
FMLA  00027

Designation Notice U.S. Department of Labor 
(Family and Medical Leave Act) Wage and Hour Division 

0MB Control Numbe1~ !235-0003 
Bxpires.:_ 5/31/2018 ... -­

Leave covered under the Family and Medical Leave Act (FMLA) must be designaled as FMLA~protec!ed and the employer must inform the employee of the 
(lmount ofleave tlmt wiJl be counted ngnlust the employee's FMLA tenve entitlement. In Order tQ determine whether leave is ('O\'ered under tbe FMLA, the 
employer may request that" tbe leave be suppo1·t-cd by a certification. If the cel'tiflcat!on hi lncompfc(e or insufficienj, the employer must-state in writing wlrnt 
additio11 .. 1I information is 11ecessuy to make the certification complete and suftideot. While use of this form Oy employers .is optional, a fully Completed Form 
WH-382 provides illl easy method of providing employees with the wdtten information requh'ed by 29 C.F.R. §§ 825.300(c),.S25.30I, rind 825,305(c). 

To: Salvatore Ziccarelli- Ex Ops #386581 

Date: December 29, 2015 

_We have reviewed your request for leave under the ·FMLA and any supporting documentation that you have· provided, 
We received your most recent inforn1ation on December 24, 2015 and decided: 

_X __ Your F·MLA leave request ls approved. Alt leave taken for this reason will be designated us FMLA leave. 

The Fl\'ILA requires that you notify us as soon as practicable if dates of schedllled leave clrnnge or are extended, m· '''(We 

initially unknown. Based on the b1formation you have provided to date, '\'e are providing the_ following information about the 
amount of time that will be counted against your leave entitlement: 

--~- Provided there is no deviation fr0m your anticipated leave schedule, the following number of hours, days, or weeks will be 
counted against your leave entitlement: _ 

_½_ Becam;e the leave you will need will be unscheduled~ it is not possible to provide the hours, days, or weeks that will:be counteO 
against your FMLA entitlement at d1is time. You have the right to request this Jnfonnation once in a JQ.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 l day per episode 

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

~~-Weare requiring you to substitute or use paid leave during y_our FML:A leave. 

You will be required to present a fitness~forwduty certificate to be restored to employment. If such certification is not tfrnely 
received, your retum to work may be delayed until certification is provided. A list of the essential functions of your .Ps:isition 
_ is --~- is not attached. If attached, the fitness-for-duty certification must address your ability to perfom1 these funC.tions. 

_Additional information is needed to determine if your FMLA leave request can be approved: 

The certification you have provided is not complete and s1~fficient to detennine whether the FMLA applies to your leave 
request. You must provide the following infonnation no later than w • , unless it is not 

(Provide m !east seven cak-ndt1r days) 

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

(SpccH)' infbrnmti-011 needed to make the certification compklc «nd sufficient) 

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

__ Your FMLA Leave request is Not Approved. 
The FMLA does not apply to your leave request 
You have exhausted your FMLA leave entitlement in the applicable 12-month period. 

PAP'ER WORK REDUCTION ACT NOTICE AND PUB UC BlJRDE:N SiATEMENT 
It is mandato1y for employers to inform employees in writfog whether k'1ve requested under the fMLA has been detcrn1ined to be covered wider the FMLA. 29 U.S.C. 
;:; 26!7; 29C.F.R .. ~* 825.300(d), (e), lt is mandatory fol' employer:. to retain a copy of this tlisctosnn: in !heir records for three yeM-i-. 29 USC.* 26[6: 29C.F,R. § 
825.500. Persons are not required to respond to this col!ectlon of information unless it displays n cutTently valid 0MB control number. TI1c Dc-pmtment of labor 
estimates that it. will 1ake ariaverngeof 10- 30 minutes for respondents t-0 complett'" this colkction ot"infonnmion, inch.Kling the time for reviewing instructions, 
se.arching existing data :mmces, gathering and nmintaining thed;\ta needed, and completing mid reviewing. the collection ofinforma(ion, If yOt1 ha\'e ally comments 
regarding this bur<len estimnteorimy othef aspett of this collection infonnntion, including suggestions fi)r reducing this burden, send th.em to the Administrator, Wage 
and Hoi1r Division, U.S. Deparlmentof l<lbor, Room S0 3502, 200 Constitution Avt::., NW, Washington, DC 20210. DO NOT SEND THE COMPLETED FORM 
TO THE WAGE AND HOUR DIVISION. 

