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Designation Notice ~ U.S.Department of Labor ??;W"

(Family and Medical Leave Act) Wage and Hour Division . o R

OMB Control Number: 123 50003

Expires; 5/31/2018
Le’lve coverced under the Famity and Medieal Leave Act (FMLA) must be designated as FMLA—prnteeted and the employer mast itforan the eniployee of the :
amount of feave that will be counted ngainst the employee’s FMLA leave entitfentent. In drder to datermine whether leave is covered wnder the FMLA, the !
employer may request that the leave be supported by @ certification, I the cevtifleation is lncomplele or iusaflicient, the etaployer must-state in writing what ;
additional information is necessary to make the cerfificntion complete and sufficieat. While use of this form by employers is optional, a fuily completed Form
WH-382 prevides an easy methiod of providing emplovees with tie written information requived by 29 C.F.R. §§ 825.30{{c), 825.301, and 825,305(c}).

Ta: Salvatore Ziccarelli- Ex Ops #386581
Date:  December 29, 2015 |

We have reviewed your request for leaye under the FMILA and any supporting documentation that you have provided.
We received your most recent information on December 24, 2015 and decided:

“X __ Your FMLA Teave request is approved. All leave taken for this reason will pe designated as FIVELA leave.

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

_ Provided there is o deviation from your anticipated leave schedule, the fnl lowing number of hours, dnys or weeks will be
counted againgt your leave entitlement: _

X Because the leave you will need wilt be mlscheduled, it is not possiblé to provide the hours, days, or weeks that will'be counted
against your FMLA entitlement af this time. You have the right to request this information once i a 30-day period (if leave
was taken in the 30-day period}. Approved: INT/S, January 28, 2016, Up to 7 episodes a month, up to 1 day per episede

Please be advised (check if applicable): e
You have requested o use paid leave during your FMLA leavs, Any paid leave taken for this reason will count against your
FMELA leave entiflement.

We are requiring yon to substitute or use paid leave during your FMLA leave.

.. You will be required to present a fitness-for-duty certificate 1o be restored to employment. 1f such certification is not timely
received, your refum to work inay be defayed until cestification is provided. A list of the essential functions of your position
___is ___isnotattached. If attached, the fitness-for-duty certification rust address your ability to perform these fungfions.

___Additioual infermation is needed to determine if your FMLA leave request can be approved: -

The certification you have provided is not complete and sufficient to determine whether the FMLA applies o your feave

request, You musi provide the following information no later than | - _, unless it is not
{Provide at leasi séven calendor days)

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

{Specify infermation needed to make the eertification complete and sutficient)

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

_ Your FMLA Y.eave request is Not Approved. !
The FMLA does not apply to your leave request. 5
You have exhausted your FMLA igave entitlement in the apph(,ablc 12-month period.

PAPERWORK REQUCTION ACT NOTICE AND PUBLEC BURDEN STATEMENT
It is mandatory for employers 10 infore empioyu.es in writing whether feave requestecd under the FMLA has been determined to be covered under the FMLA, 29 L S C.
$ 2617, 29 C.F.R. §§ 825.300(d), {c} X is mandatory for employers to yefain a copy of (s disclostve in their reconds for lwee years. 20 U.S.CL 8 2616: 29 CFR. § :
825.500. Persons are not required fo respond to this collection of information witess it displays a curvently valid OMB control number. The Dcpan‘mem of Labor i
estimates that it will take ad average of 10 - 30 minutes for vespondeats to complete this coftection of information, {ncluding the tiue for reviewing insteyelious, :
searching existing data sources, gathering and mainlaining the data needed. and completing and reviewing the coffection of information. I you Have any comments
reganding this burden estismate orany other aspeet of this colection Information, including suggestions for reducig #iis burden, send them to the Administratoy, Wage i
and Houwr Divigion, U.8. Deparbnient of Labor, Rosn $-3502, 200 Constitution Ave., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM !
TOTHE WAGE AND HOUR DIVISION, ;
' Form WH-382 fanuary 2009 N
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R e . COOKCOUNTY SHERIFF'S OFFICE
‘ © BUREAU OF HUMAN RESOURCES
3026 South Califoraia Avenue, Building 2, First Floor, Room 118

118

Chicago, il 60608 )
PHONE NUMB,‘ER 773-574-8407 FAX NUMBER: 773-674-8168
3 FAMILY AND MEDICAL LEAVE OF ABSENCE (F?ALA) RE%{UEST
. INSTRUCHIONS: : ia - 9‘ \ \ Ij( !g’ -
1. Each secifon miust be completed as part of the approval process. Plaase Initfal the appropriase FMILA saction.
- 2. Youhave 15 daysin which to retusn the completed forms to HR Employee Services. Allincomplete packets will be
' . returned o you and will cause a detay In pirocessing.
o 3. Only original HR/FMLA forms will be accepted.
pird 4. Only a Health Care Provider can comprele the Certification of Health Care Provider Farm.
L&
T
?é‘ SECTION 1 - Ju'tm Request:

S am requesting a leave of absence under the Cook Cuunw Sheriff's Office Family and Medical Leave of Absence Paiicy (Number 07-
3). }am responsibie for ansuring (he completion of the FMLA forms ang providing any other documentation as requirad yndet the
policy. | understand and agree {0 the terms set forth | the Countv's policy. } am requesting the absence for the following reasons
{initial your sec(tun} \ .

