CUMBERLAND HEIGHTS FOUNDATION, INC.

FAMILY & MEDICAL LEAVE ACT – EMPLOYEE REQUEST FORM (MEDICAL LEAVE)

Requests for FMLA must be made, if practical, at least thirty (30) days in advance to the date on which leave is to begin.

TO:
HUMAN RESOURCES DIRECTOR

CC:
DEPARTMENT MANAGER/SUPERVISOR
DATE REQUEST SUBMITTED:
     
EMPLOYEE’S FULL NAME:      
DATE OF HIRE:      


HOME DEPARTMENT:      
JOB TITLE:      
1. Have I taken a leave of absence in the past twelve (12) months?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what date(s):      
2. What type of FMLA Medical Leave am I requesting? 
 FORMCHECKBOX 
 Continuous
 FORMCHECKBOX 
 Intermittent

NOTE: I understand that intermittent leave requires that I exhaust any accrued sick and vacation time in increments no less than one (1) hour.

3. Please accept this notification of my need for medical leave under the Family & Medical Leave Act.  I require a leave of absence for the following reason (check one):

 FORMCHECKBOX 

Because of my own serious health condition that began on:       (provide date).
 FORMCHECKBOX 

Because I will be caring for a family member (i.e., spouse, child or parent) who has a serious health condition that began on: 
 FORMCHECKBOX 

Because of the birth and care of my newborn child who will be or was born on 
 FORMCHECKBOX 

Because of the placement of a child with me for adoption or foster care on 
4. I am requesting that my medical leave of absence start on:       (must provide date)
I am expecting to return from my medical leave of absence on:       (must provide date)
NOTE:  I understand that I will be required to return a completed Certification of Health Care Provider for Employee’s Serious Health Condition (Form WH-380-E) or Certification of Health Care Provider for Family Member’s Serious Health Condition (Form WH-380-F) within fifteen (15) calendar days of my request for FMLA.

5. I may be contacted at the following address/phone number during my medical leave of absence.
Address:      
Phone Number(s):      
6. I am checking each box to indicate my understanding and agreement to the following provisions under the Family & Medical Leave Act and Cumberland Heights’ policy:

 FORMCHECKBOX 

I have worked for my employer at least 12 months and at least 1,250 hours.
 FORMCHECKBOX 

The leave requested will be counted against my annual FMLA leave entitlement.
 FORMCHECKBOX 

FMLA is an unpaid leave of absence.
 FORMCHECKBOX 

I will be required to exhaust any accrued sick and vacation time.

 FORMCHECKBOX 

Upon exhausting any accrued sick and vacation time, this leave will be unpaid.

 FORMCHECKBOX 

Upon exhausting any accrued sick and vacation time, I will be financially responsible for payment regarding continuation of my health insurance benefit premiums during my leave.

 FORMCHECKBOX 

If I am a salaried employee, I will be changed to an hourly employee during my unpaid leave of absence to ensure that I am only being paid for accrued sick and vacation time.

 FORMCHECKBOX 

I will be required to present a Certification from my health care provider within fifteen (15) days of receipt of this request and a Recertification every thirty (30) days, as applicable.

 FORMCHECKBOX 

I will be reinstated to my job or a job of comparable position and pay after my leave of absence ends.

 FORMCHECKBOX 

After 12 weeks of leave and if I am not able to return to active employment, I will be asked to resign or termination may result.
 FORMCHECKBOX 

FMLA requires the employer to provide a specific written notice to the employee of his/her rights and responsibilities within two (2) business days of receipt of this request.

 FORMCHECKBOX 

Cumberland Heights can designate FMLA leave with or without this request.

Employee Signature






Date Signed

Date Received by HR: 


Received by: 







Department Manager/Supervisor notified:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Date Notified: 




FMLA leave granted:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
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