ORANGE UNIFIED SCHOOL DISTRICT
Classified Human Resources
1401 North Handy Street

P.O. Box 11022

Orange, California   92867

714/628-4000 FAX:  714/628-4117
MATERNITY LEAVES/ABSENCES
The accompanying materials are intended to assist in planning for your maternity leave.  Questions regarding these procedures are welcome in the Human Resources Office.  We appreciate your cooperation in providing the best possible coverage during your absence.

The materials attached include:

1.
TYPES OF LEAVE AVAILABLE

Please refer to the current CSEA Collective Agreement, Article 6, Sections 6.300 and 6.330.
2.
EMPLOYEE’S STATEMENT OF ANTICIPATED ABSENCE (Form Enclosed)

This statement should be submitted by you as soon as possible in order to provide the best possible coverage of your assignment during your absence.

3.
PHYSICIAN’S VERIFICATION OF DISABILITY RELATED TO PREGNANCY/

VERIFICATION OF DISABILITY (Forms Enclosed)

Forms to be completed by your physician as soon as all information is known. Doctor to verify the anticipated birth date, and any disability prior to and following the birth of the baby.

CLASSIFIED EMPLOYEE ABSENCE/LEAVE AFFIDAVIT

This form will be completed by you and forwarded to your work location in time to be submitted to payroll by the 10th of each month.  If you should fail to submit this form by the deadline, the school shall submit a form until one such form with your signature has been received.  This procedure is necessary in order that we meet payroll deadlines.
INSURANCE COVERAGE OF NEWBORN DEPENDENT

A new dependent, either by birth, adoption or marriage of an employee of Orange Unified School District is automatically covered for the first 30 days as a dependent enrollee.  For continued coverage, your Health Insurance Plan must be notified within 30 days of the birth to complete the enrollment.  Failure to notify the appropriate parties may result in lack of coverage for the new dependent.

Please visit the Risk Management/Insurance Office to fill out the necessary forms, or call them at 

628-5390, if you have any questions.
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ORANGE UNIFIED SCHOOL DISTRICT
Classified Human Resources
1401 North Handy Street

P.O. Box 11022

Orange, California   92867

714/628-4000 FAX:  714/628-4117
EMPLOYEE’S STATEMENT OF ANTICIPATED ABSENCE

TO:

Classified Human Resources

FROM:
Name: ____________________________                          Employee ID # ___________________


Address: ____________________________________________________Phone: ______________ 

Location:___________________________________________________
SUBJECT:
ANTICIPATED ABSENCE FOR PREGNANCY
The following is the information requested regarding my anticipated absence from work as a result of pregnancy:

Anticipated date of last day of service: _______ __________________________________________________
Anticipated date of childbirth: ____________________________________________________________

Anticipated date of return to work: ___________________________________________________________

The following are comments that may be helpful in planning for my absence:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_______________________________________________

_____________________________________

Employee’s Signature





Date
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ORANGE UNIFIED SCHOOL DISTRICT
Classified Human Resources
1401 North Handy Street

P.O. Box 11022

Orange, California   92867

714/628-4000 – FAX:  714/628-4117
PHYSICIAN’S VERIFICATION OF DISABILITY 

RELATED TO PREGNANCY

TO:

Doctor: __________________________________________________________________________

FROM:
Ed Kissee

Assistant Superintendent, Human Resources

RE:

VERIFICATION OF DISABILITY RELATED TO PREGNANCY

Verification of Pregnancy Disability for: ___________________________________________________________

(Patient/Employee Name)

The Orange Unified School District has a policy that allows salary and benefits for employees who are disabled due to pregnancy, miscarriage, childbirth, and recovery there from.  

The Collective Bargaining Agreement with the employee’s association required, in part, “that such verification assures the District that such leave is for a disability and is not just for purposes of child care or any purposes other than pregnancy-related disability”.  It should also be noted that pregnancy itself is not a disability, and unless a disability is verified, employees are not eligible to use sick leave in order to be absent from work in anticipation of childbirth.


Note to employee:
This form is to be used only for verification of any disability prior to the birth of the baby and/or prolonged disability.
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ORANGE UNIFIED SCHOOL DISTRICT
Classified Human Resources
1401 North Handy Street

P.O. Box 11022

Orange, California   92867

714/628-4000 – FAX:  714/628-4117
VERIFICATION OF DISABILITY

Certification may be made by a licensed physician and surgeon, osteopath, chiropractor, dentist, podiatrist, optometrist, or an authorized medical officer of a United States government facility.  Please complete the appropriate statement(s).

TO BE COMPLETED BY PHYSICIAN

Re: ______________________________________________________________________________________

(Patient/Employee Name)
1.
I attended the patient for his/her present medical problem from: ________________________________

(Date)
to _________________________________  intervals of ______________________________________

(Date)





(Date)
2.
State the nature, severity, and bodily extent of the incapacitation, disease, or injury: ____________________

_______________________________________________________________________________________

_______________________________________________________________________________________

3.
Diagnosis confirmed by x-ray or other test?
______Yes
______No

Findings: _______________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

4.
Is this patient now pregnant or has she been pregnant since the date of the treatment as reported above?

______Yes     ______No

If “Yes”, date pregnancy terminated __________________, or future EDC__________________________

Is the maternity care routine?

______Yes
______No

If  “No”, state nature and severity of maternal pathology________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

VERIFICATION OF DISABILITY - Continued

5.
Surgery:


Performed __________________________________/To be performed__________________________ 




(Date)







(Date)   

Type of surgery__________________________________________________________________________

6.
Has the patient at any time during your attendance for this medical problem been incapable of performing his/her regular work?

______Yes. If “Yes”, this disability commenced on_____________________________________________.

(Date)

______No.

7.
Date entered as a registered bed patient and discharged from such hospital pursuant to your orders:

Date entered_______________________________
Date discharged______________________________
8.
In what hospital is (or was) the patient confined as a registered bed patient?  Hospital Name/Address_________________________________________________________________________

_______________________________________________________________________________________

9.
Approximate date, in your opinion, disability (if any) should end or has ended sufficiently to permit patient to resume regular or customary work_________________________________________________________

(Date)
10.
I hereby certify the above statements, in my opinion, truly describe the patient’s estimated disability duration  


.  I am a ________________________________________________________________

(Type of physician)

Licensed to practice by the state of __________________________________________________________

_______________________________________

_____________________________________

(Print or type physician’s name)  




(State license Number)

___________________________________________________

_________________________________________________

(Telephone)


_________________________________________________

(Business Address)
_______________________________________

_____________________________________

(Physician’s signature)





(Date)
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