[drlﬁ Thie birth af my child and and/ur care oi my newbarn child. vy child was bom/‘ls expected 1o be on

(da!é} )

! & {datal.

ﬁ ro care for my child, Spouse, or parent {piease circle one) wha has 3 serious health mndlttun Praof of refationship s
requnred {i.e., copyof marriage Yicense oF bivth certificate) is required. . ‘

p The p]acement of a child, with me lor adoption/foster care. This placement witt take placeon 1,5 2

/>< To ate for my own serious hea!zh condmon which makes me unabia to gerform the essentiai funetions uf my job.

) )Up Tocare for a family memberwhu is a service membar of the Armed Forees whio was injured or il while on active military
duty. o ) .

_9&‘ For any quahfymg exigency {recessity} that arises out nf a cn\fered military member {spouse, son, daughter or parent) beig
© . onactive duty or calfed u to active duty,

sécﬂ 2-FMLA leave and duration reguest:
I am requesting the following type of izave and duration {injtlal your selaction):

Asingle perfod of ébsence from’ {Start Date)so ___ {Enpected End Date). A single period of

37 13 PO R
- Aniatermiltent Leave: Probable frequencv {t.e.. 1-2 days 9 week, month, year) _}~ © U{g An intermittent leave s
taken in separale hiocks of time due to 2 single qualifying reason. FMLA feave may be taken whenever medically necessary

to care for 3 family member with a sericus health condition or because the employee is unabla to work due fo thelir swn
serious medical condition. :

$2-24~15;10: 28AM; Loyo 2 at North Riverside

e REduced Schedule Leave: Heduced hours per work day orwarkweek . Areduced schedule leavs reduces
an employee’s wsual number or working towss per work week or fuaurs per wark dav Areduced schedude must be -
provided. {Note Fiex tirne {s not 2 reduced schedoele leave),

FMLA 00028
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/  absence is taken { a single period of time not to exceed twelve 112} workweeks in 2 twelve (12} month period, laken for ene
occurfence, :
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| agree that | am responsibie for my portion of the hiealth premium incurred while on disability ieave should | decida to use
this Jeave while on BMLA. The oepartmsnt of Risk will bif me direetly For my portion of the health premium.

X(:/ilgme that if | do not retuen to werk for at least thirty (30} calendar days after the comp tetion of my leave, except when |

cannot recurn bacause of 3 sedous health condition, the County will seek to recoup its share of any health insurance
premium incurred during my leave, | also agree that, apart from any Federal, State or Local wage payment or ather laws
limitting the about that can be deductad {from paycheck(s); | will owe the County the full dmount of any health Insurance
prem:um payments that remains unga:d aftér the payehack deductions(s). .

) 4«-5 anation g Cantractu { riphts Gnder FVLA:

M funderstand that this Agreement is not intended to create a0y cuhtra_ctuai rights for centinued employment.
SECTION  Benefit Time Period: '

M\derstand thatift faii t6 return frcm work at the end of my lgave and my employment relationship with Cook County
might be subject to tetmination, the period of time an my leave wili be applied towards COBRA beneflt periad.

. SECTION § — EVILA Fraud:

z‘f""‘;’certlfy that all nfermation it this FMLA Ragquest and ob apy other decuments bs true 8ad complete, 1 U.ndEfstﬂnd that if my
FMLA request is appraved, any faise Information, omissions, or misrepresentations mada an this FMLA request.or sny
other decuments | have submitted diring the process may result in the dental of my FMLA request and discinlinary actlan
up 10 and Incjuding termination. In consideration of my FMLA requast, | agreg 10 follow the department rutes and ‘ i
reguiations. 1 acknowledge that | kave recelved a copy af the Family and Medical Leave Paticy (Number 07-3) and that | i
understand | must abide by its pravlslons .

e f e Lundarstand thatthis FMLA cequest.- may.be-approved.for.one-of the.Jeaves-in-Section-1.-Re-certificatiorwill-berequestag™-— """
after thirey days (30) and after six {6} months if the FMLA is being utitized (8 for a different type of FMLA teave and/or o
duration,

“This signature acknaw]edges my receipt and understandmg of the Famd\,r and Madical leave of Abseme Request.

