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WHAT IS FMLA?

Please see FAQs on page 7 for more specific information on
FMLA or call Human Resources (536-7527)



FMLA FORMS

Notice of Eligibility and Righls & U.S. Department of Labor
Respoensibilities ¥age and Holu [hvilen
{Family and Medical Leave Act)

OB Corind b, 1350003
ol 2RO

Tn general, to be eligible an enployee arust have worked for an employer ot uf least 12 onibs, mect the lours uf:mzmmqmrmmn inthe 12

months preceding the feave. and work at 2 site with at beast 50 emgloyees within 75 miles. While use of this form by employers is eptioaal. o

fully completed Form WII-I51 peovides employecs with the information required by 29 C.F.1. § 825.300(b), whish mast be provided within

five business days of the employee notifying the employer of the need for FPMLA leave, Pant B provides employecs with information

reganling their rights and respansibilitics for taking FAMLA beave, as roquined by 29 C.F.R. § 525.3000b). (<]

TROM;
Emplayer Reprosentative
DATE:
on yors informed s that you needed leave beginning on for:

“The birth of a chikl, or placement of achild with you for adeption or foater care}

Your own serios health condition;

Because you are needed 10 care for your apoizse; chitd; parent due to hisher serious health condition.
Becatise of u qualifying exigency arising ouf of the fat that your Spouse; son of daughter; paremd is on covered
sclive dity or call o covered active dily status wilh the Anned Forces.

Because you are he. SIS s0m or daughter; parent; nextof kin of'a covensd servicemember with o

serivus injury ur illness,
This Natice is 1o inform you that you:

Are cligible for FMLA leave (Sex Pant B bebow for Rights und Responsibilities)
Are nat cligible for FMLA leave, because tonly one reasan need be checked. alihough you may not be eligible for other reasons):
\m hawe not maet the FMLA'S :lmumh length o[s«mewqwmnh Asaf the first date of regriested keave, you will
‘¢ worl wards Uhis
Yo Nave ot et the FMILATS s orsn'\ ice oquirement,
Yoo not work andlor report to o site with S0 of mon employees within 75-miles.

10y Bave aly qucsions, eortact ot view the
FALA poster ocated in .

[PART LRIGHTS AND RESPONSIRILITIES FOR TAKING FMLA LEAVE]

As expluined in Part A, you meet the eligibality requisements for taking FMLA leave and still have FMLA Leave availible in the upplicable
12-manth period. However, In order for us ta your absence qualifies as FYILA leave, you must return the
falloming 10 s by (IF w weri is reguestcd, mplayers mist allow a1 Jeast 15
calindar days from roceipt of this natice: aattomal e may be requined im some cimsumstanees.) I sullicient i formation & 58 provided in
o Gimscly marmer, your beave may be denicd.

Sufficient certification 4o ssippaet yous regress for VLA feavee. A eemificsion farm that st Gt the infommuation nocessay 10 supert your
roquest in' s nod enclosed, )

Sufficient documentation lo extablish the reguired relativasbsip hetween you and your Eansly member:
Other anforinaticn necded fsuch s docutieetation foc alitary Bumily keave]:

Employee’s Serious Health Condition Wage wd Hout Divsion

Certification of Health Care Provider for U.S. Department of Labor ﬁwn.
]
(Family and Medical Leave Act) St

OMB Consrol Namber, 1 235.0003
Espire 2282013

SECTION [ For Complction by the EMPLOYER

INSTRUCTIONS to the EMI'LOYER: The Rumly and Medical Leave Act (FMLA) provides that an employer
may require an employes secking FMLA protections because of a need for beave due 10 a serious health condition to
submit a medical cortification issued by the employe's hiealth care provide, Plcase 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 emplovee 1o provide more information ﬂum :Ih!u-cd under the FMLA regulations, "9 C.ER. 8% .'ijﬂ(.—ﬁ‘s 308,
Employers must generally maintain i} m!nlmg Le mdum] or
medical historics of i created for iML edical nécords in separate files/reeords
from the usual personnel files and in necordance with 2 C.E.R. § 1630, 14{&]1 13, i the Americans with Disabilivies
Actapplies.

Employer name and contact;

Employee's job title: Regular work schedule:

Empleyee’s essential job functions:

Check il job descripiion is attac hed:

SECTION IE: For Compléclion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section 1 before giving this form to your medical
provider. The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical
centification 1o support a request for EMLA leave due 1o your own serious health condition. If requested by your
employer, your responss is required 1 eblain or retain the benefit of FMLA protections, 29 US.C. §§ 2613,
2614(¢H3), Failure 10 previde a complete and sulficient medical certification may result in a denial of your FMLA.
requést. 20 C.E.R. § 825313, Your employer must give you at least 15 calenddar days 1o retumn this form. 29 C.E.R.
§ B25.305(b).

Your name; AICHARD TUCKER
First Middle Last

SECTION Iz For Com| by he HEALTH CARE PROVIDI

IXSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested [eave under the FMLA,

Answer, fully and completely, all applicable parts. Several questions seek a respoiise as 1o the frequeocy or

dumuan of a condition, treatment, cte. Your answer should be your best estimate based upon your mcdacnl
P and iom of the pattent. Be as specific as you can; terms swch as “lifetime,”

“unkeown,” or “indeterminate” may not be sufficient to determing FMLA coverge, Limit your responses 10 the.

condition for which the employee is secking leave. Please be sure 10 sign the form on the last page.

