Dates of Leave      

Leave No._____________

Name      

Building/Dept.     
REQUEST FOR

Family & Medical Leave (FMLA) and Washington Family Care (WFC)

To be eligible for this leave Employee must have worked at least 1,250 hours for the 12 months prior to requested leave dates.

This request is for  FORMCHECKBOX 
My Own Serious Health Condition


 FORMCHECKBOX 
Immediate Family Member’s (Child, Spouse, Parent) Serious Health Condition



Name/relationship -      

 FORMCHECKBOX 
Extended Family’s (Parent-in-Law, Grandparent) Serious Health Condition


Name/relationship -      

 FORMCHECKBOX 
Birth/Adoption/Foster Care



· I understand that for my own (or an immediate family member – child, spouse, parent) serious health condition, FMLA and sick leave will run simultaneously.  I also understand that after my accumulated sick leave is exhausted, I must use accumulated vacation and personal/incentive leave during my time absent from work.  When all accumulated paid leave is exhausted, leave will be without pay.

· I understand that sick leave will be deducted to care for my extended family’s serious health condition.

For the above situations, you must attach a Medical Certification Statement from your (or your family member’s) health care provider indicating that a serious health condition exists.

· If the leave is for Birth/Adoption/Foster Care, the maternity/FMLA leave will be paid from sick leave until exhausted.  I also understand that after my accumulated sick leave is exhausted, I must use accumulated vacation and personal/incentive leave during my time absent from work.  When all accumulated paid leave is exhausted, leave will be without pay.

INSURANCE COVERAGE: I understand that my health care coverage will remain in effect during the FMLA period.  If I am on paid leave, my out-of-pocket expenses will continue to be paid through payroll deduction.  If I am on unpaid leave, I must submit a check to the business office to cover my portion of the premium.  This payment must be made by the 20th of the month prior to the month of coverage.  If I am unable to make this payment, the District will pay the entire premium on my behalf while on FMLA leave.  Upon my return to work, all payments made on my behalf to cover my portion of the premium will be repaid to the district.  If I do not return to my position with Walla Walla Public Schools, I am responsible for reimbursing the district any and all premiums (employee and employer) paid on my behalf during this unpaid FMLA leave.
Employee’s Signature___________________________________
Date:___________________

Supervisor’s Signature

Date:



District Approval

Your FMLA_____/WFC_____leave request (  has been approved  (  has not been approved (see explanation).

______________________________________________________________________________

To be eligible for this leave Employee must have worked at least 1,250 hours for the 12 months prior to requested leave dates.

Please contact the payroll office to determine your paid leave balance(s).

You are expected to notify your immediate supervisor if the day of your return to work will be different than the date referenced above.  We will then determine your employment status.
_______________________________

_____________________________

Assistant Superintendent or Designee



Date
Rev. 11/2008