Fonn WH·382 Januaiy 2009 
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FMLA  00028

,. COOi< COUNTY SHERIFF'S OFFICE 
BUREAU OF HUMAN RESOURCES 

3026 South ·California Avenue, Building 2, First Floor, Room 118 
Chicago, IL 60608 

PHONE NUM8Efl: 773-674•8407 FAX NUMBER: 773-674•8168 

2015 [!EC 24 AM 9: 3z 

"" • FAMILY AND MEDICAL LEAVE OFABSENC: (Ffll!LA) REQUEST 

INSTRUCTIONS; • \~ -J-\ \ 4 / 1r - 1101 · 

"' "' .... 
<o ... 
co 

"' 

·1. Eiich section muu he compfeted as part of the appr,avaf process. Please initfa[the appropriate FMLA section. 
2. Vo•h••• 15 days in which to return the completed forms to HQ Employee SI!fl1lces. All Incomplete packets wlll be 

returned to you and will cause a defaV In Processing. 
3. • Olllvorlglnal Hll/fll11A forms will be accepted. 
4, Only a Health Care Provid!!t can compfete the Ce:rdflcalion or Health Care Provider Form. 

"' R SECJfON 1-FMLA R.equest: 

I am requesting a leave of absence under ·the cook Cou,itvSherift's Office Family and fy1edical leav~ of Absence Policy (Number07-
3}. I am responsible for ensuring \he completfon ofthe fMlA forms and pro\fiding any other docurnentatlon as required under the 
policy, 1 understand and agree to' the te1ms set forth I thecounty"s pollc:_v. I am ,equesUng the absence for the folfowing reasons 

(iniU•I your se1tion), • . . . . • . ·~ J l IA 
. r(/~ Tfie birth of my child and and/or care of mv newborn child. My child was born/is expected to be ~~ ~(date). 

fJ/Jl: The placem~nt ofa chlld, with me for adoption/foster <are. This placement will take place on . ~) l·I\: (<fate}. 

Ul/!r ro care for my child~ ·spouse~ or parent (please circle one) who has a serious health condition. Proof of relationship is 
v _ff' required (i.e., copy of marriage llcenre or birth certificate} ls required. · 

; A To care for mv Own serious hea1th c-onditlon whi(h makes me unabfe to perform th~ essential functions of my job. 

! . p.f1 . To care for a famllv mernberwh.o is a sen,ice 111emberoflhe Armed forces who was injured orill while on active military 

=~~"'· .-~f fl . . · duty. • • ..,_ , ~ For any qualifylng ex:igency {necessity) that arises out o_f a covered mllltary mernber {spouse,son, daughter or parent) beig 
on attive duty Or cal fed u ti) active duty~ • • • 

"' 
0 SECTION 2-FMLA feaye,and duratron reqyest: 
>-
0 
...J 

! 
c; 

0 

I am reque.sung the following type of leave· and duration (lnitlaf your selectiool: 

_ Asingre perfod of ~b·sence lrom . (Start Date) to _______ {E>epected End Date). As!ngle period of 

/

• absence is taken f a single period of time not to e>«:eed twelve, {1.2). workweeks in a. twelve (12). month period, take. n fot one-
ocwrence, • 6-1 d,J.'f 5 P~p: ''>: oVt,lr' 

· ~ 'O :fJ \"6,i: ef, S OU"(., 
An Intermittent leave: Probable frequencv {i.e .• 1-2 davs a week, month~ year} \ '(t . An inlermiltent li?ave- is 
taken iR separate bloCks_ of tiine d.lle to a sln~le qualifying reasoh.-FMLA l'-:ave may be taken whenever medicalfr neceSsarv 
10 care for a fiimily member with a setiotis"health condition or because the employee ts umble to work due to their _own 
serious medical condition. 

Reduced Schedule Leave~ Reduced hours per work day or work week ______ . A reduced schedule leave reduces 
an employee's. usual number or working hours per work week or hours. p·er work day, A reduced sche.dule mus 1: be · 
provided. {Note: FleH time is not a reduced schedule leave). 
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FMLA  00029

12-24~J5;10:2BAM;Loyola at North Riverside ;7083548766 # 21 16 

Sl!cnilN :.- ~eialib 1nsuiance Premium: 

~ agree that I am responsible for my portion of the health premium Incurred while on disability leave should I decide to use 
this leave while on FMLA. The Oepartment of Risk Will bll.1 me directly for my portion of the health premium. 

