REQUEST FOR FAMILY LEAVE OF ABSENCE

Name: _____________________________________ Date of Request:

Employee # 
 Hire Date 
 Department 
 Manager 
   

Reason for Leave Request

__
Care for newborn child - Date of Birth: 

__
Placement of child for adoption or foster care - Date of Placement: 

__
Unable to work due to own serious health condition


(Must be substantiated by a written statement from your doctor

__
Care for child, spouse or parent with serious health condition


(Certification of Physician or Practitioner must be submitted to Human Resources)

Is the Leave to be: 
__ Continuous
Continuous/Intermittent

__ Intermittent
Start date:  


__ On a reduced Leave work schedule
Return date:  


Total weeks/days:  

Reduced Leave work schedule:
Current schedule: _________________


Leave schedule: __________________

Request to use accrued Vacation - Number of Hours: ____________________

Family Leave to be taken in conjunction with Medical Leave: __Yes __No

Dates: ____________

Group health coverage during leave (medical, dental & vision; Flexible Spending Account, if applicable):

__
Group health coverage will continue during leave under the following terms: Employee will pay $
 per month for continued coverage. 


Payments are due by 
 and must be sent to: 

__
Other:

SIGNATURES:


EMPLOYEE*
 DATE 


MANAGER 
 DATE 


HUMAN RESOURCES 
 DATE:

*My signature acknowledges that I have read, understand and will comply with the requirements of the Family Leave of Absence Policy.

