FAMILY OR MEDICAL LEAVE REQUEST FORM
NAME:
   
TITLE:


EMPLOYEE NO.:

DEPARTMENT:


LEAVE DATES REQUESTED:

Beginning Date:

Ending Date:



REASON FOR LEAVE REQUEST:

(1)
 FORMCHECKBOX 

The birth of a child, or the placement of a child with you for adoption or foster care; or

(2)
 FORMCHECKBOX 

A serious health condition that makes you unable to perform the essential functions of your job; or

(3)
 FORMCHECKBOX 

A serious health condition affecting the following family member*:     ________________________                                                                       



* (As defined in Appendix A of the Personnel Rules and Regulations Manual, “Definitions.”)

FOR NUMBER 1 ABOVE, PROVIDE THE FOLLOWING INFORMATION:

Anticipated/Actual Birth Date 


Placement Date 


FOR NUMBERS 1 OR 2 ABOVE, PROVIDE THE FOLLOWING INFORMATION:

Does your spouse work for the City?    

                                                    [image: image1.wmf]Yes



 CONTROL Forms.CheckBox.1 [image: image2.wmf]No



If YES, provide: Name: 

____________________

Employee No: 
   Department:  ____________________________
      Does your spouse intend to take leave due to either numbers 1 or 2 above? 
                                                                                                                  [image: image3.wmf]Yes



 CONTROL Forms.CheckBox.1 [image: image4.wmf]No


FOR NUMBER 3 ABOVE, PROVIDE THE FOLLOWING INFORMATION:

Name of Relation 


Relationship to Employee 


Address of Relation 


If request involves one or more children, provide the following information:

Name of Child 

Date of Birth 


Name of Child 

Date of Birth 


NOTIFICATION REQUIREMENT (CHECK ONE)
[image: image5.wmf]30 days notice given by the employee for foreseeable FMLA - qualifying need


[image: image6.wmf]leave not foreseeable; notice given as practicable under circumstances


Reason for less than 30 days notice: 


LEAVE REQUESTED (MUST BE FOR MEDICAL NECESSITY)**
[image: image7.wmf]Continuous

             [image: image8.wmf]Intermittent

                 [image: image9.wmf]Reduced Work Day

               [image: image10.wmf]Reduced Work Week


Schedule of leave requested: 


Anticipated length of intermittent or reduced work day or week:


**You are required to submit an original certification of medical necessity completed by your health care provider.

TYPE OF PAID LEAVE DESIGNATED AS FMLA:
I would like to used my    ____ Annual     ____ Sick     ____ Other Paid Leave (specify) _______________ first while I am in an FMLA status.
I would like to used my    ____ Annual     ____ Sick     ____ Other Paid Leave (specify) _______________ second while I am in an FMLA status (if applicable).

Other: _____________________________________________________________________________________________

__________________________________________________________________________________________________

NOTICE SUBMITTED BY: 

DATE:


                                                       (Employee’s Signature)


Department Head

Date
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