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                                  LEAVE OF ABSENCE REQUEST FORM

Required for Absences of 4 or more days or ongoing intermittent leave
Employee Name:                                                                                                                    Employee ID ______________________    

Department:                                                              Campus ext.: ____________  Position:__________________________________                                                                                                            
Type of leave:( Family/Medical leave (FMLA) - Certification of Physician or Practitioner is required
( FMLA (Support/Injured Servicemembers Act 2007) - Certification of care needed or Call to Active Duty Orders
     (  Medical Leave (non-FMLA) - Certification of Physician or Practitioner is required
(  Personal Unpaid Leave
(  Military Leave
(  Other: ___________________________________________________________________________________
Please explain reason for leave:_________________________________________________________________________________________
__________________________________________________________________________________________________________________

Is this a work-related accident or injury?    
( YES           ( NO 

Anticipated Dates:  From: ____________________________    To:____________________________________________________                                                                     
Employee Signature: ___________________________________________________________ Date:_________________________                                                                                                                                                       
Supervisor Signature: __________________________________________________________  Date: ________________________

Human Resources Signature: ____________________________________________________ Date: ________________________ 
______________________________________________________________________________________________________________________
This Section to be completed by Human Resources 
	Applicable paid leave available as of: ____________________ NOTE:  
ALL PAID LEAVE MUST BE USED BEFORE 

GOING TO UNPAID LEAVE STATUS

	Sick: _____________________________

Personal: __________________________

Vacation: __________________________


You are   ( eligible     ( not eligible        for leave under the Family and Medical Leave (FMLA).   

As described in the University’s Personnel Policies and Procedures Manual and Faculty Handbook, FMLA is a federal legislation adopted to provide up to 12-weeks of unpaid leave (26 weeks for care of an injured servicemember) in a rolling 12-month period.  The two significant benefits of this leave are: 1) your job is protected and; 2) medical benefits are continued.  If you are eligible for FMLA as designated above, your leave has been designated as leave under FMLA and will be counted against your annual FMLA leave entitlement.  Again, FMLA is an unpaid leave, but during the leave period you use all available sick leave and vacation pay.  Medical benefits will be continued for up to 12-weeks (up to 26 weeks for injured servicemember) on the same basis as before the leave.  You are required to pay the employee portion of any medical insurance premiums normally deducted from your paycheck and shall pay such amounts at the time contributions are normally deducted.

You    ( will      ( will not       be required to present a fitness-for-duty certificate prior to returning to work.  If such certification is required and not received, your return to work may be delayed until the certification is provided.  

Based on the above anticipated dates and balances, _______________________  benefits will continue at University expense through                  ______________________. You may continue other group benefits during the unpaid portion of your leave by paying the appropriate premiums listed below.

(  Medical $                              
(  Dental    $                              
(  Life $                                      (  LTD $______________    
    



Monthly Total:
$_________________                              
NOTE:__________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________   

_______________________________________________________________________________________________________________________     
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