Provider's name and business address:

Type of practice / Medical specialy:

Telephane: ] Fax:y( )

2 Fapel CONTINUED O NEXT FAGE Form WIE340E - Reised January 2008
Do sddiional infotmution seuienad
fard CONTISUEDON NEXT PAGE Form WHIJR1 Reviied Febmuary 1013

WH-380E Medical Certification FORM

Certification by a medical provider that employee’s need for leave
is a result of a serious medical condition

WH-381 Eligibility Notice FORM

To inform employee that they have met the
eligibility requirements for FMLA

4



FMLA FORMS

Cettification of Health Care Provider for u.s. Deparl.ment of Labor
Family Member's Serious Health Condition  Wage and Hour Ohision RWH.
(Family and Medical Leave Act)

o uwmunbn— l‘L‘ it

SECTION: l"urccmpl:tlw by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Fam\k}'and Medical Leave Act (FMLA) provides that an employer
may require an cmp!c\yw: seeking FMLA protections becanse of a need for leave to care for a covened family
member with a serious health condition fo submit a medical certific: issared by the health care provider of the
«covered family member. Please complete Section | before giving this form to your employec. . Your response is
voluntary, While you are not required to use this form, you may not ask the employee 1 provide more information
than allowed under the FMLA regulations, 29 C.E.R. §§ 825.306-825.308. Employers must gencrally maintain
records and documents relating to medical cenifications, recertifications, or medical histories of employees' family
members, created for FMLA purposes as con fidential medical records in separate files!records from the usval
personne! iles and in accordance with 29 CER, § 1630.04(2)(1), if the Americans with Disabilities Actapplics.

Employer name and contacr:

% 10 the EMPLOYEE: Please complete Section 1l before giving thiz form to your family
member or hisher medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical centification (o support & request for FMLA Teave o care for 3 covered family
‘member with a serious health condition, 1F requested by your employer, yeur response is required to obtain or
Tetain the benefit of FMLA protections. 29 US.C, £§ 2613, 2614(¢)3). Failure to provide a complete and
sulficient medical certification may result in 2 denial of your FMLA request, 29 C.F.R. § 825.313. Your cmployer
st give yYou an least 15 ealéndar days to retumn this form o your employer. 29 CFR. § 825305,

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 famity member is your son or daughter, daw of binth:

Dieseribe care yon will provide 1o your family member and estinente leave needed to provide cang

Emplovee Signatur: Date

Pigel CONTINUED G5 EXT PAGE Favmn WILIS0E Revivod January 2009

Designation Notice U.S. Department of Labor
(Family and Medical Leave Act) Wade dnd Haur Divlon,

Tai aeveral emdee the Py ] Dldeal o Act (FHLAL et e deguated m EMLA: pencted sl e inloies it Il e cnglnes of e
amount of leave that s FVILA FMLA, the
ekt oy oeiued Ir state In writing wha

s Becessary 1o nake the ~unruunn Whik use of his form by employees b opt
method of whth required by 20 C.F.R. §§ 825.300(c), 825.

To:

Date:

We have reviewed your request for Jeave under the FMLA and any supporting documentation tht you hive provided.
We received your most recent on and decided:

Vour FMLA Icave request Is approved. Al lcave taken for this reason will be designated as FMLA leave.

The FMLA requires that you notify us as soan as practicable if dates of scheduled leave change or are extended, or were
initially unknown. Based on the information you have provided to date, we are providing the following information about the
amount of time that will be counled against your leave entitlement:

___ Provided there is no deviation from your anticipated leave schedule, the following number of hours, days, or weeks will be
counted against your lcave

Because the leave you will need will be unscheduled, it is not possible to pi the hours, days, or weeks that will be counted
st your FMLA entitlcment at this time. You have the right to request this information once in a 30-day periad (if leave
was taken in the 30-day period).

Please be adviscd (check if applicable):
You have requested 10 use paid leave during your FMLA leave. Any paid Ieave taken for this reason will count against your
FMLA leave entitlement.

‘We are requiring you to substitute or use paid leave during your FMLA leave.
You will be required to present a fimess-for-duty certificate to be restored to employment. If such certification is not timely
received, your rerurn to work may be delayed until centificatior rovided. A list of the essential functions of your position
__ s notattached. If attached, the fitness-for-duty certification must address your ability to perform these functions,

Additional i ion is needed to de ine if your FMLA leave request can be approved:

____ The certification you have provided is not complte and sufficient to determine whther the FMLA applics to

request, You must provide the following inf no later thun +unless
(Provide at least seven calendar days)

practicable under the particular circumstances despite your diligen good faith efforts, or your leave may be denied.

(Specily information

We are exercising our right to have you obtain a secand or third opinion medical certification at our expense, and we will
provide further details at a later time,

— Your FMLA Leave request is Not Approved.
____The FMLA docs not apply to your leave request
— Youhave exhausted your FMLA leave Enmlnm-nl in the applicable 12-month period.

FAPERWORK KEl um TION ACT NOTICE AND MBLIC] BURDEN STATEMENT

is mandat FMLA. 29US.C.

§21E CoR mm S0 (0, % ooy kvrwn[‘k‘!:rﬂvwlumnw[‘)v“h ncomis s s for three years, 29 U.S.C, § 2616; 29 CER,

surrtly Labor

i thai i willake an average of 10 = 30 mines for r(»[xmknnmcmnplﬂuhu sulecion of nforsation,inlading he tms o e sing sinstiors,
 information. [f you have any comments

rtlur\h Sor reducing Lhis burdcn, send them 1o the Administrator, Woge
o Divime 0 Depariment of Lab, l!u-mS}Sﬂ’L!m[‘umulnlnn Ave,, NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM

TOTHE WAGE. ,\\'n HOUR DIVISION.
Form WH-382 Jamiary 2000

WH-380F Medical Certification FORM WH-382 Designation Notice FORM

Certification by medical provider that employee’s need for leave Provides employees with the written information required by
is result of family member’s serious medical condition 29 C.F.R. §§ 825.300(c), 825.301, and 825.305(c).



