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REQUEST FOR LEAVE OF ABSENCE
	For Medical/FMLA, Personal, Academic or Military


	Types of Leave
	Definitions
	Paid or Unpaid
	Eligibility
	Maximum Time Allowed
	Benefits
	Required Documentation

	Medical/

FMLA

(self) 
	Absence from work for a specific period due to illness or injury (serious health condition)
	Sick days must first be used; then, optional use of accrued vacation or float days, then unpaid
	Regular full or part time employees who work 20 hours or more a week employed for a minimum of 6 months; or full-time temporary employees employed a minimum of six (6) months.
	Six (6)  mos. within 12 mos. of application date; or if sick time accruals exceed 6 mos., then a max. of 12 mos.; includes paid and unpaid time
	Accruals if paid status; no accruals if unpaid status, employee must prepay health/dental insurance premiums.
	Certification from the employees health care professional, including medical facts supporting the leave, the date the leave is to commence, and the probable duration of the patient’s incapacity to work.

	Medical/ FMLA 
(family member)
	Absence from work for a specific period due to serious illness of qualifying family member; or for birth or adoption.
	Use of accrued vacation or float time mandatory, then unpaid.

------------
Can use max. 10 sick days for family member, unless a catastrophic illness.
	Regular full or part time employees who work 20 hours or more a week employed for a minimum of 6 mos.; or full-time temporary employees employed a minimum of six (6) months.
	Twelve (12) weeks; includes paid and unpaid time
	Accruals if paid status; no accruals if unpaid status, employee must prepay health/dental insurance premiums.
	Birth or Adoption (birth certificate or adoption papers).

Serious or catastrophic health condition of a family member 

(certificate from a certified health care provider including medical facts supporting the leave, the date the condition began, and the probable duration the patient will need care).

	Personal
	Absence from work for personal reasons.
	Unpaid
	Regular full or part-time employees who work 20 hours or more a week employed a minimum of six (6) months.
	Up to 30 days within a rolling 12 mo. period.
	No time accrual benefits.  Employee must pre-pay health/dental insurance premiums.
	Appropriate documentation supporting the need for a personal leave may be required.

	Academic
	Absence from work to pursue field of study related to University occupations.
	
	
	Up to six (6) months within a rolling 12 mo. period
	
	Proof of enrollment in an accredited educational institution.

	Military
	Absence from work to fulfill obligation to perform active duty “field training.”
	Paid or unpaid


	No restrictions.
	Two (2) weeks or more if required; not to exceed five (5) yrs. total.
	Benefits continue until employee returns.
	Proof of enlistment in the military or military orders.  Documentation may be submitted after the leave commences.


Please review the Table to determine your eligibility:
Employee to complete this section:

	Employee’s Name (print):      
	Position Title:        

	University ID #:       
	Date of Hire:       
	Hours per Week:    

	Department:       
	Date of Request:       
	Email Address:

	Supervisor’s Name (print):       
	Telephone:       
	     


please complete this section:
 FORMCHECKBOX 
  Medical/FMLA






 FORMCHECKBOX 
 Self
 FORMCHECKBOX 
 Family member
                 FORMCHECKBOX 
   The birth of a child, or the placement of a child with you for adoption or foster care.


         FORMCHECKBOX 
  Serious health condition of family member.
 FORMCHECKBOX 
 Personal

 FORMCHECKBOX 
 Academic


 FORMCHECKBOX 
 Military
 FORMCHECKBOX 
 Workers Compensation
	Duration of Leave:   FORMCHECKBOX 
   Continuous      FORMCHECKBOX 
  Intermittent or Reduced Schedule

	

	I choose to use my accrued time (this selection is irrevocable):     

	
	
	

	           FORMCHECKBOX 
     Vacation  # of  hours
	     
	

	           FORMCHECKBOX 
      Float       # of  hours
	     
	

	
	
	

	I need this leave beginning:  
	     
	and I expect this leave to continue until:
	     


Read this section:

In applying for this Leave of Absence, I hereby understand and agree to the following:
PROVISIONS COMMON TO ALL LEAVES
1. My employment at the University may be terminated if I have obtained this leave under any false pretenses.
2. I will not work elsewhere during the period of leave without prior authorization from the Department of Human Resources. 
MEDICAL/FMLA LEAVE

1. The first twelve (12) weeks of leave for my own serious health condition will be considered as leave pursuant to the Family and Medical Leave Act of 1993, whether paid or unpaid.

2. I am required to provide at least 30 days’ notice before FMLA leave is to begin, if necessity for the leave is foreseeable.

3. If an emergency prevents the 30-day notice, I understand that my request for FMLA will be tentatively approved contingent on my submission, within 15 days, of appropriate documentation supporting my request.  I further understand that failure to comply can result in the denial of my request and termination of my employment.

4. Upon expiration of the leave, I am entitled to be restored to the position I held when the leave commenced or to an equivalent position with the same seniority, status, employment benefits, pay and other terms and conditions of employment.

5. If my leave extends beyond twelve (12) weeks, my health, life insurance and retirement benefits may be affected.  It is my responsibility to make any necessary arrangements with the campus Benefits Office to ensure continuity of these benefits prior to the effective date of my leave and immediately upon my return from leave.  

6. Upon my return, I must submit a doctor’s note providing clearance for my return to work.
FAMILY LEAVE (FMLA) – (Family member) 
1. The maximum total amount of family leave I may be entitled to use is twelve (12) weeks in a twelve (12) month period, whether paid or unpaid.

2. If my spouse or certified domestic partner is also employed by the University, then the total amount of leave for both spouses/certified domestic partner is a combined twelve (12) weeks in a twelve (12) month period.  
PERSONAL, ACADEMIC OR MILTARY LEAVE
1. Depending on the duration of my leave of absence, my health, life insurance and retirement benefits may be affected.  It is my responsibility to make any necessary arrangements with the Campus Human Resources Office to ensure continuity of these benefits prior to the effective date of my leave and immediately upon my return from Leave.  

2. If I do not return to work from an academic or personal leave (military leave is exempt) upon the expiration of the leave, my employment may be terminated by the University.  
NOTE:  Human Resources will review this request in consultation with the employee’s department; Human Resources will retain authority to approve or deny.  
Signatures:

My signature below certifies that I have read and understand the above information and to the best of my knowledge, all information I have provided or will provide supporting my request for leave is accurate.
	

	
	
	         
	
	

	   Staff Member Signature


                       Print Name                                            Date

	

	
	
	     
	         
	
	

	   Supervisor/Department Head Signature                               Print Name                                             Date

	

	

	         The staff member’s last day of work will be:
	
	

	

	          The staff member’s first day of unpaid status will be:
	
	

	

	

	To be completed by Human Resources:


	          APPROVED   FORMCHECKBOX 

	
	
	

	          DENIED        FORMCHECKBOX 
          Campus Human Resources Office Signature
                               Date


	Reason for Rejection: 
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