REQUEST FOR MEDICAL LEAVE OF ABSENCE





Employee Name _________________________________ Department _____________





Home Address _______________________________ Home Telephone _____________








You are eligible to coordinate both sick and vacation hours during your leave: 





Available Sick leave hours ____________ as of ___________ 


Available Vacation hours ___________ as of ___________





I hereby request a leave of absence for medical reasons from ____________________ through ________________________ substantiated by the attached statement from my doctor.





I wish to coordinate _____________ hours of sick time and ____________ hours of vacation time with my disability payments.








CONTINUATION OF BENEFITS





The following benefits are available at the cost indicated during your medical leave of absence:





Dependent costs for MEDICAL I DENTAL / VISION coverage are calculated on a daily prorated basis. The cost for the requested leave period is $________ for employee only; $________ for employee with one dependent; $________ for employee with two or more dependents.





I decline coverage: employee only ______ (initial - cannot decline if there is no applicable premium for employee only coverage); employee with one dependent ______ (initial); employee with two or more dependents ______ (initial)





Cost of other insurance requested during the leave period:


Type of insurance  __________________________ Cost: $ ___________


Type of insurance  __________________________ Cost: $ ___________








If I elect to continue my health coverage as outlined above, I understand that I am required to provide the full payment to Human Resources on my final work day before starting my medical leave of absence.








_____________________________________________	___________


Employee	Date








_____________________________________________	___________


Department Manager	Date








_____________________________________________	___________


Human Resources 	Date


