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EMPLOYEE REQUEST FOR FAMILY/ MEDICAL LEAVE OF ABSENCE 
	Employee Name:
	     
	Employee ID No.:
	@      

	Contact Address While On Leave:
	     

	Telephone Number At Which You Can Be Contacted During Leave:
	    -     -     

	Full-Time Hire Date:
	     
	Tenure Date:
	     

	Part-Time Hire Date: 
	     
	CCE Date: 
	     

	REASON FOR LEAVE 
 FORMCHECKBOX 
       Check here if you are currently on a leave of absence and need an extension of  your leave for the following reason:


	 FORMCHECKBOX 
       Medical Leave:  I need a leave due to my own serious health condition (including pregnancy, prenatal medical care,               childbirth and on-the job illnesses and injuries) that makes me unable to perform at least one of the essential functions of my position

	 FORMCHECKBOX 
       Family Leave:  I need a leave to care for my newborn or newly-adopted or foster-placed child; or for the placement with me of a child for adoption or foster care.  

           Expected date of birth/adoption/foster placement:      
    FORMCHECKBOX 
   I am requesting more than 12 weeks of leave covered under the federal Family and Medical Leave Act (FMLA) and,            understand I am responsible for reviewing this request with my supervisor(s).  My supervisor(s) will submit a signed recommendation statement regarding my request to the Office of Human Resources. 
NOTE: Pregnant employees who wish to take leave for their own condition as well as to care for their newborn child should check both the first (Medical Leave) and second (Family Leave) boxes.

	 FORMCHECKBOX 
       Family Leave:  I need a leave to care for a family member with a serious health condition.

            Name and relationship of family member:      
   FORMCHECKBOX 
    I am requesting more than 12 weeks of leave covered under the federal Family and Medical Leave Act (FMLA) and,            understand I am responsible for reviewing this request with my supervisor(s).  My supervisor(s) will submit a signed recommendation statement regarding my request to the Office of Human Resources. 


	 FORMCHECKBOX 
      Service Member Family Leave:  I need a leave to care for my family member who incurred a serious injury or illness in the line of active duty in the Armed Forces.

           Name and relationship of family member:      

	 FORMCHECKBOX 
      Military Exigency Family Leave:  I need a leave due to a military exigency relating to my spouse, parent or child        called to active duty in the National Guard or Reserves.

           Name and relationship of family member:      
           Date of deployment:      


	 FORMCHECKBOX 
      Military Exigency Leave:  I need a leave due to military exigency relating to my call to active duty in the National Guard or Reserves.

           Date of deployment:      


	Requested leave dates:
	Leave to begin             and to end           .

	Are you requesting partial or intermittent leave:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	If yes, explain requested partial or intermittent leave schedule:
	     

	TIME BANK(S) TO BE USED:
	 FORMCHECKBOX 
 Sick        FORMCHECKBOX 
 Vacation         FORMCHECKBOX 
 Optional         FORMCHECKBOX 
 Free        FORMCHECKBOX 
 Comp Time

	CERTIFICATION REQUIREMENTS:  I understand that for leave for my own serious health condition or to care for that of a family member, I am required to submit a Certification Form (available from Human Resources), fully completed by a qualifying health care provider, within 15 days, and that my failure to do so may result in the denial of leave and/or disciplinary action, up to and including termination of employment for unauthorized absence.  I also understand that I must provide documentation for other leaves.

ACKNOWLEDGMENT:  I hereby certify that the above information is true to the best of my knowledge, understanding and belief.  I understand that if any of the above information is false, I am subject to discipline, up to and including termination of employment.  I also understand that it is my responsibility to immediately contact the Office of Human Resources if I am unsure of my obligations with regard to my leave and/or the circumstances resulting in my leave entitlement change.

	Employee Signature:__________________________________________________

                                                     (Please print and sign)
	Date:

	     


	(TO BE COMPLETED BY HUMAN RESOURCES)

	Has employee been employed by the College for 12 months?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Has employee worked more than 1,250 hours in the past 12-month period?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Has employee taken any family/medical leave in the past 24 months?   
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	(TO BE COMPLETED BY HUMAN RESOURCES)
If yes, list type of leave and dates):

Leave Type: ______________________________ / Start date ____________ and End date _______________

Leave Type: ______________________________ / Start date ____________ and End date _______________

Leave Type: ______________________________ / Start date ____________ and End date _______________

	Health Care Provider Certification Form (for employees’ or family members’ serious health condition).

 FORMCHECKBOX 
  Provided to Employee  (Date)  _____________________    FORMCHECKBOX 
 Submitted by Employee (Date) 




Subsequent Recertification Dates:  _______________       ___________________      ________________    ___________________

	Notice of Eligibility and Rights and Responsibilities or Notice of Ineligibility 

 FORMCHECKBOX 
  Provided to Employee (Date)  ______________________ 
  FORMCHECKBOX 
  Submitted by Employee (Date)  




	Leave Designation
 FORMCHECKBOX 
   Provided to Employee  (Date) 





	Leave is  FORMCHECKBOX 
 Approved     FORMCHECKBOX 
  Denied (Attach form or provide reason) __________________________________________________

	Employee’s Available Paid-Time-Off in  FORMCHECKBOX 
 Days or  FORMCHECKBOX 
 Hours:   

 Sick __________   Vacation __________  Optional __________  Free _________    Comp Time __________

	Authorizing Signature   ______________________________________________________  
Date  




                                       President or President’s Designee 

	Leave Commenced (Date)  ________________________

Employee Return to Work (Date) ________________________

	


Please return fully completed form to:
Johanny Tavares


Office of Human Resources


Fashion Institute of Technology


236 W. 27th Street, 11th Floor


New York, NY 10001-5992

or Confidential Fax: (212) 217-3651
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