UNIVERSITY OF MASSACHUSETTS BOSTON

HUMAN RESOURCES

FAMILY AND MEDICAL LEAVE (FMLA) LEAVE OF ABSENCE REQUEST FORM

Employee Name:                                                                           
Employee I.D. __________________________                                            (Please print)
Department                                                                                  
Supervisor _____________________________                                                                       

Requested Leave Dates:    From: _____________________________    To: ___________________________________                                                                

I am requesting a leave of absence for the reason so designated and understand that the leave cannot exceed twelve weeks.  It is my intention to return to work at UMass/Boston at the end of the leave period.

(Please check appropriate box.)

 
Leave will be:

‹   ›
Maternity Leave



‹   ›
 *Paid

‹   ›
Adoptive Leave



‹   ›
 *Partially Paid

‹   ›
Family Medical Leave**


‹   ›
 Unpaid

‹   ›
Personal Medical Leave**

‹   ›
Foster Care Placement


‹   ›   Reduced Schedule



‹   ›
Paternity Leave



‹   ›    Intermittent Leave 
I understand that I will be reinstated to my same position, or an equivalent position, with equivalent pay, benefits and other employment terms and conditions.

I also understand that failure to return from the approved Family and Medical Leave within the agreed upon time frame may constitute a voluntary termination.

I have read the Family and Medical Leave policy of UMass/Boston and the other appropriate policy(ies) specific to my absence and am aware of my responsibilities.

___________________________________________                                                                               

           (Employee’s Signature)                     (Date)



___________________________________________
                             _________________________________                                                                  


(Supervisor’s Signature)
            (Date)



(Department Head’s Signature)
(Date)

Approved                          
Denied1____________



_________________________________











(Human Resources Department)     (Date)

1Reason for Denial: __________________________________________________________________________                                                                                                                                                                                                 
*LEAVE WILL BE PAID ONLY IF EMPLOYEE HAS SUFFICIENT ACCRUALS TO COVER PART OR ALL OF ABSENCE.

**CERTIFICATION OF PHYSICIAN OR HEALTH CARE PRACTITIONER IS REQUIRED TO DOCUMENT THE SERIOUS HEALTH CONDITION OF EMPLOYEE OR FAMILY MEMBER.

