CPAEOA Employee Request for Family Medical Leave
FMLA – Form #1
(The following request is to be completed and returned to the Human Resource Office) 


__________________________________________________
_____________________________________
Employee’s Name 





Employee’s Job Title
__________________________________________________ 
______________________________________
Employee’s Department/Site 




Employee’s Supervisor
_____________________________________


Is Employee  ⁭ Full-Time, ⁭ Part-time or 
Employee’s Date of Hire




⁭ substitute? (check one)

1. Request for Full-Time Leave 
I request a leave of absence under the FMLA, from CPAEOA, beginning on _____________________, 20______, and I anticipate returning to work on _________________________, 20______.
2. Reason for Leave:
⁭ Placement and/or adoption of a child;

⁭ Placement of a foster child;

⁭ Birth of a child and/or care of a newborn child;

⁭ My own serious health condition;

⁭ Serious health condition of my spouse, child or parent (circle one);


Name: ___________________________________________

⁭ For qualifying exigency arising out of the fact that my  _____ spouse, _____ son or daughter, _____parent is on active duty or call to active duty status in support of a contingency operation as a member of the National Guard or Reserves; or, 
⁭  I am the _____ spouse, _____ son or daughter, _____parent, _____ next of kin of a covered service member with a serious injury or illness.
3. Type of leave requested: 
_________ Continuous   ________ Intermittent     ________Reduced Hours
Reason: _____________________________________________________________________________________ 
____________________________________________________________________________________________
4. Contact information during leave:

If the leave is approved, my contact information during the leave will be as follows:

Physical Address: ______________________________________________________________________________

Mailing Address: ______________________________________________________________________________

Telephone number(s): __________________________________________________________________________

Email address: ________________________________________________________________________________

In the event that I cannot be reached, I give CPAEOA the authority to contact the following individual regarding matters related to my FMLA:

Name: ________________________________________________________________________________


Relationship to me: ___________________________________________

Mailing Address: _______________________________________________________________________

Telephone Number(s): ___________________________________________________________________ 

5. Maintenance of health benefits

A covered employee is required to maintain group health insurance for an employee on FMLA leave whenever such insurance was provided before the leave was taken and on the same terms as if the employee has continued to work.  If the employee is on unpaid FMLA leave, the employee must make arrangements to pay their share of health insurance premiums while on leave without pay.  In some instances, the employer may recover premiums it paid to maintain health coverage for an employee who fails to return to work from FMLA leave.

6.  Notice of Certification

CPAEOA requires that an employee’s request for FMLA leave to care for the employee’s serious health condition or the serious health condition of the employee’s spouse, child or parent be supported by a certification issued by the health care provider.
⁭  Attached is a completed Certification of Health Care Provider form.

⁭  I do not have a completed Certification of Health Care Provider form attached; however, I understand that I have 15 days to submit a completed form.  Failure to provide the required certification may result in denial or delay of FMLA leave.

Further, I understand that, for extended periods, I am to provide Health Care Provider Recertification forms at least every 30 days for the purpose of maintaining my FMLA leave.  Failure to provide the recertifications may result in loss of FMLA leave.

For EMLA for my own serious health condition, I understand that I must provide CPAEOA with a Fitness for Duty Certificate from my health care provider before returning to work.  Failure to provide the completed certificate may result in a delay in my return to work and/or exhaustion of my FMLA leave.

____________________________________________________________

____________________

Signature of Employee








Date of Request
____________________________________________________________

____________________

Signature of Supervisor








Date of Receipt

An eligible employee requesting FMLA leave must give about thirty (30) days’ advance notice to their supervisor of the need to take FMLA leave when the need for the leave is foreseeable.  When the need for the leave is not foreseeable, such notice must be given as soon as practicable.  The use of FMLA leave will be subject to verification.  Coastal Plain Area Economic Opportunity Authority, Inc. may require an employee’s request for FMLA leave to care for the employee’s seriously ill spouse, child or parent, or due to the employee’s own serious health condition, be supported by a certification issued by the health care provider.








