REQUEST FOR LEAVE OF ABSENCE

Employee Name:__________________________________________ Full-time:_________   Part-time:_________

Date of Request:_______________________ Dept. Number______________ Location:_____________________

REASON FOR LEAVE REQUEST

Medical Leave of Absences: (all requests for medical leave must be accompanied by physician’s certification except for the purposes of baby bonding.  Approved medical leaves will be granted according to FMLA/CFRA guidelines)

______
Birth of a child

______
Care for newborn child (list date of child’s birth):______________________________________


______
Placement of child for adoption or foster care (list date of placement):______________________


______
*Own serious health condition that makes me unable to perform my job:_____________________




Is the health condition pregnancy related? ________ Yes  ________ No


______
Care for child, spouse or parent with serious health condition:____________________________


(* Includes medical leaves associated with work related “workers’ comp.” injuries.)

Non-Medical Leave of Absences


______
Personal Leave

______
Military Leave
DURATION OF LEAVE REQUESTED

(For medical leave of absences, the maximum leave is 12 weeks in any 12 month period (16 weeks for PDL), calculated on a “Rolling 12-month” basis not a calendar year).

Total leave requested: 
_________ weeks / _________ days


Requested start date of leave:________________________________________________________


Expected return-to-work date:________________________________________________________


Request for intermittent leave or reduced schedule (due to documented medical necessity) as follows:


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

I request to use my accrued PTO: __Yes  ___No. 

I plan to integrate my SDI benefits with my available PTO ____Yes _____No.
GROUP HEALTH CARE COVERAGE

The employee’s own group health care coverage will be paid by MediaRing during the first 12 weeks of approved FMLA/CFRA leaves.  However, to continue dependent health care coverage during this period, the employee must make the minimum payroll withholding payment of ________ per month. (Employees on personal or military leave will be offered the opportunity to continue their medical coverage by paying the full premium amount for a period of up to 18 months under COBRA regulations.)  The payment(s) are due by the first of each month  to ________ _________________________if you wish to continue your dependent insurance.

__________________________________

___________________________________

Employee Signature


Manager’s Signature
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