
Family – Medical Leave  







LEAVE  REQUEST  FORM

To be completed by employee and/or adult family member or designated emergency contact, and submitted to the agency human resource contact OR completed by the employee's supervisor or human resources office to document oral notification of potential FML absence.  PLEASE PRINT LEGIBILY.

Employee Name_____________________________________________________________________________      

Street Address/City/State/Zip____________________________________________________________________

eMail Address for Notices______________________________________________________________________                                      

Agency _________________________________Class Title __________________________________________

Facility/Department/Unit/Section _________________________________ Date of Hire _____________________

Supervisor _____________________________________  Date of oral notice, if applies_____________________
TYPE OF LEAVE REQUESTED:  Documentation of medical necessity or birth/placement of child is required.  Employer is entitled to thirty (30) days' notice of foreseeable absences & documentation should be submitted prior to the start of the leave.  Failure to submit such notice may result in leave being denied or delayed.  Request must be submitted on the same day or next business day of learning of the need for leave & documentation must be submitted within fifteen (15) days of the beginning of the unforeseeable absence.

( Continuous  

Date anticipate leave to start:_________________   Date anticipate return to work: _____________________

If more than thirty (30) continuous days elapse between these dates AND absence is for Employee's own serious health condition, has Employee submitted Claim under State's Short/Long Term Disability Program?  If yes, attach copies of Claim and Attending Physician's Statement. If not, Employee may be missing potential benefits and should seek information about the Short/Long Term Disability Program.

( Intermittent – Estimate how often & how long absences may occur:  _____________________________________
( Reduced Regular Work Schedule - Proposed schedule:  ______________________________________________
REASON FOR LEAVE

(1) FAMILY:

Adoption of child  _____

Placement of foster child _____

Birth of child _____ (check only for parenting leave)
(2) MEDICAL:
*Serious health condition of employee _____ (includes pregnancy/childbirth)
 Serious health condition of employee's spouse, child or parent (Circle appropriate person) (includes pregnancy/childbirth)
*Does spouse/child/parent reside with Employee? Yes
No
 Is child UNDER the age of 18?  Yes
No
If No, does child have a disability as defined by the ADA? Yes  No










Attach Documentation of Disability

 IF absence is to care for Spouse, Child, or Parent, then identify what care you will be providing:

____________________________________________________________________________________________________________________________________________________________________________________________ 

*If FML is approved, all available sick leave will be charged concurrently with each FML absence for Employee's own serious health condition or that of spouse, child, and/or parent who resides with and is dependent upon the employee for care and support.

________________________________________
     ___________________________________________

Signature of Employee or Representative    Date
      OR
    Supervisor’s Signature


Date







    Required if submitted by Supervisor based on oral notice

Received by:


____________________________________________

 _____________________________________

Signature of HR contact










Date

Eligibility:
12 months employment? Yes
 No

HR Rep completing this section:

                         1250 hours worked? 
Yes
No
                         # hours FML used this fiscal year = _________
Initials/Date:_______________


