Notice of Intent to Medical Separation
Professional Librarian Unit Employees - LX

SAMPLE LETTER

Proof of Service

Date

Employee Name

Employee Address

RE: Notice of Intent to Medically Separate

Dear ____________:

In accordance with the provisions of Article 29, Medical Separation, of the Professional Librarian Unit Memorandum of Understanding between the University Federation of Librarians, University Council-American Federation of Teachers (UC-AFT) and the University, I am writing to inform you of my intent to separate you for medical reasons effective ________. Date should be at least thirty (30) calendar days from the date of issuance of this notice of intent to medically separate.

It has been confirmed by your (our) physician, Dr. __________, that your medical condition precludes you from performing the essential job duties assigned to your position, with or without reasonable accommodation, and that this is a permanent condition OR that these limitations will persist for an indefinite period of time.
The department has attempted to accommodate your medical restrictions by ______________ (e.g., reducing work day/week, job restructuring, etc.) OR is unable to accommodate your medical restrictions because _______________ (e.g., essential job functions cannot be reassigned without placing your coworkers and the department under a continuing hardship).

If appropriate, please include the following:
In addition, on ______________ you were notified that your application for UCRP disability income was approved effective __________. (This information can be confirmed through Benefits Office in Human Resources). In light of your (our) physician’s statement regarding your medical condition and your receipt of disability payments from the University’s retirement system, medical separation is necessary.
Enclosed are materials upon which this Notice of Intent is based:
· Your position description dated ____________. 

· Disability Management Coordinator’s review dated _____________. 

· Any other pertinent documents (e.g., supervisor's statement). 

This decision has been reviewed by the Disability Management Coordinator, who will be available for rehabilitation assistance upon your complete recovery (if applicable). Disability Management Coordinator can be reached at (951) 827-4785.

Please contact the Benefits Office in Human Resources at (951) 827-4766 regarding the effect of this separation on your benefits, including conversion of health care coverage, if applicable.

You or your representative have the right to respond orally or in writing to me within ten (10) calendar days of the date of this letter. Please contact me if you have any questions.


Supervisor or Department Head

cc:
Labor Relations

Disability Management

Benefits

UC-AFT

NOTE TO DEPARTMENT: You must provide a copy of the above letter to UC-AFT along with a copy of the Proof of Service form, see Attachment A and Attachment B at the time the employee is notified. Please also send a copy of the Proof of Service form to Labor Relations. UC-AFT's copy should be addressed to:
Sandra Baringer

UC-AFT Local 1966 Field

29718 Red Mountain Drive

Valley Center, CA 92082
