





Must be on medical provider’s official stationery.

iy Statement specifying nature of your inability to work in sufficient detail to establish the legitimacy of the absence
or to ensure that you are fit to perform your job.

2 Dat *{ ;) vou were examined by treating specialist.

3 Ez e(s) you were unable to work and date you are released 1o work with no restrictions.

43 ny limitations or restrictions with beginning and end dates,

5) ‘%wn ture of the treating physician, person authorized to sign physician’s name with initials, or signature stamp
with initials.

6) FMULA treating specialist certification may be required.

Family and Medical Leave Act of 1993 (FMILA)
FMLA provides certain smg‘zuv;gs with up to twelve (12) weeks of unpaid FMLA leave in a twelve (12) month period. You

ce
qualify for FMI zf leave if you have been employed by Montgomery County for a total of twelve (12) months, and have been
in an active work status at least 1,250 hours during those twelve (12) months and the leave is used for the following reasons:
-for the E‘a rth of your child;
~for placement of a géniai with vou for adoption or foster care;
-when you are needed to care for a child, spouse, or parent who has a serious health condition; or
-when }{ . dueto i,@uz own serious health condition, are unable to perform the essential functions of your job.
d duaring any period of FMLA leave under the same conditions as if you continued to work,

e or an equivalent job with the same pay, benefits, and terms and conditions of employment

Your health bene

and you will be rei
on your returm

e up to twelve (12) workweeks in the twelve (12) mounth period measured forward from the
date your firs FMLA leave runs concurrently with other Lo,,miy leave policies. If you are entitled to paid
leave under another ¢ ‘ou must take %,hﬁ ;mid leave first, unless there 15 a statutory exception. All approved leave taken
for a FMILA é.?iiéui}’i g event must be counted toward the twelve (12) weeks of available FMLA leave.

I you qualify, you are
st BT

t:s
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et
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d to furnish medical docwmentation certifying a serious health condition. The treating medical provider must

1"»1

You are reguire
complete either:

abor’s eri'ié ation of 5%—‘:-33’{%} Care Provider form;

Iin the box at the top of the page.

ix ance of the effective date of the leave or in accordance
15 an urgent situation, the certification should be submitted
cave is requested,

You must maintain contact with your immediate supervisor with periodic reports on your status and intent to return to work every
|

thirty (30) days. ‘z"@ﬁ must also turnish medical recertification every thirty (30) days or upon earlier expiration of leave.

condition, you are required to present medical certification releasing you to work

, health coverage will continue during the period of FMLA leave as long as the
If you are no longer receiving pay from Montgomery County, vou will receive a
specific information on when you need to start making health, dental or Choice Spending
roll Departiment {or payment of any life insurance premiums due.



MONTGOMERY COUNTY GRIEVANCE FORM

MONTGOMERY

( 0

Date Grievance Filed Date Act Complained of Occurred
Name of Complainant Address
Department Position

Immediate Supervisor

Describe Your Complaint

What Resolution Are You Seeking?

Signature
Date FIRST STEP RESPONSE (To Be Completed By Supervisor or Designee)
FORWARD COPY TO LABOR & EMPLOYEE RELATIONS OFFICE AND GRIEVANT

Signature
Date SECOND STEP RESPONSE (To Be Completed By Department Head or Designee)
FORWARD COPY TO LABOR & EMPLOYEE RELATIONS OFFICE AND GRIEVANT

Signature
Date THIRD STEP RESPONSE (To Be Completed By Human Resources Director or

Designee)

REQUEST FOR FOURTH STEP (Date)

1/31/03



MONTGOMERY

MONTGOMERY COUNTY INTERNAL EEOC COMPLAINT FORM

Date Charge Filed Date of Alleged Action
Name of Complainant Address

Department Position

Home Phone No. Work Phone No.