FORMS TO FILE — POLICE DEPARTMENT

FORMS TO COMPLETE

Disability who will be out of the workforce for

This will alert HR to place employee on FMLA

WORK-RELATED NO LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
NO MEDICAL CARE SOUGHT | C-2F Employer Email copy to HR
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
WORK-RELATED NO LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
MEDICAL CARE SOUGHT C-2F Employer Email copy to HR
C-30rC-3.3 EMPLOYEE Email copy to WCB
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
WORK-RELATED LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
MEDICAL CARE SOUGHT C-2F Employer Email copy to HR
C-3 or C-3.3 Claim Form EMPLOYEE Email copy to HR
C-11 Change of Status Form Employer Complete when employee returns to work,
discontinues work, increases or decreases
regular hours of work and when there is an
increase or reduction of wages
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
FMLA PHYSICIAN HR administers all FMLA forms
— All employees who are out for more than 3 days for | HR
on-duty (WC) or off-duty (Short-Term Disability)
injuries/illness should be placed on FMLA
I RPCF complete RPCF for employees on WC or Employer Email copy of RPCF to HR

more than 3 days. Indicate Paid or Unpaid Leave
on RPCF form
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FREQUENTLY ASKED QUESTIONS

FAMILY MEDICAL LEAVE ACT (FMLA)

FMLA is a mandatory federal leave law to protect employees who need to take time off
from work to attend to certain family and medical problems. It applies to employers with
50 or more employees and all public agencies and schools . FMLA allows an eligible
employee to take up to 12 work weeks of job-protected , unpaid leave for various family
and medical reasons, including medical leave when the employee is unable to work
because of a “serious health condition.”

In order to be eligible for FMLA leave, an employee must:
work for a covered employer;
have worked 1250 hours during 12 months prior to start of leave;
work at a location where employer has 50 or more employees within 75 miles;
have worked for the employer for 12 months (not required to be in consecutive order.

The 1250 hours include only those hours actually worked for the employer. Paid leave
and unpaid leave, including FMLA leave, are not included.

FMLA only requires unpaid leave. However, the law permits an employee to elect, or the
employer to require the employee to use accrued paid vacation, sick, personal for some or
all of the FMLA leave period. An employee must follow the employer’s normal leave rules
in order to substitute paid leave.

Employer must observe any employment benefit program that provides greater family or
medical leave rights to employees than the rights established by FMLA.

The employer must notify the employee, in writing, that WC leave is designated as FMLA
leave and will count against, and run concurrently with, the employee’s 12-week FMLA
entitlement. Most employers use form WH-381E Eligibility Form to inform employees
that they are eligible for FMLA. They use WH-382 Designation Notice to inform employees
that they are designated on FMLA. They provide physicians with WH-380 Medical
Certification form to verify a ‘serious medical illness.’

A covered employer must grant an eligible employee up to a total of 12 workweeks
of unpaid, job-protected leave in a 12 month period for one or more of the

following reasons:
For the birth of a son or daughter, and to bond with the newborn child
For the placement with the employee of a child for adoption or foster care, and to bond with that child;
To care for an immediate family member (spouse, child, parent, but not parent-in-law) with a serious
health condition
To take medical leave when the employee is unable to work because of a serious health condition;
For qualifying emergencies arising from employee’s spouse, son, daughter, or parent on covered active
duty or call to covered active duty as member of National Guard, Reserves, or Regular Armed Forces.

The FMLA does not apply to:

¢ Workers in businesses with fewer than 50 employees (threshold not applied to public and local
educational agencies employees);
part-time workers who have worked fewer than 1,250 hours within the 12 months preceding the leave
and a paid vacation;
workers who need time off to care for seriously ill elderly relatives (other than parents) or pets;
workers who need time off to recover from short-term or common iliness like a cold, or to care for a
family member with a short-term illness;
elected officials; and
workers who need time off for routine medical care, such as check-ups.

The most common serious health conditions that qualify for FMLA leave are:
conditions requiring an overnight stay in a hospital or other medical care facility;
conditions that incapacitate you or your family member for more than 3 consecutive days and have
ongoing medical treatment
chronic conditions that cause occasional periods when you or family member are incapacitated and
require treatment by health care provider at least twice a year;
pregnancy (including prenatal medical appointments, incapacity due to morning sickness, and
medically required bed rest.

An employee may choose to substitute accrued paid leave for unpaid FMLA leave if
the employee complies with terms and conditions of employer’s applicable paid
leave policy. If the employee does not choose to substitute applicable accrued paid
leave, the employer may require the employee to do so.




FREQUENTLY ASKED QUESTIONS

SPECIFIC TO CITY POLICE DEPARTMENT EMPLOYEES

YES, under FMLA

A covered employer is required to

Is City required to

GMU §207C

NO, under §207C

There is no provision for maintenance of

maintain
healthcare benefits
for City Police
officers injured on
the job?

group health insurance ge for employ

on FMLA leave whenever such insurance was
provided before the leave was taken. Insurance
is provided on the same terms as if the
employee had continued work.

healthcare benefits for Police officers under
GMU §207C

CBA Police

YES, under Police CBA

CBA, ARTICLE XlII, Section 5b. Workers’ Comp, page

NYS Workers’

Compensation

NO, under Workers’ Comp

Workers’ Comp does not require employers to maintain health care

37 states: “An employee who is out of work b
of the above Section (Workers’ Comp), will not lose
any benefits provided to him/her by this Agreement
provided he/she returns to duty within twelve (12)

benefits for employ unless the employee is covered on FMLA while
out on Workers’ Comp, then the employer is required to in health

insurance for the duration of FMLA.

weeks, subject to medical review and luation.”