DATE OF REQUEST: ' S IDE:

A D1Dels” | 286RB
%;g Dei /Eicops | 2-10 - Gp T o
1752 0 #2077 B

FMLA 00029
Joint Exhibit 4 Page 3 of 8



'Empieycu’sjob ﬁtla; - - Reguler work schedule:

Case: 1:17-cv-03179 Docume 24 Page 4 of 8 PagelD #:1564

12-24-15; 10 28Ak; Loyola at North mver%%,[gggﬁ'yftgt 4 7083548786 # o/ 15
Certification of Health Care Provider for U.S. Department of Labor igmamems <
Emplayee’s Serious Health Condition Wage and Rour Oivisian j WH *

(Family and Medica! Leave Act) n S
DO NOT SEI\D COMPLETER FORM TO T‘I-I]! DEPARTMBNT OF LABOR; RETURN TO THE PATIENT OMB Controf Numbar: 1235.0803

Ekp res: $731/3018

SECTION [k For Completion by thc EMPLOYER .
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leswe Act (FMLA} provxdes that an emplayer may
require 2n employee seeking FMLA protections because of a need for feave due to 3 serious health condition to submita

‘medical certification issued by the employee's health care provider. Pleuse complete Seetion I before giving this form to

your employee. Your response is voluntary. While you are net required to use this form, you may not ask the employee
pravide more infermation than allowed under the FMLA regulations, 29 CF.R. §§ 823, 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 eonfidential medical records in separate filesirecords from the usual personne]
fites and in accordance with 29 C.R.R. § 1830.14(c)(1), if the Americans with Disabilities Act applies, and in accordance
with 29 C.E.R. § 1635.9,if the Genetic Infom\mon Nondiserimination Act applies. '

Empzoye: name and contacr:

Employee's essential job Aanctions:

' Cheek if 301: description is anar.hc-d‘

- SECTION I¥: For Complct;on by the EMPLOYEB

INSTRUCTIONS to the EMPLOYEE: Please complete Section It befors giving this form © your medical provider.
The FMLA permits an émployer to requirs that you submit a timely, complete, and sufficient megical certification to -
support 3 request for FMLA Jesve due o your own serions health condirion. If requested by your employer, your response
is required to obhain or retain the benefit of FMLA prosecﬂons. 29 U.B.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. § §25.313. Your
-emplayer must gwc youat least 15 calendar days 1o return this form, 29 CF.R. § §25,305(%).

Your name: >A ly A—jﬂﬂé’ ';" L ,/{/ c GA%Z..Z-L«//

First . Mtddle S Last

 SECTION If: For Cumpletmn by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has raquested leave under the FMLA, Answaer,
{ully ang completely, all applicable parts. Several questions seek a response as to the frequency or duration ofa |
condition, treatment, etc. Your answer should be yout hest estimata 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 rot

be sufficient to determine FMLA éoverage. Limit your responsas to the candition for which the cmployee is seeking
leave, Do not provide information about genetic tests, a5 defined in 29 C.F.R. § 1635, 3(’(}, genetic services, as defined in

29 C.F.R. § 1635.3(e), or the manifestation of disease or diserder in-the employ

1635, B(b) Please be sure 1o sign the form on. the last page, iWQY E;ﬁ?{%ﬁﬁiﬁhmmd&
Provider's name and business addross: A sima nDCW \WQ\Q\ Narth Bivgrsida, L 60546

Type of practice / Mc&icai specialty: \gﬁ‘e}{ﬂ&Q W&x LAng,

Telephone: (10%._) OB~ 42050 Fa,x(jo% ) 35“"\ 765

Pags . ‘ N Form WH-380-E Revised May 2015 |
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« PART A: MEDICAL FACTS
1. Approxtimate date condition cammenced Z 0 ?7

Prabable duration of condition: Ll“{: A VNL

Marh below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospu:a, or residential medical care fm:[hty‘?
No __ Yes Ifso, datés of adm:sszon ,

Date(s) you treated the paﬂem for condmon

10/\Jt€-3

will the patxent ueed to have treatmem visits at least twice per year due to the condition? __Ne }_Q‘_ Yes,

Was medicat;un, other than aVer-the-counter medicntian, prcscnbed” —.No X A Yes,

\? the patientreferred to- other heaith care pravider(s) for evaluation or treatment (& L_g_, physical therapist)?
o Yes, I so, state the nature of such treatments aad expected duration of treatment:

2. Is the medical condition pregnasicy? __~ No __ Yes. If so, expected delivery date:

”

3. Use the jnformation provided by the employer in Section I to answer this question, If the empleyer fails to
- provide a list of the emiployee's esseritial functions or a job description, answer these questions based upnn
the employes’s own descnptton of his/er job funcuons

[s the employee unabie 1o perform any of h.ls/her Jjob functiony duc ta-the condition: i Ne __ Yes.