Immediate Supervisor

BASIS OF COMPLAINT: Race 4, Color 4, Religion O, Sex d, Age O, National Origin O, Marital Status U,

Handicap O, Veteran Status O, Other U, Sexual Orientation U, Gender Identity or Expression O

Describe Your Complaint

What Resolution Are You Seeking?

Names of any witnesses:

| SWEAR OR AFFIRM THAT | HAVE READ THE ABOVE CHARGE AND THAT IT IS TRUE TO THE
BEST OF MY KNOWLEDGE.

B s L s e S e 2 e o S s T o o 2 e

Signature of Complainant EEOQ Officer

Date Date

5/1/09



BARGAINING UNIT EMPLOYEE

TO:
FROM:
DATE:
SUBJECT:

A meeting is scheduled on at
to discuss

YOUR ATTENDANCE AT THIS MEETING IS REQUIRED.

Since it is possible that a disciplinary action may occur during or result from
this meeting, you have the right to have a representative present.
According to the Union Contract, you are permitted twenty-four (24) hours to
secure representation for the meeting. You should, therefore, contact your
representative immediately.

Receipt: Employee Signature

Date/Time Received:




NON-BARGAINING UNIT EMPLOYEE

TO:
FROM:
DATE:
SUBJECT:

A meeting is scheduled on at
to discuss

YOUR ATTENDANCE AT THIS MEETING IS REQUIRED, OR YOU MUST
WAIVE YOUR RIGHT TO THIS MEETING IN WRITING.

Since it is possible that a disciplinary action may result from this meeting,
you have the right to have a representative present. You are permitted at
least * , to secure representation for the meeting. You
should, therefore, contact your representative immediately.

Receipt: Employee Signature

Date/Time Received:

*forty-eight (48) hours for non-appealable discipline
*twenty-four (24) hours for appealable discipline
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MONTGOMERY COUNTY BOARD OF COUNTY COMMISSIONERS

MONTGOMRY OBSERVATION REPORT AND MEDICAL CONSENT AUTHORIZATION FORM

Name” Y Employee does OO does not O hold a Public Safety Position

Date Time AM/PM
Location

Describe basis for report (accident, complaint, observation, other)
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Observation, if applicable

Balance: Sure O Unsure OO Questionable O
Comment:
Walking: Steady O Unsteady O Questionable O
Comment:
Speech: Clear O Slurred O Questionable O
Comment:

Attitude: Cooperative O Uncooperative 0  Questionable O
Comment:

Eyes: Clear O Bloodshot O Pupils Dilated O
Comment:

Odor of Alcohol: None O Strong O Weak O
Comment:

Behavior: Excited/Nervous OO Slow/Sluggish O Normal O

Comment:
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Questions to Subject

Areyou ill orinjured?  Yes O No O
You appear to be having trouble with
Explain the reason for your physical condition

Are you under the influence of a medically authorized drug, alcohol or controlled substance? No O Yes O (ldentify)
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Exam/Test
Was subject sent for medical exam at?
Medical Facility Yes O No O
Did subject refuse to take test? Yes O No O
Was subject informed of consequences for refusing test? Yes O No O

*% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *% *

Authorization
Medical Consent: | consent to a medical examination and the collection of breath and/or urine samples by a qualified medical facility to determine the
presence of alcohol and/or drugs, if any.

Authorization to Release Information: | authorize a qualified medical facility to release any and all medical information obtained during the exam and
testing procedure to my employer.

I understand that my alteration of this consent form; my refusal to cooperate fully with a medical examination and the collection of breath and/or urine
samples; or my refusal to authorize release of information is grounds for termination of my employment.

Employee's Signature Date
Observer's Signature Date
Second Observer's Signature (if available) Date

Revised: April 2003
Labor & Employee Relations Office



Tuition Reimbursement APPLICATION

This form must be completed in it's entirety before you enroll in a course. If it is not, it will be
returned to you. NOTE: The Organizational Development Department reserves the right to
disapprove any course which is deemed to NOT be in the best interests of the County.