If an employee is out on Workers’ Comp, and is out of leave accruals and
is not being paid by the City and only being paid by Workers Comp
(direct comp), he/she must make arrangements with Payroll to pay
his/her share of the healthcare premium.

NO, under FMLA

FMLA is unpaid leave. Employers have the
option of mandating that employees use leave
accruals while on FMLA which would provide
employees with wages.

Is City required to
maintain full,
regular wages for
City Police officers

injured on the job?

YES, under §207C

If awarded §207C, a Police officer is entitled
to full, regular salary or wages until the
work-related disability ceases.

YES, under Police CBA

If awarded §207C (ARTICLE XlII, Section 5a. Workers’
Comp, page 37 of CBA), a Police officer is entitled to
full, regular salary or wages until the work-related
disability has ceased.

NO, under Workers’ Comp

Workers’ Comp only provides a maximum indemnity of 2/3 AWW
adjusted by severity of injury with a current maximum of $808.65
(7/1/2014 to 6/30/2015) .

Workers’ Comp does not provide for full regular salary or wages—
only partial wages as per above.

YES, under FMLA

Upon return from FMLA leave, an employee
must be restored to the employee’s original job,
or to an equi job with equivalent pay,
benefits, and other terms and conditions of
employment. There is NO undue hardship
exception for the employer.

Is City required to
restore City Police
officers injured on
the job to their
original job or to
an equivalent job
after their return
from leave?

NO, under §207C

There are no reinstatement rights under
GMU §207C that provide for job restoration
to original job or to an equivalent job
following return from work-related injury.

NO, under Police CBA

There are no reinstatement rights under Police CBA
that provide for job restoration to original job or to
an equivalent job following return from a work-
related injury.

NO, under Workman’s Comp
Employers are only required to keep employee employed until he/she
recovers or reaches MMI Medical )

There is no guarantee of job restoration to original job or equivalent job
with equivalent pay, benefits and other terms/conditions of
employment under NYS Workers’ Comp. There are no reinstatement
rights under NYS WC laws, except for retaliatory discharges.

Employer is required, under ADA to make reasonable efforts to
accommodate employee’s new work restrictions so that he/she can

perform their job. If employer can r bly ployee,
ployer must d ployee. This is a requi pursuant
to the Americans with Disabilities Act (ADA).
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WORKERS’ COMPENSATION
INSURANCE

FOR WORK-RELATED INJURY AND ILLNESS

OMI NOILI3IS




WHAT IS WORKERS’ COMPENSATION?

* Compensation for economic loss (past and future)

* Reimbursement or payment of medical and like expenses
(functioning in this case as a form of health insurance)

» Benefits payable to the dependents of workers killed
during employment (functioning in this case as a form of
life insurance)

* Weekly payments in place of wages (functioning in this
case as a form of disability insurance)

Please see FAQs on page 15 for more specific information on how FMLA
interacts with Workers’ Comp or call Human Resources (536-7527)




HOW DO EMPLOYERS FILE A
WORKERS’ COMP CLAIM?

Employers are required to file a C-2F within 10 days from accident notification by employee.
Employees can file a C-3 or C-3.3 within two (2) years of date of accident.

CLAIM FORM Employer Claim Reporting Form

FILE C-2F BY FAX Dedicated, toll-free FAX to 877-567-5730
report claim C-2F

FILE C-2F BY EMAIL | Dedicated email address for WCReporting@wrightrisk.com
emailing C-2F

File C-3 BY FAX Dedicated, toll-free FAX to 877-533-0337

2 _ *If the employer faxes C-3 on behalf of employee, keep a
re port Cla Im C 3 copy of the fax confirmation in your records

CITY OF PLATTSBURGH WORKERS’ COMP SERVICES

City of Plattsburgh is a member of the COMP ALLIANCE, serves as the management
which is a group, self-insured workers' compensation company providing the City of Plattsburgh with policyholder

services, claims’ services, and risk management services.
COM P‘ ALLIANCE

program.



http://www.compalliance.org/%23top

WORKERS’ COMPENSATION FORMS:

C-2F, C-3

. WORKERS' .
WORKERS State of New York - Workers® Compensation Board COMPTRMTION Employee Claim
SR Employer's First Report of C-2F e e marttn Pt Do o 2t vy -3
ploy P Fil ou this form 19 apgly for workery’ compansstn berats becass of 8 work injury or wortsolaied Briess. Type or
. - print neaty, This form mary slsg be fesd out onving af wws wch my gow.,
Work-Related Injuryflliness — e IR
A, YOUR INFORMATION (Employes|

Awork-related injury or illness must be reported within 10 days (Per Section 110) of the injury/iliness or be subject o a penalty. 1. ama (Emp 1 2 D of Brty 7 i
Employers ara not raquired to submit form C-2F to the Workers' Compensation Board if the employers insurer will be submitting — = ¥ =
the accident information electronically to the Board on the employer's behalf. If you need assistance completing this form, please 1. Wating addrana
contact your insurer for guidance on the best method of reporting work-related accident information. If you submit this form to TR - - i TR
the Board, please send it to P.O. Box 5205, Binghamton, NY 13802 and provide 2 copy to your insurer. 4 SocalSecuiyMumear—__© ©  SProreNeter| ) 6 Gever (e [Jrense

