	

	Send original form to the Department of Personnel/

Human Resources
	Wayne County

Department of Personnel/ Human Resources 

LEAVE OF ABSENCE REQUEST
	Amended_____________


SECTION 1.  TO BE COMPLETED BY EMPLOYEE:
	Last Name
	First Name
	Employee ID
	Date Request Submitted 

	     
	     
	     
	     

	Home Address (Street, City, Zip)
	Home telephone #
	Personal email address

	     
	(   )    -      
	     

	Department 
	Division 

	     
	     

	Classification
	Work telephone #
	Work email address

	     
	(   )    -      
	     

	Leave Dates Requested:
	Beginning Date:       
	End Date:       
	
	End Date:
	     

	REASON FOR LEAVE
	ADDITIONAL FORM(S) REQUIRED
	USE OF LEAVE BANKS

	 FORMCHECKBOX 
   Personal Illness/ Injury/ Incapacity 

       due to pregnancy or prenatal care.

       FORMCHECKBOX 
   Full-time off
       FORMCHECKBOX 
   Intermittent (FMLA only)
	Certification of Health Care Provider and Position Description Form (P/HR-711)
	If covered by FMLA, you have the option of using available leave banks.  Indicate your preference below:  If you do not designate below, paid sick time will be used until exhausted.

Initial: ______________

	 FORMCHECKBOX 
  Parental Leave (Birth, adoption or                                                              placement of a child for foster care.) 
	Birth Certificate, Court Order or letter from adoption or foster agency
	
	Sick Time          

 FORMCHECKBOX 
  Yes (until exhausted)       FORMCHECKBOX 
  No

Vacation Time

 FORMCHECKBOX 
  Yes  (until exhausted)      FORMCHECKBOX 
  No

Vacation Bonus (502 Members Only)

 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

Other (GBA members Only)
 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

For other leaves, consult your CBA/benefit plan.  

Holidays falling during a period of unpaid leave will not be paid.

	 FORMCHECKBOX 
 Illness/Injury of spouse, parent or child 
      (Circle relationship to family member)
       FORMCHECKBOX 
  Full-time off
       FORMCHECKBOX 
  Intermittent (FMLA only)\

       FORMCHECKBOX 
  Military (FMLA only, up to 26 weeks of leave time)
	Certification of Health Care Provider 
	
	

	 FORMCHECKBOX 
 Personal Reason
	Letter of explanation
	
	

	 FORMCHECKBOX 
 Military (for employee)
	Copy of military orders
	
	

	 FORMCHECKBOX 
 Education
	Letter of explanation
	
	

	 FORMCHECKBOX 
 Unclassified Service
	Letter of explanation
	
	


Employee Rights and Responsibilities Applicable to all Leaves including FMLA:

Approval.  All leaves must meet eligibility requirements before approval is granted.  Leaves will be approved for a specified period only.  All requests for leave of absence shall be approved by the Department of Personnel/Human Resources.  Extensions are not automatic and are granted at the discretion of the Director of Personnel/Human Resources.  To request an extension of a leave of absence, an employee must submit a new leave of absence request form with supporting documentation.  An employee will not be granted a leave beyond the maximum period provided by the applicable CBA, Benefit Plan, or law.

Benefit Coordination.  Health benefits will continue for a designated, limited period of time, not to exceed 6 months.  While on leave, an employee must continue to pay premiums to maintain health benefits.  If an employee fails to return to work from an approved leave of absence, the County shall seek to recoup its share of health benefit costs incurred while the employee was on leave.   

Documentation.  While on leave, an employee may be required to submit periodic documentation supporting the necessity for leave continuation.  Additional documentation may be required.  An employee’s refusal to furnish additional documentation may result in the employee’s request for leave being denied.

Leave Coordination.  All leaves will run concurrently and will be counted toward an employee’s total leave entitlement.  Where applicable, all or part of this leave may be designated as FMLA leave and counted toward an employee’s FMLA leave entitlement.   

LTD.  An employee must apply for Long Term Disability (LTD) benefits within 14 days of a known illness or injury.  The LTD plan may be found at www.waynecounty.com/mygovt/hr
Return to Work.  An employee who fails to return to work upon the expiration of an approved leave of absence will be separated from County employment.  Employees on a leave of absence due to personal illness must submit a fitness-for-duty certification from their physician prior to returning to work.  Employees who desire to return to work prior to the expiration of leave must submit to his/her Department a written request prior to their return to work.  Denial of a leave extension as designated on this leave of absence request form is notice of the employee’s requirement to return to work.  

