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LEAVE OF ABSENCE APPLICATION

Date:
_________________ 

HR USE (Date Rec.): ______________

Name: _________________________________________ Dept: ________________________
Supervisor: _______________________________ Position: ___________________________
Date of Hire: ________________
Status:         FT
PT _______, _______ hrs per year.

Class:
   (Administrative
(Classified
(Faculty   (Other
Phone: ________________
Address:
________________________________________________________________


(Street, City, State, Zip)
Reason for Leave

Medical Certificate or Other Documentation Attached _____
(   
The birth of my child, or the placement of a child with me for adoption and foster care.

(    
My own serious health condition ___________________________________________
(    
A serious health condition affecting my ____child, 
____spouse, ____parent, 
____parent-in-law, for which I am needed to provide care.

(
An illness or injury that is not a serious health condition affecting my child for which I 
am needed to provide home care ____________________________________________
(
Military Leave / Reserve-Guard Duty
(
Personal Leave/Other (please describe) ______________________________________ 
______________________________________________________________________


______________________________________________________________________

Structure and Expected Duration of Leave

Expected or known start date:  ________________
Anticipated End Date: ________________
Leave will be taken on a    ( Continuous
( Intermittent      ( Reduced Schedule    basis.

If “intermittent” or “reduced schedule,” please describe anticipated schedule 
____________________________________________________________________________________________________________________________________________

I understand that leaves of absence, if approved under the federal Family and Medical Leave Act and the Oregon Family Leave Act, are without pay and that the University requires that I use any accrued sick or vacation leave I have during the absence.  I also understand that the University may require medical certification to support a request for leave due to a serious health condition affecting me or the family member who requires my care.
____________________________________
_______________

Employee Signature




Date





OVER FOR HR/MANAGEMENT DETERMINATION

HUMAN RESOURCES USE ONLY
Employee: ______________________

LEAVE OF ABSENCE CONFIRMATION
Leave Type Assessment:
( Medical
( Family-Medical
(Parental/Maternity
( Personal
(Military


( Educational/Sabbatical
( Other _______________________________________

Leave will be taken on a    ( Continuous
( Intermittent      ( Reduced Schedule    basis
Employee Eligible for FMLA?:   
( Yes
( No

Employee Eligible for OFLA?:

( Yes
( No
Medical Certification Submitted?
( Yes
( No

Acceptable? 
( Yes
( No

Approval Authority Determination 

FMLA and OFLA protected leave as well as Military Leave are subject to approval by the Human Resources office.  This includes Medical, Family-Medical, and Parental/Maternity leave.   All other leave requests, including Personal Leave and Educational/Sabbatical Leave, are subject to approval of the Vice President or Dean over the requesting employee’s area in which he/she is employed.
Determination

By (Print): ____________________________________
Title: _____________________________

( Approved

From _____________
 to ______________ *


( Conditional subject to submission of Medical Certification of the need for leave.


( Will be counted against  (FMLA   ( OFLA entitlement   ( Other ______________  


1) Requests for extensions must be made in writing and with supporting documentation from 
medical provider, if applicable.  While on leave, you may be required to furnish us with 
periodic reports every _____ of your status and intent to return to work.  For intermittent or 
reduced-schedule leave, you may be required to furnish medical recertification every 30 days.

2) You are required to utilize accrued leave during unpaid portion of leave, unless receiving 
income replacement through disability insurance.


3)  If you normally pay a portion of the premiums for your health/dental insurance, this payment obligation will continue for the period of FMLA approved family leave.  Other types of leave may require payment of full premiums.  Premiums are due prior to the month of coverage with a 30 day grace period allowed to make payment.  Failure to make payments may result in cancellation.  Upon request, the University may allow accumulation of premiums to be paid upon return to work. Other benefits will be continued during FMLA approved leave. Contributions to retirement will be made based on the amount of salary paid to you during your leave. 

4)  If leave was due to your own medical condition, you will be required to present a fitness-for-
duty certificate in order to return to work.

( Denied (Reason Below)


______________________________________________________________________
______________________________________________________________________
Approval Signature ________________________________________
Date __________________
cc:  Supervisor


       Payroll


       File


       Employee