17083548766 L #4105

[fv0, identify i job functions the cmplayee is unable to perform:

4, Describe other relevarit medical facts, if any, related to the condition for which the empldyee steks lepve
{such medical facts may includs symptoms, dmgnosls‘ or any regimen of continuing weatment such as the use
of speciaiized equipment):

Ri ﬁ&\&— |z Q{@xgm@ "’D\IT Q&M‘;\MA ﬂﬁun \q \MQ‘( '

' AY 3 ‘: (}‘.‘OMN h‘) malh :
7&\ &\nm\é@f \mvum preding, Vel QHWQ Moton it
ﬁ&hw\w Qi \r‘z)xm “)

’?’“’%”‘3 Qg anxiehv veguddg_xinae ot Bvom were
rm&'o %xue& @J\aﬁ «ﬂmhbaré—ct kmuci (OO

P;;gc . B . CONTINUED ON NEXT PAGE Form WH-380-L. Ravised May 2015
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v
L

PART B AMOUNT OF LEAVE NEEDED
5. Wil the employue be incapacitated for o single continuous period of time due to his/her medical condition,
eluding any time for treatment and recovery'? Ne . .Yes,

Tf g0, estimazc the beginning and ending dates for :he pexiod. of incapacity:

6. Will the ernpioyee need to attand follow»up treaiment appeintments or work part—t:me or on a reduced
- schedule because of the eraployze’s medxca} condition? X No __ Yes.

It‘ so, are the treatments or the reduced pumber af hours of work medically necessaw?
¥ es,

Bstimate treatmens schedule, if any, including the dates of any scheduled appointments and the time
raquired for each appointment, including any recovery period:

Estimate the parttime or'reduced work schedule ﬂ;e employee needs, if any:
.. hone(g) per day; - doys per week from _ ' th;'ough

7. Wili the condition ca u,gz epnsodxc flats-ups peﬂodxcnuy preventing the employea from performing his/her job
functsons? _\ Ves, :

Is it medzcal!v necessary for the empleyes o be absant from work during the ﬂare-ups’
e NO . Yes. Yf 50, explain:

Q{Mﬁ OJ/\.&_ CMQX(dM mamﬁd@ \NC&\W’\?) (epeh R v )
- 2 “conconteahon [ Sug '

Based-upon-the-patient!s-medical-history-and-youe knowtedge ofthe-medical-condition,-estirmate-the
frequency of flare-ups and the duration of related incapacity that the patwnt may huve over the next §
menths [N episnde every 3 months lasting 1<2 days):

~ Frequency ' 1971 times per ___ week(s) __{{
Duration. l & hours or ___day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL -
ANSWER

Paged - S . ' CONTINURD 0N NEXT PAGE ) FormWH-330-F Revised Muy 2015
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i
i
{
H
!

gy < v ety " , A . . RIEINLL

- Signature of Health Care Provider , Date. ' a ' . ‘

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT s :
1£ sybmitted, i s mundatoey for employers 1o retain a copy of this disclosure in thsle records forthwee yuars, 20 US.0. § 2616: 79 i
C.FR. § 825.500. Fersors aee not required to respond in this colizerton of informasion unless it displays a cuerently vafid OMB
canirol number, The Departmont of Laber estimates that it will take an average of 20 minutes for respondents 1 complcte this
solleetion af information, including the thine for eeviewing Insteuctions, scarching existing data sources, gathering and maintuining
the data necded, and completing ond reviewing the collostion of information. [fyow have any comments regarding this burden
eslimate or any other aspect of this collection information, Including suggestions for reducing this burden, cend them to the
Administrator, Wage snd Hour Division, 1.8, Depariment of Labor, Room 8-3502, 200 Consthtution Ave., NW, Washington, D¢
20210, DO NOT SEND COMPLETED FORM TO THE DEPARTMERT OF LABOR; RETURN TO THE PATIENT.

© Paged - : Forn WHAH0-E Revised Muy 2005
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SHERIFF'S OFFICE OF COOK COUNTY, ILLINOSS.
HUMAN RESOURCES
EMPLOYEE SERVICES DEPARTMENT
Building 2, Roors 118 — South Campus
© 3026 South Caiifornia Avenue
) ' Chicago, IL 60608
PHONE NUMBER: 773-674-8407 FAX NUMBER: 773-674-8168

* HEALTH CARE PROVIDER INFORMATION

WW,Q

Safgnafure of Health Core Pravider.

_Asirme Dodwale

city, scate, Zip Code
ntexnaQ | &hu.ae
" Type of Proctice
0306 |24y ob

Medical License No.

708 - 359 250

Tetephone Number

12 /z%A

Dote
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