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Request for Family and Medical Leave (FMLA)
	EMPLOYEE INFORMATION

	Last Name:
	
	First Name
	     
	M.I.
	     
	EMP ID:
	     

	Home

Address:
	     
	Apt #      

	City 
	     
	State 
	     
	Zip Code
	     

	Home Phone:
	     
	E-mail Address:
	     

	LEAVE REQUEST

	 FORMCHECKBOX 
  I am requesting Family and Medical Leave beginning       and ending on      .
 FORMCHECKBOX 
  I am requesting my previous approved Family and Medical Leave be extended through:       .

	 FORMCHECKBOX 
  Family and Medical Leave – all available paid leave must be used while absent on Family and Medical Leave 
I am requesting Family and Medical Leave Without Pay for:

 FORMCHECKBOX 
  Family and Medical Leave without Pay – all available paid leave has been exhausted

 FORMCHECKBOX 
  Worker’s Compensation/Special Injury  - runs concurrent with Family and Medical Leave     

 FORMCHECKBOX 
  Short / Long Term Disability    

	Reason For Leave:  (Must attach form listed below for the type of leave requested)
 FORMCHECKBOX 
  Employee’s Serious Health Condition – Attach Certification of Healthcare Provider
 FORMCHECKBOX 
  Spouse’s Serious Health Condition – Attach Certification of Healthcare Provider
 FORMCHECKBOX 
  Child’s Serious Health Condition – Child’s Age:        - Attach Certification of Healthcare Provider
 FORMCHECKBOX 
  Parent’s Serious Health Condition – Attach Certification of Healthcare Provider
 FORMCHECKBOX 
  Military Event Leave – Attach Qualifying Military Event Related to Active Duty
 FORMCHECKBOX 
  Service Member Caregiver Leave – Attach Serious Injury/Illness of Service Member
 FORMCHECKBOX 
  Birth of a Child, or Placement of a Child for Adoption or Foster Care – Attach Certification of Child Birth, Adoption, or Foster Care
Date of Placement/Birth:       


	Does the spouse work for DJJ?      FORMCHECKBOX 
  No      FORMCHECKBOX 
  Yes, if “yes”, which facility/office?       

	TYPE OF ABSENCE (select one)

	 FORMCHECKBOX 
  Continuous Absence
 FORMCHECKBOX 
  Intermittent Absence (working some days and absent some days

Why must leave be taken intermittently?           

 FORMTEXT 
              

 FORMTEXT 

                  

 FORMTEXT 
      

 FORMTEXT 

     
   

 FORMTEXT 

     
   

 FORMTEXT 

     
 
     
List dates and time for which you are requesting leave?           

 FORMTEXT 
              

 FORMTEXT 

                               
   
   

 FORMTEXT 

     
 

List dates and time of scheduled medical appointments related to the serious health condition:                  

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
 FORMCHECKBOX 
  Reduced Schedule* (working less than a full schedule each workday or workweek)

Identify the requested work schedule:            

 FORMTEXT 
              
                                                                                          

Why is the requested work schedule necessary?           

 FORMTEXT 
              

 FORMTEXT 

                  

 FORMTEXT 
      
        

 FORMTEXT 

     
   

 FORMTEXT 

     
 

*Only available when medically necessary

        

	EMPLOYEE RESPONSIBILITIES

PLEASE READ CAREFULLY

	You must provide a completed Certification (Healthcare Provider, Serious Injury/Illness of Service Member, Qualifying Military Event Related to Active Duty and/or Certification of Child Birth, Adoption or Foster Care) within 15 days of starting family and medical leave.  If not you do not provide the completed Certification within 15 days of starting family and medical leave, you will be placed on leave without pay.  You should ensure that you provide the original (if possible) with a legible signature of your doctor (no initials or stamped signatures will be accepted).  The medical document should include, at a minimum, the appropriate medical reason for your absence, when the disability began and when you can be expected to return to work.  

	If you need to extend your current approved family and medical leave, you will be required to submit a new Family and Medical Leave Request Form including an updated Certification Form at least one week prior to the expiration of your approved/designation family and medical leave.

	If your leave extends beyond the 12 weeks (26 weeks for Service Member Caregiver Leave) of the family and medical leave benefit, you must submit a written request to your local Human Resources representative requesting the use of Authorized Leave With Pay, Authorized Leave Without Pay, or Contingent Leave.  Authorization will be granted solely at the discretion of your immediate supervisor and/or facility Director.

	Failure to return to work at the end of the designated time period or failure to request an extension by the designated deadline may result in the employee’s being terminated as Failure to Return From Leave.

	You must submit a completed DJJ Attending Physician’s Statement of Functional Capability form if your leave was for your own serious health condition and you can not return to full and unrestricted duty.  If this form is not submitted, you will not be allowed to return to work and will be placed on unauthorized leave without pay.  If documentation is not provided within 5 business days, you will be terminated as a presumptive resignation.  If you are returning to full and unrestricted duty, you will need to submit the necessary documentation prior to your return to work.

	If you will be/or are on unpaid family and medical leave you will need to contact the Benefits Manager at 404-508-6637 to discuss continuation of benefits and payment options.


If approved, I understand that I must comply with the terms of DJJ Policy 3.65, Family and Medical Leave, DJJ Policy 3.69, Military Event Leave or DJJ Policy 3.70, Service Member Caregiver Leave, whichever is applicable to my leave request.  

I will either return to work promptly at the end of my approved family and medical leave or I will stay in close contact with my local Human Resources representative to inform him/her of my circumstances and my earliest date for return to duty.
________________________________________________


_____________________________

Employee’s Signature







Date

________________________________________________


_____________________________

Supervisor’s Name (Please Print Clearly)




Supervisor’s Job Title
 FORMCHECKBOX 
 Approve
 FORMCHECKBOX 
 Deny
__________________________________________

______________





Local Human Resources Representative Signature

Date


 FORMCHECKBOX 
 Approve
 FORMCHECKBOX 
 Deny
__________________________________________

______________





HR Director or Designee’s Signature



Date
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