7, WA yeu et 8 traralater i you e i ateed @ foard hesrng? Oy Ona M you for what barguage ¥,
Employee Name B. YOUR EMPLOYER(S)

2 Phors Mombes:

WCE Case Number {JGN) Date of Injury 1, Ermplyer han e —

3, Your work address:

= ™

Claim Admnistrator Claim Number

d Domyouworntond: 0 S £ Your scerviacds rame:
INSURER / CLAIM RATOR INFORMATION £ L ramasiodcresses of any oifer erepiopir{) at Te e o your iy Tress
Insurer Name Insurer ID
yToe 1. Dhc oy ko Seree from wok at P cthver seploymerts] s & resct of pous mrpivess?  [lves (1Mo
€. YOUR JOB on the date of the injury or iliness
Info/Attn 1. st wat your job 1 o dedcrption”
Address 2. What e of activitas & you rormaly padorm at weor?
City State.
3 Wmpor et (teckenal  [Jruiime [ PatTee [ Seascal [ vowtow [ Otter.
Postal Code Country
ER - T e A T T —— =T
Claim Admin ID

& D you peceive lodging of S8 im addition & your pay T Bl‘m O Tyes. ceacrite

EMPLOYEE INFORMATION

D. YOUR INJURY CR ILLNESS

First Name Middle 1, Dot ofnryor date ofrsatclibaes 1 1 2 Trm e O Clen

Last iang Sufie 3 Ve s the nporyloams haggen? o ., 1 Vian Seet, Peteryudis, 2 o Soed oo

Mailing Address.

City State 4 Waa pis s ol ok eeston? [¥es [TIMe @m0, why were oo o0 s location?

Postal Code Country

Phone Number Date of Hire & VWhat werm you doing when ou wars inned of became 17 j § . uricadng & Fuck. fping & port

Date of Birth Gender [ Male []Female [JUnknown w5 SN 4 ot i B WA o6 ]

Employes SSN

T. Explain kiffy e nature of your rjurptiness #pcied 0.3, orvheady

C-2F (5-13) Page 10f3 www.web.ny.gov bt ik At i T Wl gov
C-2F Claim FORM C-3 Claim FORM
Work-related injury or illness report within 10 days To apply for WC benefits as a result of a work injury
as required by §110. or work-related illness.
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WORKERS’ COMPENSATION FORMS

C-3.3, C-11

E“;\wiﬂj-.t\\ TN Limited Release of Health Information C'3 3 STATE OF NEW YORK
‘&A\m ] Momriiis [HIPAA) . WORKERS' COMPENSATION BOARD
tate & ‘ork - Warkers® Compensation Bosed
o " - EMPLOYER'S REPORT OF INJURED EMPLOYEE'S CHANGE
WCBCasabio (fyoibnowsty IN EMPLOYMENT STATUS RESULTING FROM INJURY

To Claimart: You recenved raatment for lwmou Py 1 the same mﬂﬂ' Tor &n Bnosa umiar o e one descrbed In your cumsnt This report is to be filed directly with the Chair, Workers' Compensation Board at the address shown on reverse side as soon as the
Clin. il oud v form. T form slows e Peah care provideny you Bealh care nlonaton shout your predous npry’ employment status of an injured employee, as reported on First Report of Injury, or on & previous Form C-11 or EG-11, is changed.

g Change in employment status includes return to work, discontinuance of work, increase or decrease of regular hours of work and

increase or reduction of wages. A copy should also be sent to your insurance carrier.

syt you havs & nght 1 get & copy of the form. Iy da no undierstand B form, tak ko your legal represectative, If you da not ha 8 logal
mpmsentat o arkers 3t o Workory' Componsation oard 058618
V. i A for e ¥ ol i s o Cal B A AL COMMUNICATIONS SHOULD REFER TO THESE NUMBERS
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C-11 Employer’s Report FORM

To communicate the change in employment status of an
injured employee, as reported in C-2, or a previous C-11 Form.

C-3.3 Health Information FORM

To allow the health care providers you selected to release health care
information about your previous injury/illness to your employer’s WC
insurer. Employee completes if there is a re-injury to the same body part.
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FORMS TO FILE — POLICE DEPARTMENT

FORMS TO COMPLETE

Disability who will be out of the workforce for

This will alert HR to place employee on FMLA

WORK-RELATED NO LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
NO MEDICAL CARE SOUGHT | C-2F Employer Email copy to HR
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
WORK-RELATED NO LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
MEDICAL CARE SOUGHT C-2F Employer Email copy to HR
C-30rC-3.3 EMPLOYEE Email copy to WCB
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
WORK-RELATED LOSS OF TIME INJURY REPORT Employer Email copy to HR
and
MEDICAL CARE SOUGHT C-2F Employer Email copy to HR
C-3 or C-3.3 Claim Form EMPLOYEE Email copy to HR
C-11 Change of Status Form Employer Complete when employee returns to work,
discontinues work, increases or decreases
regular hours of work and when there is an
increase or reduction of wages
§207C Employer File at PD; Send to Mayor, copy HR and Payroll
FMLA PHYSICIAN HR administers all FMLA forms
— All employees who are out for more than 3 days for | HR
on-duty (WC) or off-duty (Short-Term Disability)
injuries/illness should be placed on FMLA
I RPCF complete RPCF for employees on WC or EMPLOYER Email copy of RPCF to HR

more than 3 days. Indicate Paid or Unpaid Leave
on RPCF form

14




FREQUENTLY ASKED QUESTIONS

WORKERS’ COMP and FMLA

FMLA is a mandatory federal leave law to protect employees who need to take time off
from work to attend to certain family and medical problems. It applies to employers
with 50 or more employees and all public agencies and schools. FMLA allows an eligible
employee to take up to 12 weeks of job-protected leave for various family and medical
reasons, including medical leave when the employee is unable to work because of a
serious health condition.

