University of Louisville
Faculty Request for Family Medical Leave

**This request will not be processed without the Certification of Health Care Provider Form**
STATEMENT OF PURPOSE:

This form is to be completed by all eligible faculty employees to request leave of absence under the University of Louisville Family Medical Leave Policy.  A request for leave due to the serious health condition of the employee or the employee’s spouse, child or parent shall be supported by written medical certification completed by the appropriate health care provider.  The Request for Family Medical Leave shall be sent to your department chair for approval.  The department Chair shall forward to the Dean who will forward to Provost for approval.
REQUEST FOR LEAVE:

Name:


_______________________________________________________________________

Home Address:

_______________________________________________________________________

City, State, Zip:

_______________________________________________________________________
Employee ID:

_______________________________________________________________________

Department:

_______________________________________________________________________
Date Leave is to start:
_______________________________________________________________________

Date of Return to work:
_______________________________________________________________________
Intermittent Leave:

Yes
_____________________

No
_____________________

Employee Signature:
_____________________________________________
Date  ________________

REASON FOR LEAVE REQUEST:

   _____
Birth or First Year Care of a Child

   _____
Placement of Child for Adoption or Foster Care

   _____
Your Serious Health Condition

   _____
Care of a Spouse (husband/wife by law) with a Serious Health Condition

   _____
Care of a Child (someone for whom you have primary care) with a Serious Health Condition

Note:

**The Certification for Health Care Provider (located at www.louisville.edu/admin/humanr/forms/pdfs/health care provider.pdf) must accompany this request and is required for FMLA approval.**

Approval:

_______________________________________________________

______________________________

Department Chair’s Signature





Date

_______________________________________________________

______________________________

Dean’s Signature






Date

_______________________________________________________

______________________________

Provost’s Signature






Date

January 28, 2010