"I <ee that if I do not return to work for at leasi thirty (30) .calendar days afm the comple;lon of my leave, except when I t/' ~:~not return because of a serious health condition, the Counw will seek to recoup its sh.are of any health insurance 
premium incurred during my leave, I also agree that, apart from any Federal, State or !.ocal wage payment or other laws 
limiting the about that can be deducted from paycheck(s); I will owe thq County the full amount of any heal.th insurance 
ptemlum payments that reti\aln• unpaid after the paycheck doductlons(s), 

• SE<;TIOIII 4-Ej<p!anatlon pf Contractual rights under FMIA: 

• V1 understMd thatthis Agreement ls not intended to create aryv contractual rights for contlr\ued employment. - ' • . ' 

SECTION S - COBRA BtQj!flt Tjme Period: 

~:~rst~nd thaiJf I faO to return ;,om work atthe end of mv.leave and my employment relationship with Cook C?untv 
might be su!,je<t to termination, the period of time on my leave wl!I be applied towards COBM benefit period, ' ' ' 

SEC'l'ION §- FMLA Fraud: 

~ertlfy that all Information In this FMLA.Req~estand on any other ~ocuments Is true and complete. I u~derstand that if my 
FMLA request is approved, any t.lie Information, omissions, or misrepresentations made on this.FM LA request or any 
other documen.ts I have submitted d~ring the process may result in the denlal of my FMLA request and discipllnary action 
up to and lneludlns termination. In con·sideratlon of mv FMlA request, I agree to follow the department rules and 
regulations, I acknowledge that I have received a eopy of the Family and Medical Leave Polley (Number 07'.3) and that 1 
understand I must a.bi.de by Its provisions, 

--l.umderstand.that.this.F.MLA.tequest.may.be-approved,far.one.of-the.1eav ... in-Seotion .. 1,Re-certlficetlon·will·benquesteo-"·"---·····­
after thirty days (30) ar,d after six {G) months If the FMLA is being utlli>ed is for a different type of FMLA leave and/or 
duration, 

. S~proval ta contact He@lth Care Pr<>vlder: 

~to expedite my FMI.A, I understand that it may be necessary to contact the Health Care Provider for clar' • tion or 
authentication. I am granting authority to do so by signing this FMLA request. 

EMPLOV~e NAM£ (print)! fu\v AT~S' ' A <e,i41J!'lj ,;- EMPLOYEE SIGNATURE: 

This signature acknowledges my reeeipt and understanding of the Family and Medical leave of Absence Request. 

OATE O~ REQUEST: Joe: 

WORK S!ilFT/RDO DETAIL: 

µC.o,:::,··....:,,c,::,.:,J.;. =-,,t:-~,t:,,,.· ,;!){)_<; __ • ...,.-.,---J-<""'·M·'""'A,·-'-·. ,...:;;.o_-...;;~'-"""-(d:"'1/rC......-_rz.,l::_ ___ ~ 
PHONE: ~ • • 

s - 2,; ~ .,., :? 0 ~ ' \ 3~ .boTwr~/1,, CovYt 
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FMLA  00030

12-24-16;10:28AM;Loyola at North Riverside ; 7083548785 
' 

Certification of Health Care Provider for 
Employee's Serious Health Condition 
(Family and Medical Leave Act) 

U.S. Department oflabor \f~WHD -
Wag& and Hour Olvie;ion i.i~,; 

, ' 

DO NOT SEND COMPL6TIW PORMTO Tlm D~PAR,T¥lll/T OP LABOR; RE,TORN TO 'Tl<E PA T!ENT 0MB Conirol Numblir: -l23$41'.!0tJ3 
E:<p!rc-~: S/31/2015 

SECTION l: For Completion by the EMPLOYER 
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may . 
requke an employee seeking FMLA protections because ofa need for leave due ton serJous health condition to submit a 
medical certifi.cation issu_ed l,y tho employee's health. care pl'(!Vider. Please complete Section l before giving this fonn to 
your employee. Your response is voluntary. While yo~ arc not required muse this form, you may not ask the employee 10 
provide lllore information than allowed under the FMLA regulatioJIS, 29 CJI ,R,.§§ 82SJ06-82S;308. Employers must 
generally maintain records arid dooumenis relating lo medical certifications, recertifications, or medical histories of . 
employees created ror l'MLA purposes as confidential medical records in separate files/reco1ds from the usual personnel 
fllos and.in accordance with 29 C.FA. § lo30.14(c)(l), if the Americans with Disabilitle< Act applies, and h! accordance 
with 29 C.F.R. § 1635.9, If the Genetic Information Nondiscrimination Act applies. 