The employer must notify the employee, in writing, that the Workers’ Comp (WC) leave
is designated as FMLA leave and will count against, and run concurrently with, the
employee’s 12-week FMLA entitlement. Most employers use WH-381E Eligibility Form
to inform employees that they are eligible for FMLA. Form WH-382 Designation Notice
informs employees that they are designated on FMLA. Physicians are provided with WH-
380E Medical Certification form to verify an employee’s ‘serious medical illness’ and
WH-380F for verification of a family member’s serious health condition.

If employee is eligible for leave under FMLA for a ‘serious medical condition,” WC leave
should be treated under FMLA. Since the FMLA statute does not distinguish between
work-related and non-work-related injuries, any on-the-job injury tat requires an
employee to take leave to seek inpatient care or continuing treatment likely will be
covered under FMLA.

If the employee qualifies for FMLA leave and the employer normally pays for Hl, the
answer is yes. Although most state WC laws do not require employers to pay for HI
during a WC leave, FMLA requires the continuation of Hl benefits during a FMLA leave. If
the WC leave runs concurrently with FMLA, health care benefit continuance is required.

FMLA allows employers to require employees, or allows employees to elect to substitute
accrued vacation, sick, or other paid leave for all or part of the 12 weeks of unpaid leave
under FMLA.

If covered under FMLA, employee must be reinstated to the same or an equivalent
position. The employee must be reinstated even if the employer did not notify the
employee of FMLA coverage.

If the employee does not return to work at the end of the 12-week FMLA leave, the
employer may terminate the employee without violating FMLA as long as the
termination is consistent with the treatment of similarly-situated employees who have
taken FMLA leave. The employee must have been properly placed on FMLA leave and
notified that the time off for WC leave ran concurrently with FMLA.

Further considerations: the employee may be considered disabled under the
Americans with Disabilities Act (ADA), and therefore, may be entitled to additional
leave as an accommodation.

If you are being paid directly from WC instead of receiving a check from the employer,
in most cases, you will be required to pay for your portion of your health insurance
premium. You must make arrangements with payroll to pay your weekly share of
premium cost while you are on leave.

Your employer may not terminate you as a retaliation for a workers' comp claim. For
contracted employees, your contract should list the specific reasons your employer
may terminate you. Occupationally-injured employees have significant job protections
under Civil Service Law. CSL § 71 provides that an employee be allowed leave due to
an occupational injury or disease as defined in Workers’ Comp Law. CSL § further
provides that an occupationally disabled employee is entitled to a cumulative leave of
absence of at least one year.
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WHAT IS THE ADA?

The Americans with Disabilities Act (ADA) became law in 1990. The ADA is a civil rights law that
prohibits discrimination against individuals with disabilities in all areas of public life, including
jobs, schools, transportation, and all public and private places that are open to the general public.

The purpose of the law is to make sure that people with disabilities have the same rights and
opportunities as everyone else. The ADA is divided into FIVE TITLES (or sections) that relate to
different areas of public life.

This title is designed
to help people with disabilities access the same employment opportunities and benefits available to people
without disabilities. Employers must provide reasonable accommodations to qualified applicants or employees.
A “reasonable accommodation” is a change that accommodates employees with disability without causing the
employer “undue hardship” (too much difficulty or expense). Regulated and Enforced by Department of Labor —
EEOC Division

This title prohibits discrimination on the basis of disability by “public entities,” which are
programs, services and activities operated by state and local governments. The public entity must make sure its
programs, services and activities are accessible to individuals with disabilities are paid. Regulated and Enforced
by Department of Justice

This title prohibits private places of public accommodation from discriminating against
individuals with disabilities. Examples of public accommodations include privately-owned, leased or operated
facilities like hotels, restaurants, retail merchants, doctor’s offices, golf courses, private schools, day care
centers, health clubs, sports stadiums, movie theaters, and so on. Regulated/Enforced by US Department of
Justice.

This title requires telephone and Internet companies to provide a
nationwide system of interstate and intrastate telecommunications relay services that allows individuals with
hearing and speech disabilities to communicate over the telephone. This title also requires closed captioning of
federally funded public service announcements. Regulated by FCC.

The final title contains a variety of provisions relating to the ADA as a
whole, including its relationship to other laws, state immunity, its impact on insurance providers and benefits,
prohibition against retaliation and coercion, illegal use of drugs, and attorney’s fees. This title also provides a
list of certain conditions that are not to be considered as disabilities




FREQUENTLY ASKED QUESTIONS

WORKERS COMPENSATION and ADA

The title | employment provisions apply to private employers, State and local
governments, employment agencies, and labor unions with 15 or more
employees.

The ADA prohibits discrimination in all employment practices, including job
application procedures, hiring, firing, advancement, compensation, training, and
other terms, conditions, and privileges of employment.

Employment discrimination is prohibited against ‘qualified individuals with
disabilities.”

An employer may not ask or require a job applicant to take a medical
examination before making a job offer. An employer may, however, ask
questions about the ability to perform specific job functions and may, with
certain limitations, ask an individual with a disability to describe or demonstrate
how s/he would perform these functions.

Reasonable accommodation is any modification or adjustment to a job or the
work environment that will enable a qualified applicant or employee with a
disability to participate in the application process or to perform essential job
functions.

