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Personnel -All 

 

Recruitment and Selection 

 

The Board of Education authorizes the Superintendent to recruit and recommend for employment 

the best qualified personnel to implement and fulfill the goals and policies of the Norfolk Public 

Schools.  When a vacancy occurs, the administration may consider reassignment of existing staff 

to fill the position.  When the administration determines that a vacancy can not be appropriately 

filled by reassignment of existing staff, the administration is to solicit applicants by advertising or 

otherwise.  All applicants so selected and recommended must satisfy the standards as set by the 

Board and/or the laws of the State of Nebraska. 

 

Where required by law or deemed essential by the school district, employees must be duly licensed 

and/or certified. 

 

The rehiring of a former employee is contingent on the former employee having a positive 

performance record with the District. A former employee who was terminated, or who resigned in 

lieu of termination, for reason of violating a workplace conduct rule or unsatisfactory job 

performance is not eligible for rehire. 

 

 

Legal Reference:    Neb. Rev. Stat. ' 79-501 

 

 

Date of Adoption:  December 9, 2013 

Date of Reaffirmation: February 8, 2016 

Date of Revision:  February 10, 2020 

Date of Reaffirmation: November 13, 2023 
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Personnel - All Employees 

 

Equal Opportunity Employment    

 

It is the policy of Norfolk Public Schools to employ the best qualified applicant for each position 

without regard to sex, disability, race, color, religion, veteran status, national or ethnic origin, 

marital status, pregnancy, childbirth or related medical condition, sexual orientation or gender 

identity or other protected status, and to not fail or refuse to hire or to discharge any individual, or 

otherwise to discriminate against any individual with respect to compensation, terms, conditions, 

or privileges of employment, because of such individual's sex, disability, race, color, religion, 

veteran status, national or ethnic origin, marital status, pregnancy, childbirth or related medical 

condition, sexual orientation or gender identity or other protected status. 

 

There shall be no discrimination by school officials against any employee because of membership 

or activity in an employee organization or because of protected free speech activities. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Date of Revision:  September 14, 2015 

Date of Reaffirmation: February 8, 2016 

Date of Reaffirmation: February 10, 2020 

Date of Revision:  July 12, 2021 

Date of Reaffirmation: November 13, 2023 
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Personnel - All Employees 

 

Anti-discrimination, Anti-harassment, and Anti-retaliation 

 

A. Elimination of Discrimination. 

 

The Norfolk Public Schools hereby gives this statement of compliance and intends to comply with 

all state and federal laws prohibiting discrimination.  The district intends to take any necessary 

measures to assure compliance with such laws against any prohibited form of discrimination.   

 

The Norfolk Public Schools does not discriminate on the basis of sex, disability, race (including 

skin color, hair texture and protective hairstyles) color, religion, veteran status, national or ethnic 

origin, age, marital status, pregnancy, childbirth or related medical condition, sexual orientation 

or gender identity or other protected status in its programs and activities and provides equal access 

to the Boy Scouts and other designated youth groups. Reasonable accommodations will be 

provided to employees with disabilities and to those who are pregnant, have given birth, or have a 

related medical condition, as required by law. The following persons have been designated to 

handle inquiries regarding the non-discrimination policies: 

Students:  Director of Student Services—512 Philip Avenue, Norfolk, NE  68701 (402) 644-

2500 

 

Employees and Others: Human Resources Director—512 Philip Avenue, Norfolk, NE  68701 

(402) 644-2500 

Complaints or concerns involving discrimination or needs for accommodation or access should be 

addressed to the appropriate Coordinator. For further information about anti-discrimination laws 

and regulations, or to file a complaint of discrimination with the Office of Civil Rights in the U.S. 

Department of Education (OCR), please contact the OCR at One Petticoat Lane, 1010 Walnut 

Street, 3rd Floor, Suite 320, Kansas City, Missouri 64106, (816) 268-0550 (voice), Fax (816) 268-

0599, (800) 877-8339 (telecommunications device for the deaf), or ocr.kansascity@ed.gov. 

 

B. Prohibited Harassment, Discrimination, and Retaliation of Employees, Students and 

Others. 

 

1. Purpose: 

The Norfolk Public Schools is committed to offering employment and educational 

opportunities to its employees in a climate free of discrimination.  Accordingly, unlawful 

discrimination, harassment or retaliation of any kind by District employees, including, co-

workers, non-employees (such as volunteers), third parties, and others is strictly prohibited 

and will not be tolerated.    

 

Harassment is a form of discrimination and includes verbal, non-verbal, written, graphic, 

or physical conduct relating to a person's sex, disability, race (including skin color, hair 

texture and protective hairstyles) color, religion, veteran status, national or ethnic origin, 

age, marital status, pregnancy, childbirth or related medical condition, sexual orientation 

or gender identity or other protected status that is sufficiently serious to deny, interfere with, 

mailto:ocr.kansascity@ed.gov
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or limit a person's ability to participate in or benefit from an educational or work program 

or activity, including, but not limited to: 

a. Conduct that is sufficiently severe or pervasive to create an intimidating, hostile, or 

abusive educational or work environment, or 

b. Requiring an individual to endure the offensive conduct as a condition of continued 

employment or educational programs or activities, including the receipt of aids, 

benefits, and services. 

 

Educational programs and activities include all academic, educational, extracurricular, 

athletic, and other programs of the school, whether those programs take place in a school's 

facilities, on a school bus, at a class or training program sponsored by the school at another 

location, or elsewhere. 

 

Discriminatory harassment because of a person's sex, disability, race (including skin color, 

hair texture and protective hairstyles) color, religion, veteran status, national or ethnic 

origin, age, marital status, pregnancy, childbirth or related medical condition, sexual 

orientation or gender identity, or other protected status, may include, but is not limited to: 

a. Name-calling, 

b. Teasing or taunting, 

c. Insults, slurs, or derogatory names or remarks, 

d. Demeaning jokes, 

e. Inappropriate gestures, 

f. Graffiti or inappropriate written or electronic material, 

g. Visual displays, such as cartoons, posters, or electronic images, 

h. Threats or intimidating or hostile conduct, 

i. Physical acts of aggression, assault, or violence, or 

j. Criminal offenses 

 

The following examples are additional or more specific examples of conduct that may 

constitute sexual harassment: 

a. Unwelcome sexual advances or propositions,  

b. Requests or pressure for sexual favors,  

c. Comments about an individual’s body, sexual activity, or sexual attractiveness, 

d. Physical contact or touching of a sexual nature, including touching intimate body 

parts and inappropriate patting, pinching, rubbing, or brushing against another's 

body, 

e. Physical sexual acts of aggression, assault, or violence, including criminal offenses 

