








OCSEA - 5

[THIS FORM SHOULD BE ON YOUR AGENCY LETTERHEAD]
OCSEA - 5

DATE

EMPLOYEE NAME

HOME OR WORK ADDRESS

CITY, STATE, ZIP CODE
Dear EMPLOYEE:  

This letter is to confirm your wish to exercise your right to take a voluntary layoff in accordance with Article 18.02 of the OCSEA/AFSCME Contract. The effective day of the layoff is DATE.

Should you wish, a copy of Chapter 123:1-41 of the Administrative Code governing layoff procedures will be provided to you by the AGENCY LABOR RELATIONS DEPARTMENT.

You shall have recall rights in your same, similar, or related classification series in the applicable offices, institutions and counties within the recall jurisdiction as defined in Appendix J of the collective bargaining agreement for a period of twenty-four (24) months, providing you meet the minimum qualifications as stated in the classification specification and position description.  

You will also retain re-employment rights to your original classification to other institutions and agencies within the jurisdiction defined in the Ohio Revised Code for the same time period.  Both recall and re-employment will be based upon your state seniority date and every attempt will be made to place you in a position similar to your present one as soon as possible.

You must select the offices, institutions and counties for recall and the counties for re-employment that you would desire to be on the recall and the reemployment lists for future employment.  

Please complete the attached ADM 4138 within five (5) calendar days of receipt of this letter and return it to DIRECTOR OF PERSONNEL/LABOR RELATIONS DEPARTMENT.

If you wish to appeal your layoff, you must file a written grievance pursuant to Article 25 of the OCSEA contract within ten (10) calendar days of receipt of this letter.  The grievance should be forwarded to LABOR RELATIONS MANAGER, COMPLETE ADDRESS.

Please review the attached leave conversion form and contact EMPLOYEE BENEFITS COORDINATOR, to discuss conversion of your benefits at (AREA CODE) TELEPHONE NUMBER.

A third attachment describes your right to continue health benefits beyond the effective date of the layoff.  Please review and contact the EMPLOYEE BENEFITS COORDINATOR, to discuss continuing your health benefits at (AREA CODE) TELEPHONE NUMBER.

Your past services with FACILITY/INSTITUTION/OFFICE are greatly appreciated, and we wish you well in your future endeavors.

 Sincerely,

DIRECTOR
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