An employer is only required to accommodate a “known” disability of a qualified
applicant or employee. The requirement generally will be triggered by a request
from an individual with a disability, who frequently will be able to suggest an
appropriate accommodation.

Yes. While a current illegal user of drugs is not protected by the ADA if an
employer acts on the basis of such use, a person who currently uses alcohol
is not automatically denied protection. An alcoholic is a person with a
disability and is protected by the ADA if s/he is qualified to perform the
essential functions of the job. An employer may be required to provide an
accommodation to an alcoholic. However, an employer can discipline,
discharge or deny employment to an alcoholic whose use of alcohol
adversely affects job performance or conduct. An employer also may
prohibit the use of alcohol in the workplace and can require that employees
not be under the influence of alcohol.

Only injured workers who meet the ADA’s definition of an “individual with
a disability” will be considered disabled under the ADA, regardless of
whether they satisfy criteria for receiving benefits under workers’
compensation or other disability laws. Work-related injuries do not always
cause physical or mental impairments severe enough to “substantially
limit” a major life activity. Therefore, many injured workers who qualify for
benefits under workers’ compensation or other disability benefits laws may
not be protected by the ADA.

The ADA requires that employers provide reasonable accommodation for
the known disability of a qualified individual, unless to do so would impose
an undue hardship on the operation of the employer’s business. Undue
hardship is an exception to the employer’s obligation to provide reasonable
accommodation. “Undue hardship” means that an accommodation would
be unduly costly, extensive, substantial, or disruptive, or would
fundamentally alter the nature or operation of the business.
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DISABILITY INSURANCE

FOR OFF-DUTY INJURY OR ILLNESS
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WHAT IS A SHORT-TERM DISABILITY?

The City of Plattsburgh provides full-time and part-time salaried employees with
short-term disability income benefits should they become temporarily disabled
off the job.

Temporarily disabled means the employee is not able to work for a short period
of time due to sickness or injury not related to his or her job. The City pays the
full cost of this benefit — except for Level 3 managers who contribute.

Short term disability insurance pays a percentage of the employee’s
salary if he/she becomes temporarily disabled.

There is a 7 day waiting period before benefits are paid.

The City’s disability policy requires evidence from a
physician that explains employee’s condition and estimates how long they will
be gone from the job.

Depending upon contract provisions, but in most cases, if the
employee uses accruals and hence, is paid by the City, the disability insurance
provider will pay the City and the employee will have his/her sick leave accruals
credited back in terms of sick leave.

Many policies will not cover disabilities caused by suicide attempts,
drug abuse, war, or attempts to commit a crime. Pre-existing conditions are also
frequently excluded. On-the-job injuries, which are covered by workers’
compensation insurance, also are not covered.




WHAT COMPANY PROVIDES SHORT-TERM
DISABILITY FOR CITY OF PLATTSBURGH

Dearborn National offers a broad selection of highly competitive
insurance and financial products covering diverse markets,
including: Group Benefits (employer-paid/voluntary), Worksite,
Individual and an array of Enhanced Product Services.

The parent company of the Dearborn National brand companies,
Health Care Service Corporation, a Mutual Legal Reserve
Company, (HCSC) is the largest non-investor owned health insurer
in the United States and the fourth largest overall.

First Niagara Benefits administers the Short-Term Disability policy
for the City of Plattsburgh.

pearborn 3%
Nattonal

New York Disability Claim Office
85 Allen Street, Suite 201
Rochester, NY 14608
(800) 421-3711




HOW DO EMPLOYERS & EMPLOYEES FILE A

DISABILITY CLAIM? USE FORM DB-450

NOTICE AND PROOF OF CLAIM
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Claim Form DB-450 (page 1)
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FOR DISABILITY BENEFITS
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Claim Form DB-450 (page 2)

STATE OF NEW YORK WORKERS' COMPENSATION BOARD
Andrew M., Cuomo, Gevernor Robert £ Beloten, Char

STATEMENT OF RIGHTS - DISABILITY BENEFITS LAW

IF YOU ARE UNABLE TO WORK BEGAUSE OF A NON-OGCUPATIONAL
ILLNESS OR INJURY, YOU MAY BE ENTITLED TO DISABILITY BENEFITS

1. Your employer is required by law to provide for the payment of Disability Benefits to hisiher employees.

2. Statutory Disabilty Benefits are payable for any non-work related injury or iiness (including disabilty due to
pregnancy) beginning with the Bth consecutive day of cisability. Benefits are payable for up to 26 weeks. Benefit
payments are based on your average weekly wages for the exght weeks immeciately prior fo your disabiity, and
are subject 1o the maximum allowable by the law in effect on the initial day of disability. Your emglayer or union
may provide for diferent benefits which are at least as favorable s statuiory benefits under an approved Disability
Berefits Plan or Agreement

3. TO CLAIM BENEFITS you should file written notioe and proof of disability (Claim Form DB-450 with your
empioyer or the insurance carrier named below within 30 days from the first day of your disabilty, or all or part of
your claim may be rajected In no event shouid you wait more than 25 weeks from that date to filé a claim You
may GEtain Form DB-450 from your employer, i insurance carmer, your healh care provider or by contacting the
Warkers Compensation Board. (See address and telephone number below.) Da not assume that your emplayer
has fled & claim on your behalf, claim filing is your responsibility.

4. You are enfitied to be treated by any physician, chiropractor, dentist, nurse-michwife, pociatrist or psychologist of
your choice. Uniike workers' compensation, your megical bills will not be paid by your employer or the instrance
carier, unless your employer andior union provides for the payment of medical bils under an 2pproved Disability
Benefis Flan or Agreemert.