(such as rape, sexual assault or battery, and sexually motivated stalking), against a 

person’s will or where a person is incapable of giving consent due to the victim’s 

age, intellectual disability, or use of drugs or alcohol, 

f. Requiring sexual favors or contact in exchange for aids, benefits, or services, such 

as grades, awards, privileges, promotions, etc., or 

g. Gender-based harassment; acts of verbal, nonverbal, written, graphic, or physical 

conduct based on sex or sex-stereotyping, but not involving conduct of a sexual 

nature. 
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If the District knows or reasonably should know about possible harassment, including 

violence, the District will conduct a prompt, adequate, reliable, thorough, and impartial 

investigation to determine whether unlawful harassment occurred (see section entitled 

“Grievance Procedures,” below), and take appropriate interim measures, if necessary. If 

the District determines that unlawful harassment occurred, the District will take prompt 

and effective action to eliminate the harassment, prevent its recurrence, and remedy its 

effects, if appropriate. If harassment or violence that occurs off school property creates a 

hostile environment at school, the District will follow this policy and grievance procedure, 

within the scope of its authority. 

 

All District employees are expected to take prompt and appropriate actions to report and 

prevent discrimination, harassment, and retaliation by others. Employees who witness or 

become aware of possible discrimination, including harassment and retaliation, must 

immediately report the conduct to his or her supervisor or the compliance coordinator 

designated to handle complaints of discrimination (designated compliance coordinator).  

 

2. Anti-retaliation: 

The District prohibits retaliation, intimidation, threats, coercion, or discrimination against 

any person for opposing discrimination, including harassment, or for participating in the 

District's discrimination complaint process or making a complaint, testifying, assisting, or 

participating in any manner, in an investigation, proceeding, or hearing. Retaliation is a 

form of discrimination.   

 

The District will take immediate steps to stop retaliation and prevent its recurrence against 

the alleged victim and any person associated with the alleged victim. These steps will 

include, but are not limited to, notifying students, employees, and others, that they are 

protected from retaliation, ensuring that they know how to report future complaints, and 

initiating follow-up contact with the complainant to determine if any additional acts of 

discrimination, harassment, or retaliation have occurred. If retaliation occurs, the District 

will take prompt and strong responsive action, including possible discipline, including 

expulsion or termination, if applicable.  

 

3. Grievance (or Complaint) Procedures: 

Employees should initially report all instances of discrimination, harassment or retaliation 

to their immediate supervisor or to the compliance coordinator designated to handle 

complaints of discrimination.  If the employee is uncomfortable in presenting the problem 

to the supervisor, or if the supervisor or teacher is the problem, the employee may report 

the alleged discrimination, harassment or retaliation to the designated coordinator. 

 

Other individuals may report alleged discrimination to the designated coordinator. If the 

designated coordinator is the person alleged to have committed the discriminatory act, then 

the complaint should be submitted to the Superintendent for assignment. A discrimination 

complaint form is attached to this grievance procedure and is available in the office of each 

District building, on the District's website, and from the designated coordinators. 
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Under no circumstances will a person filing a complaint or grievance involving 

discrimination be retaliated against for filing the complaint or grievance. 

 

i. Level 1 (Investigation and Findings): 

Once the District receives a grievance, complaint or report alleging discrimination, 

harassment, or retaliation, or becomes aware of possible discriminatory conduct, the 

District will conduct a prompt, adequate, reliable, thorough, and impartial investigation to 

determine whether unlawful harassment occurred. If necessary, the District will take 

immediate, interim action or measures to protect the alleged victim and prevent further 

potential discrimination, harassment, or retaliation during the pending investigation. The 

alleged victim will be notified of his or her options to avoid contact with the alleged 

harasser, such as changing a class or prohibiting the alleged harasser from having any 

contact with the alleged victim pending the result of the District’s investigation. The 

District will minimize any burden on the alleged victim when taking interim measures to 

protect the alleged victim. 

 

The District will promptly investigate all complaints of discrimination, even if an outside 

entity or law enforcement agency is investigating a complaint involving the same facts and 

allegations. The District will not wait for the conclusion or outcome of a criminal 

investigation or proceeding to begin an investigation required by this grievance procedure. 

If the allegation(s) involve possible criminal conduct, the District will notify the 

complainant of his or her right to file a criminal complaint, and District employees will not 

dissuade the complainant from filing a criminal complaint either during or after the 

District’s investigation. 

 

The District will aim to complete its investigation within ten (10) working days after 

receiving a complaint or report, unless extenuating circumstances exist. Extenuating 

circumstances may include the unavailability of witnesses due to illness or incapacitation, 

or additional time needed because of the complexity of the investigation, the need for 

outside experts to evaluate the evidence (such as forensic evidence), or multiple 

complainants or victims. If extenuating circumstances exist, the extended timeframe to 

complete the investigation will not exceed ten (10) additional working days without the 

consent of the complainant, unless the alleged victim agrees to a longer timeline.  

Periodic status updates will be given to the parties, when appropriate. 

 

The District’s investigation will include, but is not limited to: 

a. Providing the parties with the opportunity to present witnesses and provide 

evidence. 

b. An evaluation of all relevant information and documentation relating to the alleged 

discriminatory conduct.  

c. For allegations involving harassment, some of the factors the District will consider 

include:  1) the nature of the conduct and whether the conduct was unwelcome, 2) 

the surrounding circumstances, expectations, and relationships, 3) the degree to 

which the conduct affected one or more students' education, 4) the type, frequency, 

and duration of the conduct, 5) the identity of and relationship between the alleged 

harasser and the suspect or suspects of the harassment, 6) the number of individuals 
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involved, 7) the age (and sex, if applicable) of the alleged harasser and the alleged 

victim(s) of the harassment, 8) the location of the incidents and the context in which 

they occurred, 9) the totality of the circumstances, and 10) other relevant evidence. 

d. A review of the evidence using a “preponderance of the evidence” standard (based 

on the evidence, is it more likely than not that discrimination, harassment, or 

retaliation occurred?) 

 

The designated compliance coordinator (or designated investigator) will complete an 

investigative report, which will include: 

a. A summary of the facts,  

b. Findings regarding whether discrimination, harassment or other inappropriate 

conduct occurred, and  

c. If a finding is made that discrimination, harassment or other inappropriate conduct 

occurred, the recommended remedy or remedies necessary to eliminate such 

discrimination, harassment or other inappropriate conduct. 

