work release from OccuMed to the Leave Administrator in order to return to
work. 

RETURN TO WORK FOR MINOR PERSONAL ILLNESS, MATERNITY, PATERNITY OR FAMILY MEMBER LEAVE – All 
positions 

• Minor personal illness (cold or flu) with absences of 5 or less days are required to provide a physician’s release
to return to work. Absences that fall in this category are not required to provide a Fitness for Duty release. 

• A physician release must be provided to the Leave Administrator for maternity leave less than 6 weeks for
normal delivery or 8 weeks for Caesarean Section. 

• For maternity leave greater than 6 or 8 weeks as described or paternity or family member leave, this leave is
considered bonding leave and is not subject to physician documentation. 

• For family member leave, this leave is subject to the leave timeframe provided by the patient’s physician.

ABSENCE AND LEAVE POLICIES  
GBBDA – Family and Medical Leave 
GBCBC - Staff Absences and Tardiness 
GCBDA – Professional Staff Short-Term Leaves 
GDBDA - Support Staff Leaves 

Leave Administrator: Becki England – beckiengland@joplinschools.org, 417-625-5200 ext. 2001 
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EMPLOYEE RIGHTS
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave in a 12-month period 
for the following reasons:

• The birth of a child or placement of a child for adoption or foster care;
• To bond with a child (leave must be taken within one year of the child’s birth or placement);
• To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;
• For the employee’s own qualifying serious health condition that makes the employee unable to perform the employee’s job;
• For qualifying exigencies related to the foreign deployment of a military member who is the employee’s spouse,

child, or parent.

An eligible employee who is a covered servicemember’s spouse, child, parent, or next of kin may also take up to 26 weeks 
of FMLA leave in a single 12-month period to care for the servicemember with a serious injury or illness. 

An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, employees 
may take leave intermittently or on a reduced schedule. 

Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an employee 
substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s normal paid leave policies.

While employees are on FMLA leave, employers must continue health insurance coverage as if the employees were not on leave. 

Upon return from FMLA leave, most employees must be restored to the same job or one nearly identical to it with 
equivalent pay, benefits, and other employment terms and conditions. 

An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or trying to use FMLA leave, 
opposing any practice made unlawful by the FMLA, or being involved in any proceeding under or related to the FMLA.  

An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA leave. The employee must: 

• Have worked for the employer for at least 12 months;
• Have at least 1,250 hours of service in the 12 months before taking leave;* and
• Work at a location where the employer has at least 50 employees within 75 miles of the employee’s worksite.

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

Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it is not possible to give 30-days’ notice, 
an employee must notify the employer as soon as possible and, generally, follow the employer’s usual procedures. 

Employees do not have to share a medical diagnosis, but must provide enough information to the employer so it can determine 
if the leave qualifies for FMLA protection. Sufficient information could include informing an employer that the employee is or 
will be unable to perform his or her job functions, that a family member cannot perform daily activities, or that hospitalization or 
continuing medical treatment is necessary. Employees must inform the employer if the need for leave is for a reason for which 
FMLA leave was previously taken or certified.

Employers can require a certification or periodic recertification supporting the need for leave. If the employer determines that the 
certification is incomplete, it must provide a written notice indicating what additional information is required. 

Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under the FMLA, the 
employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must also provide a notice of rights and 
responsibilities under the FMLA. If the employee is not eligible, the employer must provide a reason for ineligibility.

Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will be designated as 
FMLA leave.    

Employees may file a complaint with the U.S. Department of Labor, Wage and Hour Division, or may bring a private lawsuit 
against an employer.

The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local law or collective 
bargaining agreement that provides greater family or medical leave rights.
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                  Joplin Schools 
EMPLOYEE’S REQUEST                310 W. 8th Street 
FOR FMLA LEAVE                Joplin, MO 64801 
(Family and Medical Leave Act)              (417) 625-5200 Ext.2001 
 
 
 The Family and Medical Leave Act (FMLA) provides protections for an employee seeking leave due to; a serious health condition, a family member’s 
serious health condition, a qualifying exigency for Military Family Leave, and injury or illness of a covered servicemember for Military Family Leave. 

Employer name and contact:  Joplin Schools - Becki England, (p) 417-625-5200 x.2001 (f) 417-781-2859   
 
 SECTION II: For Completion by the EMPLOYEE: Please complete Section II before returning this form to your employer.  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 and/or a family members 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.  Military Family Leave requires additional forms to be completed to determine qualification.  Contact your Employer 
for additional forms.  Your employer must give you at least 15 calendar days to return any of these forms. 29 C.F.R. § 825.305(b).  

NAME:  __________________________________________________________________________ 
  FIRST    MIDDLE    LAST 
 
 

ADDRESS:  _____________________________________________________________________________ 
 
CITY, STATE, ZIP: ______________________________________________________________________ 
 
PHONE NUMBER(S):  ___________________________________________________________________ 
 
JOB TITLE & SCHOOL: _________________________________________________________________ 
  
I request FMLA leave for the following reason: 

 _______ The birth of a child, or placement of a child with you for adoption or foster care; 
 
 _______ Your own serious health condition;  
      Please Explain:  _____________________________________________________________________ 
 
 _______ Because you are needed to care for your __spouse; __child; or __ parent due to his/her 
      serious health condition; 
 
 _______ Because of a qualifying exigency arising out of the fact that your __spouse; __ child; 
      __ parent is on active duty or call to active duty status in support of a contingency 
      operation as a member of the National Guard or Reserves. 
 

_______ Because you are the ___ spouse; ___ child; ___ parent; ___ next of kin of a covered         
     service member with a serious injury or illness. 

 
 

Leave will be:  ________ Continuous     _________ Intermittent 
 
Leave start date:  ______________________ Expected Return date:  _______________________ 
 
 
__________________________________________________________________________________________         
  EMPLOYEE’S SIGNATURE                                                                                                                                            DATE 
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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:  8/31/2021 

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. 29 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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