Staff Leave Policy & Procedure


Appendix 1

Lancashire Care NHS Foundation Trust 
Maternity Leave Form
This form must be completed and returned to the Human Resources department no later than the end of the 15th week before the expected week of childbirth. You must attach an original MAT B1 certificate, signed by a Medical Practitioner or Certified Midwife, confirming your pregnancy and expected date of childbirth. Complete part 1 and section A, B or C as appropriate and then ask your manager to complete part 2 and the declaration on the second page of the form. 

PART 1: TO BE COMPLETED BY THE EMPLOYEE:
SURNAME:_________________________________FORENAMES:__________________________________

ADDRESS:________________________________________​​​​​​​​​​​​​​​​​​​​​_____________________________________

____________________________________________POSTCODE:__________________________________

JOB TITLE:_______________________________________CONTRACTED HOURS:__________PER WEEK  

DEPARTMENT:____________________________________ CONTACT NUMBER: ______________________

PAYROLL (ASSIGNMENT) NUMBER: __________________________________________________________

DATE OF COMMENCEMENT OF CONTINUOUS NHS EMPLOYMENT:_______________________________

DATE OF COMMENCEMENT OF CURRENT TRUST EMPLOYMENT:________________________________

EXPECTED DATE OF CHILDBIRTH:________________________________________________________

EXPECTED DATE OF COMMENCEMENT OF MATERNITY LEAVE:_________________________________

(If applicable) I wish to spread my Occupational Maternity Pay payments over ____ weeks. 

To view the jobs that are available within the Trust whilst you are on maternity leave, please visit our website at www.lancashirecare.nhs.uk or www.jobs.nhs.uk 
SECTION A – STAFF WITH LESS THAN ONE YEARS’ NHS SERVICE WHO WISH TO RETURN TO WORK

I wish to apply for Maternity Leave without Occupational Maternity Pay.

I understand that if I pay pension I will be required to make up the arrears of contributions which will have accrued during any period of unpaid leave. These will be repayable over a similar or agreed period. If I fail to return, I undertake to repay any overpayments made to me.

SIGNATURE OF APPLICANT:___________________________________________   DATE:______________

SECTION B – STAFF WITH MORE THAN ONE YEARS’ SERVICE AND WHO WISH TO RETURN TO WORK

I wish to apply for Maternity Leave with Occupational Maternity Pay. I intend to return to work for a minimum period of 3 months after the expiry of 15 months following the commencement of my Maternity Leave period.

I understand that if I pay pension I will be required to make up the arrears of contributions which will have accrued during the period of unpaid leave. These will be repayable over a similar or agreed period. If I fail to return, I undertake to repay any overpayments made to me.

SIGNATURE OF APPLICANT:_____________________________________________ DATE:_____________

SECTION C- STAFF WHO DO NOT WISH TO RETURN TO WORK
I wish to apply for SMP only as I do not wish to return to work after my confinement.

I do/do not* wish to extend my Pensionable Services by 39 weeks. (*delete as applicable)

SIGNATURE OF APPLICANT:_____________________________________________DATE:______________

SECTION D - STAFF WHO WORK ON THE STAFF BANK
I wish to apply for 52 weeks Maternity Leave and understand I will not be entitled to Occupational Maternity Pay, and may only be entitled to Statutory Maternity Pay (SMP) or Maternity Allowance (MA). 

SIGNATURE OF APPLICANT:_____________________________________________DATE:______________

*** SECTION E MUST BE COMPLETED BY THE APPLICANT IN ALL CASES ***

SECTION E- I undertake to ensure that the Payroll Department is informed, in writing, if the circumstances listed below become applicable during the time I am in receipt of Statutory Maternity Pay or Maternity Allowance:
1. If I take up any employment;

2. If I am taken into legal custody. 
NB. Your entitlement to SMP may be affected if any of the above become applicable.

SIGNATURE OF APPLICANT:_____________________________________________DATE:______________

PART 2: TO BE COMPLETED BY THE LINE MANAGER:

Have you agreed a voluntary method of contact with the above member of staff during their maternity leave?

Yes
[  ]     If Yes, please provide details______________________________________________________

No   
[  ]

Have you agreed with the employee how much annual leave should be taken prior to the commencement of the maternity leave period?

Yes
[  ]
  If Yes, please provide details___________________________________________________

No
[  ]

Have you agreed with the employee which days will be used as Keeping in Touch (KIT) days?

Yes
[  ]
  If Yes, please provide details____________________________________________

No
[  ]

Have you agreed with the employee how much annual leave should be taken following the end of the maternity leave period?

Yes
[  ]
  If Yes, please provide details____________________________________________

No
[  ]

Have you agreed with the employee how much annual leave can be carried over to the following leave year?

Yes
[  ]
  If Yes, please provide details____________________________________________

No
[  ]

DECLARATION BY MANAGER
The employment details of __________________________________________ as stated above are correct.

An ESR 5 Notification of Contractual Change form has been sent to the LCFT ESR Finance e-mail account. 

SIGNATURE:___________________________________________ 
DATE: ___________________

NAME (Printed): ___________________________________________

DEPT/WARD: ___________________________________________
SITE: ___________

PLEASE FORWARD THE COMPLETED FORM TO THE HUMAN RESOURCES DEPARTMENT, ALONG WITH THE ORIGINAL MAT B1 MATERNITY CERTIFICATE
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