Employee FMLA Rights & Responsibilities may be found at www.waynecounty.com/mygovt/hr  

An employee may request up to 12 weeks unpaid leave in a 12 month period calculated as a “rolling” 12-month period measured backwards from the date of any FMLA leave usage.

An employee requesting FMLA leave on an intermittent or reduced leave schedule must meet with his/her supervisor to arrange a mutually agreeable schedule.

An employee must be reinstated to the same or equivalent job with the same pay, benefits, and terms and conditions of employment upon return from FMLA-protected leave.  (If an employee’s leave extends beyond the FMLA entitlement leave period, the employee does not have return rights under the FMLA). 

By completing and signing this leave of absence request, I understand my rights according to my collective bargaining agreement, Civil Service Rules or Benefit Plan.  I also understand my rights under the Family and Medical Leave Act (FMLA).   I understand that if I submit any false information related to this request for a leave of absence, I may be disciplined or terminated from Wayne County employment.

Employee Signature: ______________________________________________
Date: _____ / _____ / ______
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rvsd:  4/09

	Name:
	                                                               Employee ID:
	Date:
	     



SECTION 2:  DEPARTMENT REVIEW OF ELIGIBILITY/RECOMMENDATION 
  FORMCHECKBOX 
  Department Recommends Approval

 FORMCHECKBOX 
 Department Recommends Denial (See below for explanation)
 

Department Representative: ___________________________________________ 
Date: _____ / _____ / ______


SECTION 3:  FINAL DETERMINATION/FMLA DESIGNATION BY THE DEPARTMENT OF PERSONNEL/HUMAN RESOURCES:
 FORMCHECKBOX 
Request Approved
 FORMCHECKBOX 
Request Approved As Modified
  FORMCHECKBOX 
Conditional Approval*
 FORMCHECKBOX 
Clarification Required 
 FORMCHECKBOX 
Request Denied

	Action Code
	Reason Code
	Start Date
	End Date

	     
	     
	     
	     

	     
	     
	     
	     

	Action Code
	Reason Code
	Start Date
	End Date

	     
	 FORMDROPDOWN 

	     
	     

	     
	 FORMDROPDOWN 

	     
	     




*Pending the submission of the Certificate of Health Care Provider Form within 15 calendar days.

 FORMCHECKBOX 
  
This leave, or a portion of this leave, is eligible under the provisions of the Family Medical Leave Act (FMLA).

 
FMLA Leave hour entitlement generally shall not exceed 480 hours per rolling calendar year.
Rolling calendar dates: ____________________to ________________   

Number of FMLA hours used in the previous rolling calendar year:  _________________  
The FMLA requires that you notify us as soon as practicable if dates of scheduled leave change or are extended or were initially unknown.  Based on the information you have provided to date, we are providing the following information about the amount of time that will be counted against your leave entitlement.

 FORMCHECKBOX 
  Provided there is no deviation from your anticipated leave schedule, the following number of hours, days or weeks will be counted against your leave entitlement:  ____________________

 FORMCHECKBOX 
  Because the leave you will need will be unscheduled, it is not possible to provide the hours, days, or weeks that will be counted against your FMLA entitlement at this time.  You have the right to request this information once in a 30-day period (if leave was taken in the 30-day period).

By: ________________________________________________________ 

Date: _____ / _____ / ______


Action/Reason Codes
PAID LEAVE OF ABSENCE (PLA)

LSF – FMLA (employee, spouse, parent or child)

LMF – FMLA (Family Military only)

LSP – Employee Sick Leave – contractual benefit

LLP – Family Leave (parent or child) – contractual benefit 

LPP – Personal Leave – contractual benefit

LOT – Other 

EDU – Education Leave – contractual benefit

MIL – Military Service – contractual benefit

UNPAID LEAVE WITH BENEFITS (LWB)

LSF –FMLA (employee, spouse, parent or child)

LMF – FMLA (Family Military only)

MIL – Military Service - contractual benefit
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UNPAID LEAVE OF ABSENCE (LOA) 

LSP – Employee Sick Leave – contractual benefit

LLP – Family Leave (parent or child) – contractual benefit 

LPP – Personal Leave – contractual benefit

LOT – Other

EDU – Education Leave - contractual benefit

LUC – To Unclassified Service

INTERMITTENT FMLA LEAVE - DATA CHANGE (DTA)

LIS – Intermittent Leave (employee, spouse, parent or child)
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Reason for Denial:





Modifications:








