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(PLEASE PRINT)

	Name:
	     
	Request Date:
	     

	Department:
	     
	Title:
	     

	Hire Date:
	     
	Status:   FORMCHECKBOX 
 Full-Time     FORMCHECKBOX 
 Part-Time

	Leave to Start:
	     
	Expected Return Date:
	     

	Please explain the temporary medical disability you are requesting leave for:

	

	

	



Will intermittent leave be necessary:     FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO      FORMCHECKBOX 
 UNSURE

If yes, please explain:

	     

	     

	     


Proposed Intermittent Schedule (if known):

	Days:
	     
	Time:
	     

	
	     
	
	     

	
	     
	
	     

	
	     
	
	     


All requests for leave must be accompanied by the appropriate medical documentation.

I make this request for leave for my temporary medical condition with the full understanding of the Family and Medical Leave Policy contained in my employee handbook.

Employee Signature:  





  Date:  





Supervisor’s Signature:  




  Date:  

              


For Human Resources Use Only

LEAVE APPROVAL 


(  Request for Leave is approved
(   Request for Leave is not approved

Comments:  













Assoc. VP for Human Resources:  






    








           Signature



Date
Asst. Director of Human Resources:  



                           
    








           Signature



Date

SPECIAL PAYROLL INSTRUCTIONS
With pay from 
/
/
 to 
/
/

Comments:  
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