STEP 1: Complete the information requested

Name Telephone Number

Department Shift
Name of
Course:

Name of accredited
college/school:

Date of course(s) (month and year) / Approximate Tuition $

Indicate what degree (i.e. Bachelor's in Business Administration) you are attempting. If no degree, write
"none™:

How does this course apply to your present position or to a future position within the County?

STEP 2: You and your supervisor must sign this document

Your Signature Date Supervisor's Signature Date

Please note: It is the supervisor's responsibility to ensure that all of the above information
follows the procedures set forth in the tuition reimbursement policy and review the course cost
estimates prior to signing this document.

STEP 3: Send this form to the Organizational Development Department, Madison Lakes.
For The Organizational Development (0O.D.) Department's Use Only

Reimbursement approved at: [ ] 50% [ ] 100% To Be Taxed [ ]

J. Matthew Becker, O.D. Specialist Date
Tamara Combs-McNew, O.D. Director

ATTENTION!
By signing this document, you are indicating that you have read and accept all of the provisions
of the Montgomery County tuition reimbursement policy. In accordance with this policy, in the
event you should choose to terminate your employment within one year of the completion date of
your last class, the amount you have been reimbursed during that year will be deducted from your
last paycheck. Rev. 02/02/01




Tuition Reimbursement REQUEST

STEP 1: Complete this section and sign your name where indicated. (PLEASE PRINT OR TYPE)

Name: Telephone Number:

Department/Elected Official Office:

Number Cost Total Reimbursement Rate
Course Title Grade | Cr. hrs. | Per Cr/hr Cost
50% 100%
$ $
Grand Total of Tuition Costs 5% __ + 100% ___ = $

| certify that the tuition cost(s) listed above are true and accurate and have not been reimbursed to me
through any other educational financial assistance program.

X

Employee Signature Date

STEP 2: Obtain your immediate supervisor's approval

I certify that adequate proof of grades attained and tuition charges expended have been submitted to me.

X

Immediate Supervisor's Signature Date

Step 3: Send this form to the Organizational Development Department, Madison Lakes.

Payroll: please include in the next paycheck of a tuition
reimbursement in the amount of $

This payment [ ]code 56 TAXED [ ]code 55 NOT TAXED

J. Matthew Becker, O.D. Specialist Date

Tamara Combs-McNew, O.D. Director Inputin Database? Y N
ATTENTION!

By signing this document, you are indicating that you have read and accept all of the
provisions of the Montgomery County tuition reimbursement policy. In accordance with this
policy, in the event you should choose to terminate your employment within one year of the
completion date of your last class, the amount you have been reimbursed during that year will
be deducted from your last paycheck. Rev. 02/02/01




LEAVE DONATION PROGRAM - DONOR FORM

I. DONOR INFORMATION

Donating Employee Information:
(Last Name) (First Name) (Middle Initial)

Department:

Type of Leave Donated Number of Hours Donated
Long-Term Sick Leave (Maximum of 8 hrs of
long-term sick leave may be donated for any
one approved leave donation request)

Personal Leave

Sick Leave (Maximum of 8 hrs of sick leave
may be donated for any one approved leave
donation request)

Vacation Leave

TOTAL HOURS DONATED (Must equal at
least 8 hours total)

Il. EMPLOYEE TO RECEIVE LEAVE

Receiving Employee Information:

(Last Name) (First Name) (Middle Initial)

Department:

I11. CERTIFICATION

I, hereby certify that this request is made voluntarily. | was not coerced, intimidated or
financially induced into donating leave. By signing, | hereby relinquish all rights to the leave
shown above and the benefits accruing to or attached to the same. | understand that the donation
of leave is irrevocable and irreversible and that used leave will not be refunded to me. | certify
that | will have a remaining balance of 80 hours or more of combined leave (vacation and
personal) after making this donation.

SIGNATURE OF DONATING EMPLOYEE

9/1//04






