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FROM THE AMERICAN PEOPLE






	FAMILY AND MEDICAL LEAVE APPLICATION REQUEST

(See ADS Chapter 481 for detailed information)

	1. Name

     

	2. Grade

     

	3. Position Title

     

	4. Series/Skill code

       

	5. Mission/Office Symbol

     
	6. Basic Pay Rate

      

	7.  Reason for Application for Leave (check one of the following):

        FORMCHECKBOX 
  a.  Care for a  newborn or newly adopted child (including foster children) *

        FORMCHECKBOX 
  b.  Care of spouse, parent, or child with serious health condition **
        FORMCHECKBOX 
  c.  Recover from employee’s serious health condition (including pregnancy and childbirth) **
        FORMCHECKBOX 
  d.  Care for an injured military service member *
        FORMCHECKBOX 
  e.  Address qualifying exigencies arising out of a family member’s deployment *    
* Appropriate documentation must be provided to support a request to use unpaid leave for a birth, adoption or foster care, and for d and e above.

** A certification of physician or practitioner form must be completed and returned when applying for unpaid leave under 7b or 7c (Department of Labor form WH-380).  If either 7b or 7c had been elected. I understand that my leave may be granted provisional until such time as the required medical certification is submitted.  Failure to do so will result in the leave later being charged to an appropriate leave category or changed as AWOL.
                                      

	8.   I understand that I may elect to substitute paid time off for my 12-weeks entitlement to unpaid leave.  This paid time off may include annual leave, sick leave and advanced annual leave and sick leave or leave donated under the Voluntary Leave Transfer Program consistent with the law and current regulations governing their use.  
      I elect (check one of the following):

        FORMCHECKBOX 
  a.  Unpaid leave

        FORMCHECKBOX 
  b.  Use of paid leave

        FORMCHECKBOX 
  c.  Combination of unpaid and paid leave



	9.  Requested Date for Leave to Begin

       
	10.  Requested Date for Leave to End

     
	11.  Amount and Type of Leave Requested   
     

	12. Will you be requesting continuation of health insurance benefits while in a non-pay status? (If yes, see your servicing HR Specialist)
          FORMCHECKBOX 
   Yes               FORMCHECKBOX 
  No

	13. Employee Certification:  I certify that I have 12 months of Federal civilian service, that only one Family and Medical Leave has been made in a 12-month period, and that all the above statements are true.

      _____________________________                                                                                                
               Signature of  Employee                                                                                                               Date   

 

	14. I have reviewed this application with the employee

                     FORMCHECKBOX 
  Approved                           FORMCHECKBOX 
  Disapproved 
             __________________________                                                                                           
             Signature of Applicant’s Supervisor                 Title and Office Symbol                                 Date   



	15. For Administrative Management Staff / Executive Office Use

Distribution for Approved Requests

                                                                           Original                 Supervisor

                                                                            1 Copy                  Employee
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