 

If someone other than the designated compliance coordinator conducted the investigation, 

the compliance coordinator will review, approve, and sign the investigative report. The 

District will ensure that prompt, appropriate, and effective remedies are provided if a 

finding of discrimination, harassment, or retaliation is made. The District will maintain 

relevant documentation obtained during the investigation and documentation supportive of 

the findings and any subsequent determinations, including the investigative report, witness 

statements, interview summaries, and any transcripts or audio recordings, pertaining to the 

investigative and appeal proceedings. 

 

The District will send concurrently to the parties written notification of the decision 

(findings and any remedy) regarding the complaint within one (1) working day after the 

investigation is completed. The Family Educational Rights and Privacy Act (FERPA), 20 

U.S.C. § 11232g; 34 C.F.R. Part 99, permits the District to disclose relevant information 

to a student who was discriminated against or harassed. 

 

ii.   Level 2 (Appeal to the Superintendent): 

If a party is not satisfied with the findings or remedies (or both) set forth in the decision, 

he or she may file an appeal in writing with the Superintendent within five (5) working 

days after receiving the decision. The Superintendent will review the appeal and the 

investigative documentation and decision, conduct additional investigation, if necessary, 

and issue a written determination about the appeal within ten (10) working days after 

receiving the appeal. The party who filed the appeal will be sent the Superintendent’s 

determination at the time it is issued, and a copy will be sent to the designated compliance 

coordinator. [If the Superintendent is the subject of the complaint, the party will file the 

appeal directly with the Board.] 

 

iii.   Level 3 (Appeal to the Board): 

If the party is not satisfied with the Superintendent’s determination, he or she may file an 

appeal in writing with the Board of Education within five (5) working days after receiving 

the Superintendent’s determination. The Board of Education will review the appeal, the 
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Superintendent’s determination, the investigative documentation and decision, and allow 

the party to address the Board at a Board meeting to present his or her appeal.  The party 

will be allowed to address the Board at the Board’s next regularly scheduled Board meeting 

(unless the Board receives the appeal within one week of the next regularly scheduled 

Board meeting) or at a time and date agreed to by the Board, designated compliance officer 

and the party.  The Board will issue a written determination about the appeal within thirty 

(30) days after the party addresses the Board. The party who filed the appeal will be sent 

the Board’s determination at the time it is issued, and a copy will be sent to the designated 

compliance coordinator. The Board’s determination, and any actions taken, will be final 

on behalf of the District. 

 

4. Confidentiality: 

The identity of the complainant will be kept confidential to the extent permitted by state 

and federal law.  The District will notify the complainant of the anti-retaliation provisions 

of applicable laws and that the District will take steps to prevent retaliation and will take 

prompt and strong responsive actions if retaliation occurs. 

 

If a complainant requests confidentiality or asks that the complaint not be pursued, the 

District will take all reasonable steps to investigate and respond to the complaint consistent 

with the request for confidentiality or the request not to pursue an investigation, as long as 

doing so does not prevent the District from responding effectively to the harassment and 

preventing harassment of other students. If a complainant insists that his or her name or 

other identifiable information not be disclosed to the alleged perpetrator, the District will 

inform the complainant that its ability to respond may be limited. Even if the District cannot 

take disciplinary action against the alleged harasser, the District will pursue other steps to 

limit the effects of the alleged harassment and prevent its recurrence, if warranted. 

 

5.  Training: 

The District will ensure that relevant District employees are adequately trained so they 

understand and know how to identify acts of discrimination, harassment, and retaliation, 

and how to report it to appropriate District officials or employees. 

 

In addition, the District shall ensure that employees designated to address or investigate 

discrimination, harassment, and retaliation, including designated compliance coordinators, 

receive training to promptly and effectively investigate and respond to complaints and 

reports of discrimination, and to know the District's grievance procedures and the 

applicable confidentiality requirements. 

 

6.  Designated Compliance Coordinators: 

Designated compliance coordinators will be responsible for: 

a. Coordinating efforts to comply with anti-discrimination, anti-harassment, and anti-

retaliation laws and regulations. 

b. Coordinating and implementing training employees pertaining to anti-

discrimination, anti-harassment and anti-retaliation laws and regulations, including 

the training areas listed above.  
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c. Investigating complaints of discrimination (unless the coordinator designates other 

trained individuals to investigate).  

d. Monitoring substantiated complaints or reports of discrimination, as needed (and 

with the assistance of other District employees, if necessary), to ensure 

discrimination or harassment does not recur, and that retaliation conduct does not 

occur or recur.  

e. Overseeing discrimination complaints, including identifying and addressing any 

patterns or systemic problems, and reporting such patterns or systemic problems to 

the Superintendent and the Board of Education.  

f. Communicating regularly with the District's law enforcement unit investigating 

cases and providing current information to them pertaining to anti-discrimination, 

anti-harassment, and anti-retaliation standards and compliance requirements.  

g. Reviewing all evidence in harassment or violence cases brought before the 

District's disciplinary committee or administrator to determine whether the 

complainants are entitled to a remedy under anti-discrimination laws and 

regulations that was not available in the disciplinary process.  

h. Ensuring that investigations address whether other employees may have been 

subjected to discrimination, including harassment and retaliation.  

i. Determining whether District employees with knowledge of allegations of 

discrimination, including harassment and retaliation, failed to carry out their duties 

in reporting the allegations to the designated compliance coordinator and 

responding to the allegations.  

j. Recommending changes to this policy and grievance procedure.  

k. Performing other duties as assigned. 

 

7.  Preventive Measures: 

The District will publish and widely distribute on an ongoing basis a notice of 

nondiscrimination (notice) in electronic and printed formats, including prominently 

displaying the notice on the District's website and posting the notice at each building in the 

District. The District also will designate an employee to coordinate compliance with anti-

discrimination laws (see Designated Compliance Coordinator section, above, for further 

information on compliance coordinator), and widely publish and disseminate this 

grievance procedure, including prominently posting it on the District’s website, at each 

building in the District, reprinting it in District publications, such as handbooks, and 

sending it electronically to members of the school community.  

 

The District also may distribute specific harassment and violence materials (such as sexual 

violence), including a summary of the District’s anti-discrimination, anti-harassment, and 

anti-retaliation policy and grievance procedure, and a list of victim resources, during events 

such as school assemblies and back to school nights, if recent incidents or allegations 

warrant additional education to the school community. 
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Legal Reference:  Title VI, 42 U.S.C. § 2000d, Title VII, 42 U.S.C. § 2000e, Title IX; 20 

U.S.C. § 1681, and the Nebraska Fair Employment Practices Act, Neb. Rev. 

Stat. §48-1101 et seq. 

Age Discrimination in Employment Act (ADEA), the Older Workers 

Benefit Protection Act (OWBPA), 29 U.S.C. §621 et seq., and the Nebraska 

Age Discrimination in Employment Act, Neb. Rev. Stat. §48-1001 et seq.;  

Americans with Disabilities Act (ADA), 42 U.S.C. § 12101 et seq. 

