
	Name: ______________________________             Today’s Date: ____________________

Address: _____________________ Status(check one) (  ) Full-Time  (  ) Part-Time
               _____________________           Phone Number:___________________________                 
Department _________________________________ 


Employee Statement: (To be completed by the employee):

I, _________________________, request a leave of absence to begin ____________ and to end _______________ for the following reason: (check one)


(  ) FMLA-see reverse of this form          (  ) Annual Leave          (  ) Sick Leave (5 days or less)           
(  ) Jury Duty                 (  ) Military            (  ) Comp Time Off             
(  ) Bereavement (family member name and relationship_______________________________)

(  ) Other _______________  
Total Number of Hours Requested: ________________ (your # of regular daily hours x # of days of requested leave)


I have read and fully understand the information contained on this Leave Request Form.

________________________________________      _______________
Employee Signature                                                         Date


Approval:

Leave approved: _____ Supervisor ______________________ Date ________________
          denied:________Reason:______________________________________________

(For FMLA or Military Leave):

Leave approved: _____ Personnel Dept. ____________________ Date ______________
          denied:________Reason:______________________________________________




In order to be eligible for 12 weeks of unpaid leave under the FMLA every 12 months, you must meet both of the following requirements: 

1. You have worked with the Lee County Commission for 12 months or more

2. You have worked a minimum of 1250 hours (approximately 8 months based on a 40 hour work week or 1 year based on a 25 hour work week) in the last 12 months.

Please check one:  ( Yes, I meet both requirements    ( No, I do not meet both requirements

Have you ever taken leave under FMLA?  ( YES   (NO, If yes please provide dates:_____________________

Select the reason for the leave request under FMLA:

( For a serious health condition
( To care for a spouse, child or parent with a serious health condition:

· Name of family member____________________________

· Relationship to you _______________________________

· Does the family member’s condition require a 3 day absence from normal life activities (work, school, etc.) and/ or overnight stay at a medical facility?
· For the birth, adoption, or foster placement of a child.  Provide expected date of birth, adoption, or foster placement:___________________________________
I agree to provide the Lee County Commission with a requested Medical Certification that is permitted under the Family and Medical Leave Act of 1993.  I understand that the Lee County Commission will continue to pay my health care benefits, but that the continuation is contingent upon my continued payment for my regular health care deduction.
I acknowledge that I have read and understand the Notification of Employee FMLA Rights given to me.

Employee Signature:__________________________________________________Date:_______________
Failure to return from a Leave of Absence on the agreed upon date without properly reporting will result in termination for job abandonment.

All employees returning from a Leave of Absence must contact their Supervisor/Manager at least one week in advance of the projected return date.

Employees are not eligible for bereavement or holiday pay while on a leave of absence without pay.
All leaves of absence must be approved in advance by your Supervisor


To be completed by Personnel Department for FMLA or Military Leave:

1. Last day worked __________ Return to work date __________

2. Pay: Sick Leave: __________hours      Vacation: _______hours       Comp Time: _______hours       
            Military Leave _______hours          LWOP ______hours

3. Check Insurance to be continued and the bi-weekly/monthly cost to employee:
	Health
	( ) Yes
	( ) No
	( ) N/A
	__________$

	Life
	( ) Yes
	( ) No
	( ) N/A
	__________$

	Other
	( ) Yes
	( ) No
	( ) N/A
	__________$

	Total insurance premium due bi-weekly $__________

Total insurance or premium due per month $__________

4. Explain details to pay premiums



LEAVE REQUEST FORM








