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NOTICE TO EMPLOYEE: This form must be submitted AT LEAST 30 days prior to beginning date of foreseeable leave (or within 2 business days of emergency or unforeseen leave).   You are eligible for leave under FMLA, if you have completed twelve (12) months of employment and have worked at least 1,250 hours during the previous twelve months.  Approval of leave is contingent upon proper documentation as required.

	Employee Name: ___________________________________  Job Title_____________________________

Department: _______________________________________  Hire Date: _________ Position Hrs./wk:____




REASON FOR LEAVE (check one)
MEDICAL/MATERNITY LEAVE (a serious condition i.e.: an illness, injury, impairment or physical or mental condition that causes incapacity such as inability to work, attend school or perform other regular daily activities due to the condition, treatment thereof, or recovery there from.  Also includes delivery of child & recovery or to care for spouse after birth)


       Because I am unable to perform an essential function of my job due to my own serious health condition


T    To care for my family member who has a serious health condition.   

      Spouse _______________              Parent_______________             Daughter____________  ______________

                        (Name)                                      (Name)                                                  (Name)           (Date of Birth)

      Spousal/________________                                                                 Son         ____________  ______________

        Partner    (Name)                                                                                                    (Name)            (Date of Birth)

State the care you will provide and an estimate of the period during which care will be provided, including a schedule if leave is to be taken intermittently or if it will be necessary for you to work less than a full schedule (attach additional page if needed):

____________________________________________________________________________________________________________________________________________________________________________
PARENTAL LEAVE/BONDING (In addition to or instead of maternity/medical leave).

       To care for newborn son or daughter


       For the placement in the family of an adopted or foster son or daughter

If your spouse or spousal/partner is employed by this company, and has taken a leave under this policy within the last 12 months, please give their name: _________________________________________________

TYPE OF LEAVE REQUESTED

       Continuous leave. (Unable to work any portion of this time.)

       Begin Date: ___________________     End Date: ________________________

       If there is a medical or other reason why the leave must begin on this date, please explain: 

      

     

Intermittent leave (Period of incapacity i.e. inability to work, attend school, or perform other regular daily activities due to      the condition, treatment thereof, or recovery there from.)

Begin Date: ___________________     End Date: _________________________

NOTE: Scheduled time off must be approved by Department Management.  Doctor appointments and treatment times must be scheduled around business hours when possible so not to unduly disrupt operations.

      The reasons for requesting this schedule are __________________________________________________

      ______________________________________________________________________________________

       Reduced Schedule (part-time) leave.    Yes_____ NO _____  If yes, what is the schedule (hours able to work per day)

            M___ T___ W ___ Th___ F ___ S ___ Sun ___

Additional Space ______________________________________________________________________________________________________________________________________________________________________________________________________

        I Do                         I Do Not                intend to return to work upon expiration of this LEAVE.

CERTIFICATION:

If the requested leave is due to your own serious health condition or the serious health condition of a family member, certification by your physician or practitioner will be required within 15 days.  You may also be requested to obtain a second opinion from a physician of the company’s choice, at the company’s expense.  An intermittent or reduced-schedule leave must be certified as “medically necessary” by the health care provider, and you may be temporarily transferred to an alternative position to better accommodate your recurring periods of leave.  If your leave extends continuously beyond 30 days, you may be requested to submit medical re-certification.  A “Fitness For Duty” certification will be required for continuous leave prior to restoration of employment.

BENEFITS:
I understand that if I am eligible for any paid leave, I will be required to first exhaust all unused paid leave at the start of FMLA and that the remainder of the leave will be unpaid.  The maximum leave allowed in a 12-month rolling year is 12 weeks, including paid and unpaid time.  Accrued vacation and sick time benefits will be used for medical leave for the employee; vacation time only will be used for parenting leave and for all family members.  I understand that my health insurance coverage will be continued during my leave provided that I pay my insurance premiums on a timely basis.

CHECK ONE:

      I do not wish to continue my insurance coverage during my unpaid leave.

      I elect to pay my insurance premiums prior to the commencement of my unpaid leave.

      I elect to pay my insurance premiums on a semi-monthly basis during my unpaid leave

I understand that if eligible, all time taken for the designated purpose after the beginning of my leave will be counted under FMLA, contingent upon receipt of certification of a serious health condition from my (or my spouse, parent or child’s) health care provider, or receipt of other documentation for parenting purposes.  Licking/Knox Goodwill has my permission to contact the health care provider for certification clarification.  I understand that information regarding my medical condition will be shared with Human Resources and Management on a “need-to-know” basis.

I understand that if I do not return to work on the date indicated above, I will have voluntarily separated from my employment.

I have received a copy of Licking/Knox Goodwill Policy of the Family & Medical Leave Act of 1993.  I agree that it is my responsibility to read and understand my rights and obligations under FMLA.  I agree to abide by the terms and conditions defined therein and understand that failure to do so may cause my leave to be denied or delayed.

Employee Signature_______________________________________

Date ____________________________

Received by Supervisor____________________________________

Date ____________________________

Department Head _________________________________________

Date ____________________________

Received in Human Resources by ___________________________

Date ____________________________

10/04

Policy 6.10
NOTE:  Please open Family Medical Leave Pt. 2 (on the s drive) with Adobe and add it to this form for the employee’s physician to complete.

 Licking/Knox Goodwill Ind. Inc.
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