REQUEST FOR PERSONAL LEAVE OF ABSENCE

Employee ______________________________________ Department _______________________

Home Address ____________________________________ Home Telephone _________________

I hereby request a personal leave of absence from _____________ (date) through ____________ (date)

CONTINUATION OF BENEFITS

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

Dependent costs for MEDICAL / 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); employee with one dependent ______ (initial); employee with two or more dependents ______ (initial).

Type and cost of other insurance available during the leave period:

Type of insurance  __________________________ Cost: $ ___________ Decline: ____ (initial)

Type of insurance  __________________________ Cost: $ ___________ Decline: ____ (initial)

Medical, dental, vision, and life insurance can only be extended as a bundled benefits package.

______

(initial)
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 personal leave of absence.




______

(initial)
If I elect not to extend health coverage as outlined above, I understand that neither I, nor my dependent(s), if applicable, will have health coverage during my personal leave of absence.




_____
(initial)
I understand that upon my return I can resume health coverage only for myself; however, my dependent(s) coverage, if applicable, cannot be resumed until the next open enrollment period.

I have been apprised of the Leave of Absence Policy as it pertains to personal leave. and I understand that:

1)
the maximum length of personal leave is two (2) months;

2)
there is no guarantee of employment following personal leave and that when I return from my approved personal leave I will be considered for employment along with other qualified applicants;

3)
if there is no position available when I return, I will be terminated.  I will be eligible to continue my group health coverage according to the provisions mandated by COBRA legislation or I can convert to an individual medical plan underwritten by my insurer.

_____________________________________________
___________

Employee
Date

_____________________________________________
___________

Department Manager
Date

_____________________________________________
___________

Human Resources 
Date