Employer name and contact: ________________________ _ 

Employeo'sjob title: ___________ Regular work sohedule: ________ _ 

:Employee's ossorttia!job functions: ____________________ _,;.. __ 

Check if job description is attached:, 

SECTION II: For Completion by !he EM:_PLOYEE 
lNSTRUCTlONS to the EMPLOYEE; Plcl!$e complete Sec1iot1 It before giving this form 10 your medical provider. 
The FMLA permits an employer to require that you submit a timely, complete, and sufficient medioal 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 ofFMLA pro1ectlons. i9 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a 
complete and suft'foient medical certification.may result in a denial of your FMLA request. 20 C.F,R, § 82S.313, Your 
-employer muse give you at least 15 calendar d~ys to retllrn this fonn. 29 C.F.R. § S25.305(b), 

Your name: SA/ f/ A-Jl)6{<5',_. .,;;.?;_c_C_A-'-/<.'-~-lL},,-· -/,-----

First Middle Last 

SECTION lll: For ComplBtion by tb:e BEAL TH CARE l'llOvtOER 
lNSTRt1Cl'IONS to the HEALTH CARE PROVIDER: Your patient lias requested leave under tho FMLA. Answer 
fully and completely, all applicable pal'ts. Several questions seek a response as to the frequency or duration ofa • 
condition, treatment, etc, Your answer should be your best estimat0 based upon your medical knowledge, cxperieneo, and 
cxamim1tion of the patient, Be as specific: as you can; terms such as Htifetime," 11 unknown,11 or '•indetermlnate11 may not 
be sufficient to determine FMLA coverage. Limit your respon$c& to the condition for whieh the employee is seeking -
leave. Do not provide information about_genetie tests, as defined· in 29 C.F.R. § 1635 .3(f), gonetie services, as defined in 
29 c.F.R- § .163S.3(e), orthe manifestation of disease or disorder_ in-the employ~•-'.! fat,tfti'lfr~itufattfoHht:liverside 
t 63S.3(b). Please be sure to sign the fomi on the last page, i.oyola e r 

8
r H I ,, 

I\ ·• 1' , l _ . 1950 . ar em ,.venue 
provider's nru11e and businesHddiess: □ s I m (ii, )L/0 '( \ WO.VJ\ North Riverside, IL 60548 

Type of practice I Medieal ,pecialty: _.\.,_,j'\'fi.l:'·~-")(,._h,.,~i=_ -· _.UR,;:.;:oa.,,M;;:;.':.::Ll."'·..,,'()_,.Q.,.,· __________ _ 

Telephone: (j a$ ) '6~'1- qi csc . Fax:( J 0~ ,) 2,5Y-<g, lo 5 

Page 1 Form WH-380-E Revised May 2015 

II 3/ 15 
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FMLA  00031

12-24-15;10:28AM;Loyola at North Riverside ; 7()83548765 

• PART A: MEDICAL FACTS () 
.J. Approximate date condition commenced: _&2,c.Q_()_o~--------:---------

Probable duration of condMon: --L,..i ... f_,t.,_f\~-l'l"2 __ ----,---------------
Marie b.elow as applicable: 
'!fps th.c patient admitted for an overnfght stay in a hospital, hospice, or residential meilieal care facility? 
_.¼,.No _Yes. !fso; dates of admission: . 

Date{s) you treated the patient for condition: 

10/ii /1s • 
r I 

Will the patient need to have treatment visits atleust twice per year due to the condition? _No )< Yes. 

W~s medication, other than over-the-counter medication, presc;ibed? _N'o \<'. Yes. 

V/_a; the patient referred to other.health care provlder(s) far evaluation or treatment ~ physical therapist)? 
..2S..No _ Y os. If so, state the nature of such treatments and expe<:ted duration of treatrnem: 

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

3. Use the information provided by the employer in Section I to answerthis question, If the employer fails to 
provide a list of the employee's essential functions or ajob description, answer those questions based upon 
the employ~•-s own description of his/her job functions. . • 

ls 1he employee unable to perform any ofhis/het job functions d~c to-the candltion: )1_ No _ Yes. 

lfso, ident1!y iliejoofunctions ihccmployee 1Sunab!e to perform: 

4. Describe other relevant medical-facts, if any, /elated 10 the condition for which the employee seeks leave 
(suoh medical facts may include symptoms, diognosis, or any regimen of continuing treatment such a, the use 
oi specialized equipment): 

R,@i \c;M,?,K 0K-b:ooa"G 1)~ Q~"'-' 9cwo \!) 1 ~QK 

CONTll'IUlID Ol'l NEXT PAGE 
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FMLA  00032

1,2-24~15;10:28AM;Loyola at North Riverside ;7083548765 

V ' . . . 