Section 504 of the Rehabilitation Act of 1973 (Section 504) 

Pregnancy Discrimination Act, 42 U.S.C. § 2000e(k) 

Uniform Service Employment and Reemployment Rights Act (USERRA), 

38 U.S.C. § 4301 et seq. 

Neb. Rev. Stat. § 79-2,115, et seq 

 

 

Date of Adoption:  December 9, 2013 

Date of Revision:  September 14, 2015 

Date of Revision:  February 8, 2016 

Date of Revision:  September 11, 2017 

Date of Revision:  July 9, 2018 

Date of Revision:  February 10, 2020 

Date of Revision:  July 12, 2021 

Date of Reaffirmation: November 13, 2023 
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      Employee’s Serious Health Condition 

Part  A.  MEDICAL FACTS 

 

1.  Approximate date condition commenced: ______________________________________ 

 

Probable duration of condition: _____________________________________________ 

 

Mark below as applicable: 

Was the patient admitted for an overnight stay in a hospital, hospice, or residential 

medical care facility?  

___ No  ___ Yes. If so, dates of admission:  ___________________________________ 

 

Date(s) you treated the patient for condition: ___________________________________ 

______________________________________________________________________ 

Will the patient need to have treatment visits at least twice per year due to the condition? 

___ No ___ Yes.  

Was medication, other than over-the-counter medication, prescribed?  ___No  ___ Yes. 

 

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., 

physical therapist)? 

___ No ___ Yes. If so, state the nature of such treatments and expected duration of 

treatment: ________________________________________________________________ 

________________________________________________________________________ 

2. Is the medical condition pregnancy?  ___ No ___ Yes.  If so, expected delivery 

date:____________________________. 

 

3. Use the information provided by the employer in Section 1 to answer this question.  If the 

employer fails to provide a list of the employee’s essential functions or a job description, 

answer these questions based upon the employee’s own description of his/her job 

functions.  

Is the employee unable to perform any of his/her job functions due to the condition:   ___ 

No ___ Yes 

If so, identify the job functions the employee is unable to perform: __________________ 

     _________________________________________________________________________ 

 

4. Describe other relevant medical facts, if any, related to the condition for which the 

employee seeks leave (such medical facts may include symptoms, diagnosis, or any 

regimen of continuing treatment such as the use of specialized equipment): ____________ 

      ________________________________________________________________________ 

      ________________________________________________________________________ 

      ________________________________________________________________________ 

      ________________________________________________________________________ 
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      Employee’s Serious Health Condition 

Part B:  AMOUNT OF LEAVE NEEDED 

 

5.  Will the employee be incapacitated for a single continuous period of time due to his/her 

medical condition, including any time for treatment and recovery? ___ No   ___ Yes.  

 

If so, estimate the beginning and ending dates for the period of incapacity:  __________ 

_______________________________________________________________________ 

 

6. Will the employee need to attend follow-up treatment appointments or work part-time or 

on a reduced schedule because of the employee's medical condition? ___ No  ___ Yes. 

 

If so, are the treatments or the reduced number of hours of work medically necessary? 

___ No  ___ Yes.  

Estimate treatment schedule, if any, including the dates of any scheduled appointments 

and the time required for each appointment, including any recovery period: ________ 

           ______________________________________________________________________ 

           ______________________________________________________________________ 

 

Estimate the part-time or reduced work schedule the employee needs, if any: 

 

______ hour(s) per day;______days per week from ___________through ___________ 

 

7. Will the condition cause episodic flare-ups periodically preventing the employee from 

performing his/her job functions?  ___ No  ___ Yes. 

 

Is it medically necessary for the employee to be absent from work during the flare-

ups? ____No____ Yes. If so, explain:  ______________________________________ 

_____________________________________________________________________ 

 

Based upon the patient's medical history and your knowledge of the medical condition, 

estimate the frequency of flare-ups and the duration of related incapacity that the patient 

may have over the next 6 months (e.g., 1 episode every 3 months lasting 1-2 days): 

 

Frequency: ____ times per____ week(s) ____ month(s) 

 

Duration: ____hours or____ day(s) per episode 

 

ADDITIONAL INFORMATION:     IDENTIFY QUESTION NUMBER WITH YOUR 

ADDITIONAL ANSWER: 

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 
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___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________    

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________   

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________   

 

 

______________________________                   _________________ 

Signature of Health Care Provider Date 
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Certification of Health Care Provider for Family Member’s Serious Health Condition  

Family and Medical Leave Act 

 
SECTION I:  For Completion by the EMPLOYER 

 
INSTRUCTIONS to the EMPLOYER: FMLA provides that an employer may require an employee seeking 
FMLA protections because of a need for leave to care for a covered family member with a serious health 
condition to submit a medical certification issued by the health care provider of the covered family member.    
 

Employer name:  Norfolk Public Schools 

 

Employer contact person:  ___________________________________________________ 

 
SECTION II:  For Completion by the EMPLOYEE 

 
INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your family 
member or his/her medical provider. The FMLA permits an employer to require that you submit a timely, 
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family 
member with a serious health condition. If requested by your employer, your response is required to obtain or 
retain the benefit of FMLA protections. Failure to provide a complete and sufficient medical certification may 
result in a denial of your FMLA request. Your employer must give you at least 15 calendar days to return this 
form to your employer.  
 

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 family member is your son or daughter, date of birth: ______________________  

 
Describe care you will provide to your family member and estimate leave needed to provide care: 

  
________________________________________________________________________________________________  

 

________________________________________________________________________________________________  

 

________________________________________________________________________________________________  

 

________________________________________________________________________________________________  

 

 

_______________________________________________ ___________________________________________  

Employee Signature     Date 
 

 

 

 

 

 

 

 

 



5—FMLA Medical Certification                         2 of 4                                                              

      Family Member’s Serious Health Condition 

SECTION III:  For Completion by the HEALTH CARE PROVIDER 

 
INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed above has requested leave 
under the FMLA to care for your patient.  Answer, fully and completely, all applicable parts below. Several 
questions seek a response as to the frequency or duration of a condition, treatment, etc. Your answer should 
be your best estimate 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 not be sufficient to 
determine FMLA coverage. Limit your responses to the condition for which the patient needs leave. Please be 
sure to sign the form on the last page. 
 

