
 

 
 
 
 

Classified/Management Request for FMLA (Family Medical Leave Act) Leave 
 
Emp loy ee Name:        Date of  Requ est :     
 
Job T it le :         Emp loy ee K#:      
 
Department :        Sup erv isor  Name:      
 
In  order  to  be e l ig ib le  for  FM LA leave ,  the emp loyee must  have b een employed by the Distr ict  for  at  
least  12 month s pr ior  to  the leave.   Dur in g that  per iod ,  the emp loyee must  h ave wor ked at  least  
1,250 hours .  
 
FML A is  u np a id  le av e .   Ho weve r ,  com p e ns at ion may  be  p a i d  th ro ug h s i ck  o r  va cat io n le av e acc ru a l .   I f  yo u w is h 
to  b e pa i d  w hi le  o n  F ML A,  p lea s e s pec i fy  s ick  or  v ac at io n h er e   _ __ _ __ _ _ __ _ _ __ _ __ _ _ __ _ __ _ _  
 
I  r eq u es t  a  Fam i ly /M e dica l  Le ave  for  t h e fo l lowi n g r ea son  (ch ec k  on e) :  
 

     A .  Th e b i r th  o f  a  ch i l d  an d/o r  i n  o rd e r  to  car e  fo r  s uc h c h i l d .  
     B .  T he  p lac em e nt  o f  a  ch i l d  fo r  a dop t io n o r  fo st e r  ca re.  
     C .  In  or de r  to  ca re  for  an imm e di at e  fa mi ly  me m be r * bec au s e suc h fam i l y    
         m em be r  ha s  a  s er io us  h ea l t h  co n di t io n.  ( ch ec k  on e) :  
*  Im me d iat e  fam i ly  m em b er s  inc l ud e :  

□CH ILD  □S POU SE  □P ARE NT  □DOME ST IC  P A RT NER  

  (Mus t  s ub m it  “P hys i c i an  L etter” )  
 
     D .  E mp lo y ee ’s  o w n s er i o us  h ea l t h  co n di t io n th at  mak es  t he  e mp loy ee   
         u na b le  to  p erfo rm t he  f unc t io n s  o f  h is /h e r  po s i t io n.   Th e d ef i n i t ion  o f  a  
         “ s er iou s  h ea l t h  co nd it ion ”  u nd e r  FML A is  at tac he d.  

   
          (Mus t  s ub mi t  “P hys ic i an Letter” )  
 

      Co ns ec ut iv e  L e av e  
      I nt er mi tt en t  L eav e Sc he d ul e  ( S p ec i f y  sch e d ul e) :        
 

Beg i n  D at e:       Ex pe ct ed  d u rat io n o f  le av e:     
 
I f  t h e  du ra t io n o f  my Fa mi ly/ Me d ica l  L ea ve  ( to ta l  o f  un pa i d  t im e)  do es  no t  ex cee d 12  w e ek s,  I  w i l l  b e  ret ur n ed  

to  my sa me  po s i t io n.   I  u n de r sta n d th at  i f  my Fam i ly /Me d ica l  l ea ve s ho ul d  ex c ee d 12  w e ek s,  I  w i l l  b e  re t ur n ed  

to  my sa me  or  e qu iva l en t  pos i t ion ,  o n ly  i f  ava i l ab l e .   I f  my sam e o r  eq u iva le n t  po s i t io n i s  no t  av a i la bl e ,  I  

un d er st an d  t hat  I  may  b e te rmi na t ed  a nd  p lac e d on  a  39  mon t h r e- em p loym en t  l i s t .    

 

I f  I  par t i c ip ate  i n  t he  D ist r ic t  bene f i ts ,  I  am aware  tha t  I  w i l l  be  re sp on s i b le  for  payme nt  d ire ct ly  t o  P ayro l l  

for  my  o ut- of - p oc ket  pre mi um.   T he  d istr i ct  wi l l  c on t i n ue  t o  c ontr i bu te  t o  t he  em p loyee ’s  he al th  be n ef it  

a l l oc at io n dur i ng  t h is  t i m e.  

 
        ______     
Emp loy ee S ign ature                  Date  
     __ _ __ _ _ __ _ __ _ __ _ __ _ _           __ _ __ _ _ __ _ __ _ __ _ __ __  
Human Resources  Review & S ignature                                          Date  

Human Resources  
 



 
 

 

Cc:  Payrol l  


