
 
 

Family and Medical Leave Request Form

Today’s Date   
 

Name   

 
 
Job Title  _ 

 
Address  _ 

Dept.     

Office phone #  _(direct line) 

 
Supervisor  _ 
 
Home phone #  ________________________________

 
Status: Full-Time Part-Time  Temporary Hours Working Per Week  _

Have you taken family and medical leave in the past 12 months?  Yes No 
 
   If yes, how many weeks __________________ 

 
or, if intermittent, number of days  ____________ 

 
Leave is for the following time period and reason(s)

Requested Period of Leave:  Start date   
 
                    For the entire period outlined above, or 

       Intermittent during the period outlined above, or 
       I request an altered or reduced work schedule. 

End date  ____

 
 Serious Health Condition Leave 

   Personal Serious Health Condition 
 To care for a family member with a serious health condition 

               Relationship to employee: ________________________  
 

 Parental Leave: The birth, adoption, or placement of a child for adoption or foster care. 
 

                       Pregnancy Disability Leave (includes prenatal care, childbirth and recovery) 
 

       Sick Child Leave (to care for a child with an illness or injury that requires home care but is not a   
serious health condition) *Medical Certification may be required after three instances in a leave 
year. 

 

 Military-related 
 Because of a qualifying exigency arising out of the active duty status or call to active     

duty status in support of a contingency operation as a member of the National 
Guard or Reserves. Relationship to employee: ________________________

 

             To care for a covered service member with a serious injury or illness. 
                 Your relationship to service  member:  ________________________ 

     

       Due to domestic violence, sexual assault, or stalking. 
 

       Bereavement Leave: The death of a family member. *Limited to 2wks per qualified instance. 
 Relationship to employee: _______________________



 
 
I understand and agree to the following: 
 

1. I have been employed with Rogue Community College: 
 

a. For at least  12 months, and during the previous  12 months I have worked at least  1,250 hours 
(FMLA eligibility), or 

b. For at least  180 calendar days, and during the  180-day period I have worked an  average of 25 hours per 
week (OFLA eligibility). 
 

2. If taking leave on an intermittent basis, I understand that it will be my responsibility to notify my supervisor 
and/or Human Resources when absences are due to OFLA/FMLA reasons.  

 
3. If I am requesting leave due to the birth or placement of a child, I do not need to meet the average hours requirement  
  standards outlined in #1B. 

 
4. If I fail to return to work after the leave for reasons other than the continuation, recurrence or onset of a  

serious health condition that would entitle me to Medical Leave or other circumstances beyond my control, I may be 
financially responsible for the medical insurance premiums that Rogue Community College paid while I was on 
leave. 

 
5. I will be required to use a l l  existing paid leave accruals to cover OFLA/FMLA leave before going into leave  

without pay. For serious health conditions, accrued leaves must be used in the following order unless noted 
differently in my contract: personal illness, personal contract, and vacation. Exceptions to the order may be made 
for any vacation hours that would be otherwise be forfeited. For parental leave, accrued leaves may be used in 
any order.  I understand my leave will become unpaid if I do not have sufficient leave to cover all or part of my 
leave. 

 
6.  I will receive notification from the Rogue Community College Human Resources Office which will indicate: 

 
a.  If leave requested qualifies under OFLA/FMLA. 

 
b.  If the leave will be counted against my total allowance of OFLA/FMLA leave time. 

 
c.  If I will be required to provide a completed Certification of Health Care Provider Form initially 

and/or  periodically during leave. 
 

d.  If I will be required to provide a fitness-for-duty certification prior to being restored 
to employment. 

 
 

I have read and understand the information outlined above.  I certify that all information given on this form is true and 
complete. 

 
 
 

Employee Signature  Date _______________ 

   


