Request For Leave Under FMLA

Employee Information (required)
Name:

_____________________________

Department:
__________________

Address: 
_____________________________

Home Phone:
__________________



_____________________________

Cell Phone:
__________________

Leave Information (required)
For what purpose is leave being requested:

_____
Birth and care of the employee's child, or placement for adoption or foster care of a child with the employee;
_____
Care of an immediate family member (spouse, child, parent) who has a serious health condition; or

_____
Care of the employee's own serious health condition.
What is the approximate amount of time you are seeking under FMLA? ____________________
When do you expect your leave to begin?  _____/_____/__________
Signatures (required)
Employee:
_______________________________

Date: ___________________

Supervisor:
_______________________________

Date: ___________________

HR:

_______________________________

Date: ___________________

Additional Information

Completing this form does not guarantee your request for leave under FMLA will be granted.  Additional paper work from you and your physician may be requested at anytime before or after your leave has been granted.  Any foreseeable leave requires you to provide at least a 30-day advance notification.  
If your request for leave under FMLA is granted, depending on your type of leave, you will be required to use any available accumulated personal, sick and vacation days until they are exhausted.  Once this time is exhausted, your remaining time away from work will be “unpaid.”  You are also responsible for payment of your share of insurance premiums and any other deductions that would have normally been deducted from your paycheck.  Payment options for these items must be cleared through the Human Resources Department.