Provider’s name and business address: ___________________________________________ 

________________________________________________________________________ 

Type of practice/Medical specialty: _____________________________________________ 

Telephone:       (_______) ___________________ Fax: (_______) ___________________ 

 

Part  A.  MEDICAL FACTS 

 

1.  Approximate date condition commenced: ________________________________________ 

 

Probable duration of condition: _______________________________________________ 

 
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care 

facility?  __ No  ___ Yes. If so, dates of admission:  _________________________________ 

 

Date(s) you treated the patient for condition: ______________________________________ 

______________________________________________________________________ 

 

 

Was medication, other than over-the-counter medication, prescribed?  ___No  ___ Yes. 

 
Will the patient need to have treatment visits at least twice per year due to the condition? ___ No 

___ Yes.  

 
Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical 

therapist)?  ___ No ___ Yes. If so, state the nature of such treatments and expected duration of 

treatment:  ______________________________________________________________________ 

________________________________________________________________________ 

2. Is the medical condition pregnancy? ___No___Yes. If so, expected delivery date: 

___________________________. 

 
3. Describe other relevant medical facts, if any, related to the condition for which the patient needs 

care (such medical facts may include symptoms, diagnosis, or any regiment of continuing 

treatment such as the use of specialized equipment): _____________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________  

http://www.dol.gov/agencies/whd/fmla
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 Part B:  AMOUNT OF CARE NEEDED 

 
4. Will the patient be incapacitated for a single continuous period of time, including any time for 

treatment and recovery? ___ No   ___ Yes.  

 

Estimate the beginning and ending dates for the period of incapacity:  ____________________  

During this time, will the patient need care?  ___ No ___ Yes. 

Explain the care needed by the patient and why such care is medically necessary: ____________ 

_______________________________________________________________________ 

_______________________________________________________________________  

5. Will the patient require follow-up treatment, including any time for recovery?  ___ No  ___ Yes. 

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the 

time required for each appointment, including any recovery period: _____________________ 

      ________________________________________________________________________ 

 
Explain the care needed by the patient, and why such care is medically necessary: _____________  

_______________________________________________________________________________  

 

6. Will the patient require care on an intermittent or reduced schedule basis, including any time for 

recovery?  ___ No  ___ Yes. 

 

Estimate the hours the patient needs care on an intermittent basis, if any:  

_________ hour(s) per day; __________ days per week from __________ through __________  

 

Explain the care needed by the patient, and why such care is medically necessary: ___________   

_____________________________________________________________________________ 

_____________________________________________________________________________  

7. Will the conditions cause episodic flare-ups periodically preventing the patient from 

participating in normal daily activities?  ___ No  ___ Yes. 

 

Based upon the patient's medical history and your knowledge of the medical condition, estimate 

the frequency of flare-ups and the duration of related incapacity that the patient may have over the 

next 6 months (e.g., 1 episode every 3 months lasting 1-2 days): 

 

Frequency: ____ times per ______ week(s) ______ month(s) 

Duration: ____hours or____ day(s) per episode 

Does the patient need care during these flare-ups?  ___ No  ___ Yes. 

Explain the care needed by the patient, and why such care is medically necessary: ________ 

__________________________________________________________________________ 

__________________________________________________________________________ 
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ADDITIONAL INFORMATION:     IDENTIFY QUESTION NUMBER WITH YOUR 

ADDITIONAL ANSWER: 

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________    

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________  

  

___________________________________________________________________________ 

___________________________________________________________________________   

 

 

______________________________                   _________________ 

Signature of Health Care Provider Date 

 



 

Certification of Qualifying Exigency for Military Family Leave  

Family and Medical Leave Act 

 
SECTION I:  For Completion by the EMPLOYER 

 
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an 
employer may require an employee seeking FMLA leave due to a qualifying exigency to submit a certification.  
Please complete Section I before giving this form to your employee.  Your response is voluntary, and while you 
are not required to use this form, you may not ask the employee to provide more information than allowed under 
the FMLA regulations, 29 CFR 825.309.      
 

Employer Name:  __________________________________________________________  

 

Contact Information:  _______________________________________________________ 

 
SECTION II:  For Completion by the EMPLOYEE 

 
INSTRUCTIONS to the EMPLOYEE: Please complete Section II fully and completely.  The FMLA 
permits an employer to require that you submit a timely, complete, and sufficient certification to support a 
request for FMLA leave due to a qualifying exigency. Several questions in this section seek a response as to the 
frequency or duration of the qualifying exigency.  Be as specific as you can; terms such as “unknown” or 
“indeterminate” may not be sufficient to determine FMLA coverage. Your response is required to obtain a 
benefit.  29 CFR 825.310.  While you are not required to provide this information, failure to do so may result in a 
denial of your request for FMLA leave.  Your employer must give you at least 15 calendar days to return this form 
to your employer.   
 

Your name: _________________________________________________________________ 

                       First                        Middle                        Last 

 

Name of military member on covered active duty or call to covered active duty status: 

  

_________________________________________________________________________ 

First                                Middle                              Last 

 

Relationship of military member to you:  _______________________________________ 

 

Period of military member’s covered active duty:  ________________________________ 

 
A complete and sufficient certification to support a request for FMLA leave due to a qualifying 

exigency includes written documentation confirming a covered military member’s active duty or 

call to covered active duty status.  Please check one of the following and attach the indicated 

document to support that the military member is on covered active duty or call to covered active 

duty status:   

 

 _____ A copy of the military member’s covered active duty orders is attached.  

 

 _____ Other documentation from the military certifying that the military member is on 

covered active duty (or has been notified of an impending call to covered active 

duty) is attached.   

 



 

 _____ I have previously provided my employer with sufficient written documentation 

confirming the military member’s covered active duty or call to covered active 

duty status.  

 

Part  A.  QUALIFYING REASON FOR LEAVE 

 
1.  Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the 

specific reason you are requesting leave):  
______________________________________________________________________

______________________________________________________________________  

______________________________________________________________________

______________________________________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

 

2. A complete and sufficient certification to support a request for FMLA leave due to a qualifying 

exigency includes any available written documentation which supports the need for leave; such 

documentation may include a copy of a meeting announcement for informational briefings 

sponsored by the military; a document confirming the military member’s Rest and Recuperation 

leave; a document confirming an appointment with a third party, such as a counselor or school 

official, or staff at a care facility; or a copy of a bill for services for the handling of legal or 

financial affairs.  Available written documentation supporting this request for leave is attached.  

___ Yes  ___ No  ___ None Available. 

 

Part B:  AMOUNT OF LEAVE NEEDED 

 
1. Approximate date exigency commenced: ____________________________________________ 

Probable duration of exigency: _____________________________________________________ 

2. Will you need to be absent from work for a single continuous period of time due to the 

qualifying exigency?  ___ No  ___ Yes. 

