PERSONNEL
03.12322 AP. 21

Request for Family and Medical Leave of Absence

Family and Medical Leave shall be granted under the terms of Policies 03.12322 and 03.22322.

Name _________________________________________________ Position/School ______________________
Social Security Number ___________________________________________ Hire Date ____________________
I request Family and Medical Leave for the following reason:

	( My personal serious health condition
	( Serious health condition of my child

	( Serious health condition of my parent
	( Serious health condition of my spouse 

	( Birth of my child
	( Adoption of a child(ren) 

	( Placement by the state of a child with me for foster care


( Extension of leave requested earlier on ________________________________________________________

Date

The leave/extension requested will begin on _________________________ and end on ____________________.


Date
Date

If the request is for Family and Medical Leave on a reduced or intermittent basis for recurring medical treatments for a child, parent, spouse, or yourself, specify dates requested. ________________________________________

_________________________________________________________________________________________
___________________________________________________
_________________________

Employee’s Signature
Date

If your spouse is employed by the District and is requesting FMLA leave concurrent with yours , federal law limits that leave to a combined total of twelve (12) weeks for the husband and wife for the reasons listed below. Please  complete the following information if this applies to your situation.

Spouse’s Name ____________________________________________________________________________
Position/School ____________________________________________________________________________
Social Security Number _____________________________________________
Hire Date  _______________
I request Family and Medical Leave for the following reason:


( Birth of my child
( Adoption of a child(ren)
( Serious health condition of a parent

__________________________________________________
____________________________


Spouse’s Signature
Date

=================================================================================

When applicable, insurance premiums to continue family insurance coverage shall be

( Paid by employee ( Paid by District.

__________________________________________________
____________________________


Superintendent’s/designee’s Signature
Date

=================================================================================

Attach completed copy of Certification of Physician or Practitioner (03.12322 AP.22) to this form.

Related Procedure:

03.12322 AP.22
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