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Employee Application for Family Medical Leave
	Name:
	     
	Department:
	     

	Employee SS#:
	     
	Date of Employment:
	     

	Employment Status:
	 FORMCHECKBOX 
 Full Time 

 FORMCHECKBOX 
Part Time
	Date of Request:
	     

	Employee Address During Leave:
	     

	Telephone # During Leave:
	     

	If married, does your spouse currently work for Barrow County BOC?  FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

	If so, Spouse’s Name:
	     
	Spouse’s Department:
	     

	Leave is requested for: (Please check reason)

	 FORMCHECKBOX 

	A.
	Birth of a child
	}
	Anticipated date of delivery, adoption, or placement:     

	 FORMCHECKBOX 

	B.
	Adoption of a child
	
	

	 FORMCHECKBOX 

	C.
	Placement of a child for foster care
	
	

	 FORMCHECKBOX 

	D.
	Serious health condition  of employee (Certification Form 1)

	 FORMCHECKBOX 

	E.
	Serious health condition  of employee’s spouse (Certification Form 2)

	 FORMCHECKBOX 

	F.
	Serious health condition  of employee’s child (Certification Form 2)

	 FORMCHECKBOX 

	G.
	Serious health condition  of employee’s parent (Certification Form 2)

	 FORMCHECKBOX 

	H.
	Serious health condition of a service member for which you are the primary care giver (up to 26 weeks unpaid leave if approved)  (Certification Form 3)

	 FORMCHECKBOX 

	I.
	Active Duty leave-A qualifying situation which has arisen our to the fact that the spouse, son, daughter or parent of the employee is on or has been called to active duty in the Armed Forces in support of a contingency operation (war or combat)  (Certification Form 4)

	
	

	Attach Medical Certification Supporting Leave for Serious Health Conditions to this Form
(In order to determine if the absence qualifies as FMLA the appropriate certification form must be returned within 15 days of receipt)

	Requested dates of leave:
	From
	     
	To
	     

	Do you intend to return to work after this leave?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
NO

	Have you taken any other leaves during the past twelve months?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
NO

	
	From
	     
	To
	     
	Type of Leave
	     

	

	I understand that while I am on Family Medical Leave, the expense of insurance premiums and contributory payments will continue. If I go on unpaid leave, I will pay these expenses as invoiced during my absence. I also understand that any changes that need to be made to my medical insurance due to a qualifying event must be done so within 30 days of said event.

	

	Signature of Employee
	
	Date
	

	Supervisor Approval
	
	Date
	

	Department Director/

Elected Official Approval
	
	Date
	

	Human Resources Approval
	
	Date
	


Family Medical Leave Act (FMLA) Eligibility Checklist and Certification
	Question
	Initials

	1. I have worked for BCBOC for at least 12 months.
	

	2. I have worked at least 1,250 hours in the last 12 months
	

	3. I have provided 30 days advance notice for “foreseeable” leave, if applicable.
	

	I meet at least one of these qualifying events
	Please initial only the condition(s) that apply

	Employee’s serious health condition, which make the employee unable to perform the functions of their job. Serious health condition means an illness, injury, impairment, or physical or mental conditions that involve; pregnancy or pre-natal care; inpatient care; an absence of more than 3 days; a chronic, serious, permanent or long-term condition; or multiple treatments required. Cosmetic or elective surgery that is not medically necessary does not qualify for FMLA-protected leave.
	

	Birth of a child and in order to care for such child for a period beginning on the date of birth. 
	

	Placement of a child with the employee for adoption following the date of placement. 
	

	The need to care for a spouse, child or parent with a serious health condition. Children must be under 18 or over 18 and unable to care for themselves. Does not include parents-in-laws.
	

	I am the primary care giver of a service member who has a serious illness or injury, which was incurred in the line of duty and prevents him/her for performing the functions of his/her job in the military. May take up to 26 weeks of unpaid leave if approved.
	

	The need to take care of a pressing or urgent situation arising out of the fact that a spouse, son, daughter or parent is on or has been called to active duty in the Armed Forces in support of a “contingency operation” (war or combat) 
	

	Acknowledgements
	

	I understand and acknowledge that FMLA is limited to 12 weeks of unpaid, job-protected leave within a one year period. After exhausting the 12 weeks allowed under FMLA, BCBOC is not obligated to place me back in my previous position or to find a different position for me and I may be subject to termination.

	I understand and agree to provide medical certification of my serious health condition within 15 days of requesting medically necessary FMLA leave.

	I understand that I am required to provide a documented explanation of the health condition of my family member if I am requesting FMLA leave to care for a spouse, child, or parent.

	I understand and agree that any accrued PTO, where applicable, will be substituted and applied to my payroll records prior to the authorization of Leave Without Pay under FMLA. I understand and agree that this substitution does not extend the amount of FMLA leave.

	I understand and agree to report my progress of recovery and my intent to return to work to my supervisor and to Human Resources weekly via phone call, voice message or email.

	I understand that if the FMLA leave is for my serious health condition, I am required to provide BCBOC with written medical updates of my condition and that a written certification by my medical provider or a Return to Work form must be provided to BCBOC prior to returning to work.

	I have been provided all the necessary forms (FMLA Application and Certification of HCP) and a copy of the BCBOC Employee Family Medical Leave Information Sheet.

	I understand that I must provide a medical certificate of fitness-for-duty to return to work, signed by a certified physician and if I am out longer than 30 days I must submit to a drug test.

	My signature and date below certifies that I understand all of my obligations under FMLA and have received all the necessary forms.

	     
	     
	     
	     

	Name (Please Print or Type)
	Dept.
	Work Phone
	Home Phone

	Signature:
	
	Date:
	