& Disabiity Berefits are 1o be paid directly to you by the irsurance carrier, not through your employer, urless your
empioyer is an approved selt-insurer

&. If your employer or the insurance carrier contends that you are not entitled to the payment of Disability
Eanzﬁtﬁ they are required to send you a Notice of Rejection, within 45 days of the filing of your claim,
you the reasons benefits are not being paid. If you disagree with thair rejection, you have  legal
ngm to request a review of the rejection by the Workers' Compenisation Board, IMPORTANT: If within 45 days of
filing your claim you do not receive benefits and do not receive a Notice of Rejection (Form DB-451), promptly
contast the Workers' Compensation Board at the telephone number below

7. If your y is the result of ai have filed a claim for no-fault benefits, you
st alea e & gl (Form DB-450) fordsabiy benefts I you do ol fllafor disabilty banaft, he ne-fault
insurer may reduce your no-fault p: . IMPORTANT. In such cases, i you are not entitied to disabiliy
baneifs, mmecistely achise The no-Taut Insurence camer

8. Your emplayer may ot ask you ta waive your right to disabilty benefits nor may your employer deduot more than
60 cents  week (Unless the additional Sontr bUtKGn is part of 2n approved plan) from Your pay to contribute 1o the
payment of disability benefits insurance premiums. You cannot be dischargad o discriminatad against for

ing a claim for disability benefits.

IF YOU HAVE DIFFIGULTY IN OBTAINING A CLAIM FORM OR NEED HELP IN FILLING IT QUT, OR IF YOU HAVE ANY
OTHER QUESTIONS OR PROBLEMS ABOUT A NON-WORK RELATED INJURY OR ILLNESS, CONTACT ANY OFFICE OF

THE WORKERS' COMPENSATION BOARD.

Rosexr & seLomen

This ntermation Is a simpifed presentation of your ights asroquired by Sachion 224
f the Disabilly Beneits Law. Your empieyers disebilly benels insurance camer i

Dearbom Nallonl e Insrance Corpary of Mew York
Adminisireiive Office - 85 Allen Streel, Sute 210
Fochester NY 14808

NYS Workers' Compensation Board, Centr

ized Mailing, PO Box 5205, Binghamton, NY 13902-5205
Customer Service Toll-Free Line: 877-632-4996

IS s
DB-2715 (1-11) ESTE AESUMEN ESTA ESCAITD EN ESPANOL AL DORSD,

Form DB-271

For employees with an off-duty injury or iliness, provide them Claim Form DB-450 and Form DB-271.

[R———

Employee completes Part A,
Employee health care provider completes Part B,
City Human Resources completes Part C
Completed form is sent by HR to Karen Rulfs @ First Niagara Benefits who then files the DB-450 claim with Dearborn National
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INSTRUCTIONS FOR COMPLETING

DB-450 DISABILITY CLAIM FORM
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INSTRUCTIONS FOR FILING DB-450 CLAIM FORM For Claim Form DB-450, employee completes Part A. Then, employee’s health care provider
completes Part B, Lastly, City Human Resources completes Part C. Completed form is then sent by HR to Karen Rulfs @ First Niagara Benefits who files
with Dearborn National. Note: only physicians, chiropractors, psychologists, dentists, podiatrists, and nurse-midwives can sign Part B, not nurses or physician’s assistants.
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FREQUENTLY ASKED QUESTIONS

SHORT-TERM DISABILITY

Disability Benefits are temporary cash benefits payable to an eligible wage earner who is
disabled ban off the job injury or illness.

You are eligible if you are working or have recently worked for a covered employer for at
least four consecutive weeks. City of Plattsburgh is a covered employer.

Benefits are 50% of your average weekly wage (AWW) based on your last eight weeks of
employment, not counting the week in which your disability began, if its inclusion would
lower your benefit rate up to a maximum benefit of $170/week.

Benefits are payable for a maximum 26 weeks of disability during 52 consecutive weeks.

The first seven (7) days of disability are a waiting period for which no benefits are paid.
Benefits begin on the eighth consecutive day of disability.

If you are disabled for longer than 7 days, your employer will provide you with a
Statement of Rights under the Disability Benefits Law (Form DB-271) and a claims form
(DB-450) within five days of your employer’s knowledge that you are disabled.

You should file your claim within 30 days after you become disabled. Claims filed late are
not necessarily rejected, but you will not be paid for any disability period more than two
weeks before the claim was filed unless you can show that it was not reasonable possible
to file earlier. You will not receive any benefits if your claim is filed more than 26 weeks
after your disability began.

If your claim is properly completed, you should receive the first payment within four
business days after the 14" day of disability, or four business days after receipt of your
claim, whichever is later. Further benefits are payable every two weeks provided there is
medical documentation to substantiate the disability.

There will be supplemental medical reports that must be submitted
throughout the entire period of disability. Failure to return these reports
may result in the suspension of benefits.

Yes, if the disability results from an injury, the claimant must explain how, when,
and where the injury occurred on the DB-450 Form.

Employee completes Part A, health care provider completes part B and Human
Resources completes part C.

If the injury is work-related and the WC claim is controverted by the employer, the
employer must include a copy of Form C-7 (Notice of Compensation is
Controverted).

If you contribute towards the cost of disability insurance, your benefit may not be
fully taxable.

If your claim is rejected, you have a right to ask the Workers’ Compensation Board
for a review.

Your eligibility for Disability Benefits is governed by the NY Disability Benefits Law.

Dearborn National Life Insurance Company of New York
New York Disability Claim Office
85 Allen Street, Suite 201
Rochester, NY 14608
(800) 421-3711
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