' PART B: AMOUNT OF LEA VS NBl'IDBD 
5, Will the emptoy•e be incapacitated for a single eonlin11ous ~•rfod oftime due to hls/her medical condition, 

ineludinganytimc fortreatmeritandrecovery? ,¼.No _Yes, . • • 

If so, estimate the beginning and ending dates for the period cf incapacity: ________ _ 

6, W'tll th• emp.toyee. need to attend follow-up treatment apP,_otntmen,ts or work part-time or on a recluce9 
. schedule because of the employee's medieal condition? ..4No _Yes. 

1f so, are tlte treatments or the reduced number of hours of work medically necessary? 
__No _;_Yes. 

Estimate treatment schedule, ir'any, including the dates ofany stlleduled appointments and the time 
required for each appointment, including any recovery period: 

Estimate the part-time or'reduoed work schedule the employee needs, ifany: 

---~hour(s) per day; ____ days per week ft'om _____ through ____ _ 

7, Will the condition ca~9 episodic flare-ups periodicolly preventing Ille employee from performing his/her joq 
functions? _No __ 7'.Yes. . • 

Is it medieally necessaxy for.the employee to be \\bsent from work during the flare-ups? 
_ No _Yes. if so, e,<plai111 

2Nn . l\\::\k Ctll<l)<l~ [\'J4fW yJcdl\C-<"'S 1 V'f~hv~ (AS(_ % 

# 5/ 15 

------Based.upon-the-patient!s.m~dical-h!stor.y.and-your-knowledge,of.the-medical-t0nditlon,-estimate-the-------­
fre4uency of flare-ups and the duration ofrel.ated incapacity that the patient may ltave over the next 6 
months .(£.s.., I ·episode every 3 mol\ths lasting 1·2 days): 

~requency :li times per~ week(s) -9 
DuratioQ: ..\::£_ hours or_._ day{s) per episode 

ADDITIONAL INFORMA'l'!ON: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL 
ANSWER, ' 

CONTlN\lllO ONN!lXTPAOE Form \Vft-.380-E RevimJ May 2015 
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FMLA  00033

12-24-15;10:2BAM;Loyol1 at North Riverside ;7083548765 

~·12~ 
Signature of Health Care Provider Date j 1 

PAPERWORJ< R\lDUCTION ACT NOTICl! AND Pl1Bl.,IC BURDEN STATEMENT 
!f submltt•<1, it is mnndntory for employ•/$ to rct:1in a copy of!llls disclosure In their records for tjuco Yms, l9 U,S,C . .I 2616; 29 
C.F.ll § 825.500. Pmon, arc not required to respond to <Ms collection ?finformndon unless lt displays a currently ,,lid OMS 
conlrol number, Tnc: Dcpo.rtmcnt o€L_ahor estimates tho.tit will take ::m average of20 minutes for rcspondentli to eomplcte this 
~<,llee1ion o.f infarm:i.tion, in.cludh1gthe_ time for .reviawing_instructions, scarchtns existing dato. sources, gathering nnd maintl\ining 
the data needed, nnd completing und reviewing the collection of lntorm:idon, !fyou· have any comments res;arding this burden 
c:stimntr: or_any other ttlifH:0t o£this c:ollcctlon informt1tlo11, lncluding suggestions for reducing this burden, send them ~o the 
Administrator, W•g• ·,nd Hour Division, U.S. D•pnrtmcnt ofl.auor, Room S0 :IS02, 200 Constitution Ave., NW, Woshingcon, DC 
20210, DO NOT SEND COMPLETED FORM TO T!iE Ollll!'A!l.TMENT OF LABOR; RETUl\i'l TO T!!ll:PA '!'!ENT. 

# 6/ 15 
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FMLA  00034

12-24°1&; I0:2BAM;Loyola at North Riverside 

SHERIFF'S OFFICE OF COOK COUNTY, ILLINOIS 

HUMAN RESOURCES 

E:Mf>LOYEE SERVICES DEPARTMENT 

Building 2, Room 118-South Campus 

3026 South California Avenue 

Chicago, IL 60608 

;7083548765 

PHONE NUMBER: 773•674•8407 FAX NUMBE~: 773·674-8168 

HEALTH CARE PROVIDER INFORMATION. 

Signature of Health Core Provider. 
, . • . I . 

. . I 

City, Stote, Zip Code 

/h:);ey M.9 /¼.cli.e;lM 
• Type of Proctlce 

Medical Licen.e No. 

Telephone Number 

-12. /2~/is 

II 71 15 
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