ATTACHMENT TO PERSONNEL ACTION AND PAYROLL FORM

FOR LEAVE WITHOUT PAY


In accordance with the Harnett County Personnel Ordinance, Article VI, Section 20, Page 25 "Leave Without Pay Policy", I have applied for Leave Without Pay (LWOP) for the period beginning _____________ through _____________.  I have been informed and know that if I do not work at least one-half of the available work hours within one month, my benefits (medical, dental and life) will be stopped unless I have made other arrangements with Personnel or the Finance Department.


My signature authorizes the Finance Department to stop payment for benefits as stated above.  To retain my insurance while on LWOP, I understand I must make payment for my insurance by the 18th of each month to the Harnett County Finance Office.


If I am on LWOP and do not continue making my medical insurance payments, I will be dropped from the policy.  I have been advised that upon returning to work, I will need to complete all new application forms, have a 30-day waiting period during which I will not be covered, and a one-year waiting period on pre-existing conditions.


Responsibility for contacting the Credit Union and Tri-Co/Colonial Insurance Co. to set up payment plans during LWOP is mine, the employee.  The County will not be responsible for making payment to them.


If the LWOP is for medical reasons, I will contact the Personnel Department on the Family Medical Leave Act (FMLA).

________________________________

___________________________

Employee Signature




Dept. Head/Supervisor Signature

________________________________

___________________________

Date






Date

