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FAMILY AND MEDICAL LEAVE ACT 
          (FMLA) Request Form
                    Instructions to the Employee:
I. In accordance with the Family and Medical Leave Policy (No. 113.0518), an employee shall give his/her supervisor thirty (30) days notice of the need for FMLA Leave. If the employee is unable to provide thirty (30) days notice, he/she must provide the notice as soon as he/she learns of the need for FMLA Leave. Except in extraordinary cases, notice shall be given as soon as possible or practical. Normally, notice must be given the day the employee learns of the need for FMLA Leave or the next business day. 

II. To be eligible for FMLA, an employee must have worked for Jefferson for 12 months and have worked 1250 hours in the 12 months prior to the leave start date. 

Employee Name:
___________________________________  Contact Number _______________
   (Please Print)
Department:

___________________________________   Title ________________________
FT/PT Status:

___________________________________
Supervisor’s Name:
___________________________________
Timekeeper’s Name:
___________________________________
Leave Start Date:
___________________   Projected End Date ___________________
(Start and End Date Must be Completed in order for this request to be considered))
-------------------------------------------------------------------------------------------------------------------------------
Leave Reason:
 

□Medical

□Family
□ Parental

□Military Caregiver
□Military Exigency
An employee applying for Medical leave (maternity) in anticipation of a birth may also apply for a Dependent Care Leave. The employee must be cleared to return from medical leave by University Health Services before the Dependent Care Leave may begin.

Please check (yes or no) to indicate whether you are applying for a

FMLA Dependent Care Leave which will begin after your Medical Leave
 
 □ Yes

□ No


 (Combined Dependent Care leave may not exceed 12 weeks)
--------------------------------------------------------------------------------------------------------------------------------------------
Care For:

□Self

□Spouse

□Child




□Parent
□Next of Kin

□Domestic Partner
-------------------------------------------------------------------------------------------------------------------------------
Leave Type: 
 
□Continuous
□Intermittent



________________________________

Employee Signature/Date
PLEASE FORWARD THE COMPLETED FORM TO:

HUMAN RESOURCES SERVICE CENTER

833 CHESTNUT STREET, 1ST FLOOR or fax to 215-503-7455.                    
HR Official Use: 

Date of Hire:___________________



Employee ID ________________
Hours worked in past 12 months:_____________________

Packet Mailed: __________________



HR Initials: __________________ 
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