MEMORANDUM OF UNDERSTANDING

NAME:                                                                     
SSN:                                                  .

I have read the attached document “Employment Rights and Benefits of Federal Civilian Employees Who Perform Active Military Duty.”   Based on this information I elect the following options:

Employment Status - I elect to:

· Separate from my civilian position effective _____      ______.

· Use available leave and remain on NIH rolls.

Leave Request:

· Use all accrued military leave available to me.  I have a current balance of _____ hours and a carryover balance of _____ hours.

· Use additional 22 days of military leave because I will be assisting in domestic civilian authorities to enforce the law or protect life and property.  Attached is a statement from my military installation documenting these duties.

· Use (all/a portion) of my accrued annual leave.  If you want to use only a portion, amount of hours to be used (______).

· Be paid for my annual leave in a lump sum payment.

· Have my annual leave remain to my credit until I return to my civilian position.

· Be placed on LWOP after military leave is exhausted.

Health Benefits:

· Continue FEHB coverage for up to 18 months.  I understand that NIH will pay my health premiums during all non-pay status, up to 18 months.
· Terminate FEHB coverage.
Life Insurance:

· Continue FEGLI coverage for up to 12 months.  I understand that this coverage will be at no cost to me.
· Terminate FEGLI coverage.  I understand if I waive coverage, I must wait at least one year from date of waiver before applying for the coverage.
Retirement:

· I do not want to pay a deposit to the retirement system or make up lost contributions to my TSP account upon return to civilian employment.

· I may want to pay a deposit to the retirement system or make up lost contributions to my TSP account upon return to civilian employment.  I will contact my benefits contact the to discuss my options upon return.

Comments:

________________________        _______

_________________

Signature





Date

Forwarding address:  ____________________________________________________

Daytime telephone:  _________________                         _____  

E-mail address:  __________                                             ______

RETURN COMPLETED AND SIGNED FORM TO:

HHS/National Institutes of Health/OD/OM

OHR/Workforce Relations Division

Benefits and Payroll Liaison Branch
31 Center Drive MSC 2215
Room B3C33

Bethesda, Maryland 20892-2215
Phone 301-496-2404

FAX 301-496-1209

E-mail your Benefit Contact