If so, estimate the beginning and ending dates for the period of absence: ___________________ 

     _________________________________________________________________________ 

 
3. Will you need to be absent from work periodically to address this qualifying exigency? 

        ___ No ___ Yes. 

 

Estimate schedule of leave, including the dates of any scheduling meetings or appointments:  

_____________________________________________________________________________ 

_____________________________________________________________________________  

 Estimate the frequency and duration of each appointment, meeting, or leave event, including any 

travel time (i.e., 1 deployment-related meeting every month lasting 4 hours): 

 

 Frequency: __________ times per __________ week(s) __________ month(s). 

 

 Duration:  __________ hours __________ day(s) per event.  

 

 

http://www.dol.gov/agencies/whd/fmla


 

Part C:  If leave is requested to meet with a third party (such as to arrange for childcare or 

parental care, to attend counseling, to attend meetings with school or childcare or parental 

care providers, to make financial or legal arrangements, to act as the military member’s 

representative before a federal, state, or local agency for purposes of obtaining, arranging or 

appealing military service benefits, or to attend any event sponsored by the military or 

military service organizations), a complete and sufficient certification includes the name, 

address, and appropriate contact information of the individual or entity with whom you are 

meeting (i.e., either the telephone or fax number or email address of the individual or 

entity).  This information may be used by your employer to verify that the information 

contained on this form is accurate.  

 

Name of Individual: __________________________________ Title: __________________ 

 

Organization: ______________________________________________________________  

 

Address: __________________________________________________________________ 

 

Telephone:  (______) _____________________ Fax:  (______) ______________________ 

 

Email: ____________________________________________________________________  

 

Describe nature of meeting: ___________________________________________________ 

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________    

 

___________________________________________________________________________ 

PART D:   I certify that the information I provided above is true and correct.  

 

______________________________                   _________________ 

Signature of Employee  Date 
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Certification for Serious Injury or     U.S. Department of Labor 
Illness of a Current        Wage and Hour Division 
Servicemember - -for Military Family Leave  
(Family and Medical Leave Act)  

             OMB Control Number: 1235-0003    
 Expires:  2/28/2015 

 
 
Notice to the EMPLOYER   
 
INSTRUCTIONS to the EMPLOYER:  The Family and Medical Leave Act (FMLA) provides that an employer may 
require an employee seeking FMLA leave due to a serious injury or illness of a current servicemember to submit a 
certification providing sufficient facts to support the request for leave.  Your response is voluntary.  While you are not 
required to use this form, you may not ask the employee to provide more information than allowed under the FMLA 
regulations, 29 CFR 825.310.  Employers must generally maintain records and documents relating to medical 
certifications, recertifications, or medical histories of employees or employees’ family members created for FMLA 
purposes as confidential medical records in separate files/records from the usual personnel files and in accordance with 29 
CFR 1630.14(c)(1), if the Americans with Disabilities Act applies.    
  
SECTION I:  For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the 
Employee Is Requesting Leave   
 
INSTRUCTIONS to the EMPLOYEE or CURRENT SERVICEMEMBER:  Please complete Section I before having 
Section II completed.  The FMLA permits an employer to require that an employee submit a timely, complete, and 
sufficient certification to support a request for FMLA leave due to a serious injury or illness of a servicemember.  If 
requested by the employer, your response is required to obtain or retain the benefit of FMLA-protected leave.  29 U.S.C. 
2613, 2614(c)(3).  Failure to do so may result in a denial of an employee’s FMLA request.  29 CFR 825.310(f).  The 
employer must give an employee at least 15 calendar days to return this form to the employer.  
  
SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD”) HEALTH CARE 
PROVIDER or a HEALTH CARE PROVIDER who is either:  (1) a United States Department of Veterans Affairs 
(“VA”) health care provider; (2) a DOD TRICARE network authorized private health care provider; (3) a DOD 
non-network TRICARE authorized private health care provider; or (4) a health care provider as defined in 29 
CFR 825.125   
 
INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the 
FMLA to care for a family member who is a current member of the Regular Armed Forces, the National Guard, or the 
Reserves who is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise 
on the temporary disability retired list for a serious injury or illness.  For purposes of FMLA leave, a serious injury or 
illness is one that was incurred in the line of duty on active duty in the Armed Forces or that existed before the beginning 
of the member’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces that 
may render the servicemember medically unfit to perform the duties of his or her office, grade, rank, or rating.    
  
A complete and sufficient certification to support a request for FMLA leave due to a current servicemember’s serious 
injury or illness includes written documentation confirming that the servicemember’s injury or illness was incurred in the 
line of duty on active duty or if not, that the current servicemember’s injury or illness existed before the beginning of the 
servicemember’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces, and 
that the current servicemember is undergoing treatment for such injury or illness by a health care provider listed above.  
Answer, fully and completely, all applicable parts.  Several questions seek a response as to the frequency or duration of a 
condition, treatment, etc.  Your answer should be your best estimate 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 not 
be sufficient to determine FMLA coverage.  Limit your responses to the servicemember’s condition for which the 
employee is seeking leave.    
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SECTION I:  For Completion by the EMPLOYEE and/or the CURRENT SERVICEMEMBER for whom the 
Employee Is Requesting Leave:   
 
(This section must be completed first before any of the below sections can be completed by a health care provider.)  
  
Part A:  EMPLOYEE INFORMATION  
Name and Address of Employer (this is the employer of the employee requesting leave to care for the current 
servicemember):    

____________________________________________________________________________________________  
  
Name of Employee Requesting Leave to Care for the Current Servicemember:  

 ____________________________________________________________________________________________  
 First    Middle     Last  

Name of the Current Servicemember (for whom employee is requesting leave to care):  

____________________________________________________________________________________________  
First    Middle      Last  

  
Relationship of Employee to the Current Servicemember:    
  
Spouse  Parent    Son    Daughter    Next of Kin      
 
 
Part B:  SERVICEMEMBER INFORMATION  
  
(1)  Is the Servicemember a Current Member of the Regular Armed Forces, the National Guard or Reserves?    
  Yes   No    
 
  If yes, please provide the servicemember’s military branch, rank and unit currently assigned to:  

 _______________________________________________________________________________________  
  
 Is the servicemember assigned to a military medical treatment facility as an outpatient or to a unit established for 

the purpose of providing command and control of members of the Armed Forces receiving medical care as 
outpatients (such as a medical hold or warrior transition unit)?   

 Yes   No    
 
 If yes, please provide the name of the medical treatment facility or unit: 
 
  _________________________________________  
  
(2)   Is the Servicemember on the Temporary Disability Retired List (TDRL)?   
 Yes   No    
 
Part C:  CARE TO BE PROVIDED TO THE SERVICEMEMBER  
  
Describe the Care to Be Provided to the Current Servicemember and an Estimate of the Leave Needed to Provide the 
Care:  
  
____________________________________________________________________________________________  
  
____________________________________________________________________________________________  
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SECTION II:  For Completion by a United States Department of Defense (“DOD”) Health Care Provider or a 
Health Care Provider who is either:  (1) a United States Department of Veterans Affairs (“VA”) health care 
provider; (2) a DOD TRICARE network authorized private health care provider; (3) a DOD non-network 
TRICARE authorized private health care provider; or (4) a health care provider as defined in 29 CFR 
825.125.  If you are unable to make certain of the military-related determinations contained below in Part B, you 
are permitted to rely upon determinations from an authorized DOD representative (such as a DOD recovery care 
coordinator).   
 
(Please ensure that Section I above has been completed before completing this section.  Please be sure to sign the form on 
the last page.)  
  
Part A:  HEALTH CARE PROVIDER INFORMATION  
 
Health Care Provider’s Name and Business Address:  
 ____________________________________________________________________________________________  
  
Type of Practice/Medical Specialty: _______________________________________________________________  

  
Please state whether you are either:  (1) a DOD health care provider; (2) a VA health care provider; (3) a DOD TRICARE 
network authorized private health care provider; (4) a DOD non-network TRICARE authorized private health care 
provider, or (5) a health care provider as defined in 29 CFR 825.125:  
_____________________________________________________________________  
  
Telephone: (     ) _____________ Fax: (     ) ______________ Email: ___________________________________  
  
PART B:  MEDICAL STATUS   
  
(1)  The current Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):  
  

 (VSI) Very Seriously Ill/Injured – Illness/Injury is of such a severity that life is imminently endangered.  
Family members are requested at bedside immediately.  (Please note this is an internal DOD casualty assistance 
designation used by DOD healthcare providers.)  

  
 (SI) Seriously Ill/Injured – Illness/injury is of such severity that there is cause for immediate concern, but 
there is no imminent danger to life.  Family members are requested at bedside.  (Please note this is an internal 
DOD casualty assistance designation used by DOD healthcare providers.)  
  
 OTHER Ill/Injured – a serious injury or illness that may render the servicemember medically unfit to 
perform the duties of the member’s office, grade, rank, or rating.  

  
 NONE OF THE ABOVE (Note to Employee:  If this box is checked, you may still be eligible to take leave to 
care for a covered family member with a “serious health condition” under § 825.113 of the FMLA.  If such leave 
is requested, you may be required to complete DOL FORM WH-380-F or an employer-provided form seeking the 
same information.)  

  
(2)   Is the current Servicemember being treated for a condition which was incurred or aggravated by service in the line 

of duty on active duty in the Armed Forces?   Yes  No    
  
 
(3)   Approximate date condition commenced: _______________________________________________  
  
(4)   Probable duration of condition and/or need for care:   ______________________________________   
  
 
 

http://www.dol.gov/agencies/whd/fmla
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(5)    Is the servicemember undergoing medical treatment, recuperation, or therapy for this condition?  Yes  No    
         

  If yes, please describe medical treatment, recuperation or therapy: 
  
 _________________________________________________________________________________________  
 

PART C:  SERVICEMEMBER’S NEED FOR CARE BY FAMILY MEMBER    
  
(1)   Will the servicemember need care for a single continuous period of time, including any time for treatment and 

recovery?  Yes  No    
  
 If yes, estimate the beginning and ending dates for this period of time: ________________________________  
  
(2)   Will the servicemember require periodic follow-up treatment appointments?   Yes  No    
 
 If yes, estimate the treatment schedule: __________________________________________  
  

(3)   Is there a medical necessity for the servicemember to have periodic care for these follow-up treatment 
appointments?  Yes  No    

  

(4)   Is there a medical necessity for the servicemember to have periodic care for other than scheduled follow-up 
treatment appointments (e.g., episodic flare-ups of medical condition)?   

 Yes  No    
 
 If yes, please estimate the frequency and duration of the periodic care:   
  

 _________________________________________________________________________________________    
  
       _________________________________________________________________________________________  
  
  
  
Signature of Health Care Provider:  ________________________________  Date:  _______________________  
  
  
  
   

  
  
  
  
  
  
  

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT  
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years, in accordance with 29 U.S.C. 2616; 29 
CFR 825.500.  Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number.  The 
Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this collection of information, including the 
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the 
collection of information.  If you have any comments regarding this burden estimate or any other aspect of this collection information, including 
suggestions for reducing this burden, send them to the Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 
Constitution AV, NW, Washington, DC 20210.  DO NOT SEND THE COMPLETED FORM TO THE WAGE AND HOUR DIVISION; 
RETURN IT TO THE PATIENT.    
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care. A complete and sufficient certification to support a request for FMLA leave due to a current servicemember’s serious 

injury or illness includes written documentation confirming that the servicemember’s injury or illness was incurred in the 

line of duty on active duty or if not, that the current servicemember’s injury or illness existed before the beginning of the 

servicemember’s active duty and was aggravated by service in the line of duty on active duty in the Armed Forces, and that 

the current servicemember is undergoing treatment for such injury or illness by a health care provider listed above. 
 

PART A: HEALTH CARE PROVIDER INFORMATION 
 

Health Care Provider’s Name: (Print)       

Health Care Provider’s business address:         

Type of practice/Medical specialty:      

Telephone: ( ) Fax: ( ) E-mail:      

Please select the type of FMLA health care provider you are: 
 

 DOD health care provider 

 VA health care provider 

 DOD TRICARE network authorized private health care provider 

 DOD non-network TRICARE authorized private health care provider 

 Health care provider as defined in 29 C.F.R. § 825.125 

 
 

PART B: MEDICAL INFORMATION 

Please provide appropriate medical information of the patient as requested below. Limit your responses to the 

servicemember’s condition for which the employee is seeking leave. If you are unable to make some of the military-related 

determinations contained below, you are permitted to rely upon determinations from an authorized DOD representative, 

such as a DOD recovery care coordinator. Do not provide information about genetic tests, as defined in 29 C.F.R. § 

1635.3(f), or genetic services, as defined in 29 C.F.R. §1635.3(e). 
 

(1) Patient’s Name:    
 

(2) List the approximate date condition started or will start: _ (mm/dd/yyyy) 

 
(3) Provide your best estimate of how long the condition will last:    

 

(4) The servicemember’s injury or illness: (Select as appropriate) 

Was incurred in the line of duty on active duty. 

Existed before the beginning of the servicemember’s active duty and was 

aggravated by service in the line of duty on active duty. 
  None of the above. 

(5) The servicemember (    is /  is not) undergoing medical treatment, recuperation, or therapy for this condition. 

If yes, briefly describe the medical treatment, recuperation or therapy:    
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(6) The current servicemember’s medical condition is classified as: (Select as appropriate) 

 (VSI) Very Seriously Ill/Injured Illness/Injury is of such a severity that life is imminently endangered. Family 

members are requested at bedside immediately. Please note this is an internal DOD casualty assistance designation 

used by DOD healthcare providers.

 (SI) Seriously Ill/Injured Illness/injury is of such severity that there is cause for immediate concern, but there 

is no imminent danger to life. Family members are requested at bedside. Please note this is an internal DOD 

casualty assistance designation used by DOD healthcare providers.

 OTHER Ill/Injured A serious injury or illness that may render the servicemember medically unfit to perform 

the duties of the member’s office, grade, rank, or rating.

 NONE OF THE ABOVE. Note to Employee: If this box is checked, you may still be eligible to take leave to care for 

a covered family member with a “serious health condition” under 29 C.F.R. § 825.113 of the FMLA. If such leave is 

requested, you may be required to complete DOL FORM WH-380-F or an employer-provided form seeking the same 

information.

PART C: AMOUNT OF LEAVE NEEDED 

For the medical condition checked in Part B, complete all that apply. Some questions seek a response as to the frequency or duration of 

a condition, treatment, etc. Your answer should be your best estimate 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 not be sufficient to determine 

FMLA coverage. 

 

(7) Due to the condition, the servicemember will need care for a continuous period of time, including any time for 

treatment and recovery. Provide your best estimate of the beginning date (mm/dd/yyyy) and 
end date (mm/dd/yyyy) for this period of time. 

(8) Due to the condition, it is medically necessary for the servicemember to attend planned medical treatment 

appointments (scheduled medical visits). Provide your best estimate of the duration of the treatment(s), including 

any period(s) of recovery (e.g. 3 days/week) 

(9) Due to the condition, it is medically necessary for the servicemember to receive care on an intermittent basis 

(periodically), such as the care needed because of episodic flare-ups of the condition or assisting with the 

servicemember’s recovery. Provide your best estimate of how often (frequency) and how long (the duration) 

the intermittent episodes will likely last. 

Over the next 6 months, intermittent care is estimated to occur  times per 

(  day /  week /  month) and are likely to last approximately (  hours /  days) per 

episode. 

 

Signature of 

Health Care Provider Date (mm/dd/yyyy) 
 

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT 
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years, in accordance with 29 

U.S.C. § 2616; 29 C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently 

valid OMB control number. The Department of Labor estimates that it will take an average of 15 minutes for respondents to complete 

this collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining 

the data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden estimate 

or any other aspect of this collection information, including suggestions for reducing this burden, send them to the Administrator, Wage 

and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Avenue, N.W., Washington, D.C. 20210. 

DO NOT SEND THE COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN IT TO THE PATIENT. 



Article 4 PERSONNEL Policy No. 4008 

 

 

Personnel - All Employees 

 

Adoption Leave 

 

Adoption leave will be permitted to be taken by an adoptive parent for the same time and on the 

same terms as an employee is permitted to take a leave of absence upon the birth of the employee's 

child.  

 

The adoptive parent leave of absence begins following the commencement of the parent-child 

relationship.  The parent-child relationship commences, for purposes of adoption leave, when the 

child is placed with the employee for purposes of adoption.  The employee shall be deemed to 

have waived any adoptive leave days not taken following the commencement of the parent-child 

relationship, except as the Superintendent and the employee may otherwise agree.  Advance notice 

of an anticipated adoption shall be provided by the employee to the Superintendent as soon as 

possible. 

 

 

 

Legal Reference:    Neb. Rev. Stat. ' 48-234  

 

 

Date of Adoption:  December 9, 2013 

Date of Reaffirmation: February 8, 2016 

Date of Reaffirmation: February 10, 2020 

Date of Reaffirmation: November 13, 2023 



















































































































































Article 4 PERSONNEL Complaint form for Policy No. 4240 
 

 Page 1 of  1 

 
Personnel - Non-Certificated Employees  
 
Complaint Form 
 
This complaint form is to be used when a non-certificated employee of Norfolk Public Schools 
has a personal complaint related to his/her employment. The initial step for such a complaint is 
to have a conference with the school principal or with the supervisory officer directly in charge. 
That step may be undertaken informally, without completing this form.  
 
This form is to be completed if the employee is dissatisfied with the outcome at the initial step 
and wishes to have his/her complaint reviewed at the next level. 
 
Date: ______________________ 
Name: _____________________ 
 
(1) Description of the complaint:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
 
(2) Names of any witnesses to the matter being complained about:                                                                                  
______________________________________________________________________________
_____________________________________________________________________________.                                                                                                                                                                                                      
 
(3) Identify and attach any supporting the complaint:                                                                                  
______________________________________________________________________________
_____________________________________________________________________________.   
                                                                                                                                                                                               
(4) Date of the personal conference with the principal or supervisory officer:____________.   
 
(5) Response given by principal or supervisory officer to the employee’s complaint:                                                                                  
______________________________________________________________________________
_____________________________________________________________________________.   
  
(6) Relief requested (what I want done in response to this complaint): 
______________________________________________________________________________
____________________________________________________________________________. 
                                                                                                                                                                                                                                                                                                                     
The undersigned states:  I have a reasonable belief that the facts in this complaint are true and 
accurate and I give permission for an investigation to be made into this complaint. 
 
      Signature:____________________________ 
Received by: _______________________ Date: ________________________________ 





 

 Classified Employee Notice of Performance Concerns 
Norfolk Public Schools 

 
________________________________________|____________________________________  
                            Employee                Date of Review 
 
________________________________________|____________________________________  
                            Location                              Position 
                               

CONCERNS:  Check appropriate items(s) 
□ Knowledge and performance of job □ Failure to follow policies 
□ Attendance □ Ability to work cooperatively with others 
□ Punctuality □ Failure to exhibit appropriate judgment and tact 
□ Neglect of Duty □ Other 
 
Description of Incident including date(s) of occurrence:   
 
 
 
 
 
 
 
 
  
Recommendations for Improvement:   
 
 
 
 
 
 
 
 
 
 
__________________________________________________ ________________________ 
Supervisor        Date 
 
*_________________________________________________ ________________________ 
Employee        Date 
 
*Employee signature indicates that the employee has reviewed this document.  The employee is 
also being notified that further infractions of this nature or any other type may result in further 
disciplinary action, which may include termination.  

Original to file; copies to Employee, Supervisor  
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