AUGUSTANA COLLEGE
FAMILY AND MEDICAL LEAVE

REQUEST FOR LEAVE
	TO BE COMPLETED BY EMPLOYEE

	1.
Employee’s Name:
	
	

	2.
Employee’s Position:
	
First
Middle
Last
	

	
	

	3.
Reason for requested leave:

a.
 FORMCHECKBOX 

Birth of a son or daughter of the employee and in order to care for such son or daughter.

b.
 FORMCHECKBOX 

Placement of a son or daughter with employee for adoption or foster care.

c.
 FORMCHECKBOX 

In order to care for spouse, child or parent (“covered relation”) with a serious health condition.

d.
 FORMCHECKBOX 

Because of my own serious health condition which make me unable to perform the functions of my position.

	4.
If reason “c.” above please check one:

 FORMCHECKBOX 

Spouse
 FORMCHECKBOX 

Child
 FORMCHECKBOX 

Parent

	5.
If reason “c.” above state name and address:



	6.
Date on which you wish to commence leave:

	7.
Date of anticipated return to work:

	8.
Are you requesting leave on an intermittent or reduced leave schedule?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	9.
If yes, please give schedule of when you anticipate you will be unavailable for work:





	Employees seeking leave because of reason “3c.” or “3d.” above, must complete the attached Medical Certification form and return it within 15 days, or as soon as practicable. I understand that my leave may be delayed until I provide a completed Medical Certification form.
Employees seeking to return to work after a leave because of their own serious illness (reason “3d.”), also must complete the attached Return to Work Medical Certification form before they are allowed to resume work. I understand that I may not be permitted to resume my position with Augustana College until I provide a completed Return to Work Medical Certification form.


CONDITIONS OF LEAVE OF ABSENCE
In requesting this Family and Medical Leave of Absence, and should my request be granted, I agree as follows:

1. I must provide a satisfactory statement and/or certification to the College from my physician which explains the reason for the proposed leave of absence if it is for my serious medical condition or that of my spouse, child, or parent, and the anticipated duration of the proposed leave of absence. Such certification must state also the date on which the serious medical condition commenced. In the case where a leave of absence is requested due to the serious health condition of my spouse, child, or parent, I must also provide a satisfactory certification to the College from my health care provider which  states a) their estimate of the amount of time that the health care provider believes I need to care for my family member with a serious medical condition, and b) that the serious medical condition of my family member warrants my participation to provide care during a period of the treatment or supervision of the family member requiring care.

2. I agree that I will not accept or perform any work for any other employer or engage in any self-employment work activity during the proposed leave of absence without prior written approval of the Director of Human Resources. If I breach this condition, I will be considered to have violated the terms of the leave of absence and to have voluntarily terminated my employment with the College.

3. I understand and agree that any change in my condition during the leave of absence [if it should be granted] must be reported to the College immediately, and that a failure on my part to do so may result in the termination of the leave of absence or my employment.

4. I understand and agree that once my physical condition is such that I am able to return to work, I must furnish the College with a written certification from my medical care provider which certifies my ability to return to active employment.

5. I understand and agree that if my request for a proposed leave of absence under this policy is granted pursuant to rights under the Family and Medical Leave Act of 1993 or any applicable state law, I will be reinstated to my former job position if it is open upon the expiration of my leave of absence, and if not, the College will make reasonable efforts to place me in a substantially equivalent position, except that if my job is eliminated pursuant to a reduction in force unrelated to my leave of absence, I will have no rights to reinstatement by virtue of the leave if my job would have been eliminated irrespective of whether or not I took a leave of absence. This right to reinstatement is limited to situations only where federal and/or state law affords such reinstatement rights.
6. I understand and agree that the aggregate amount of leave taken under federal and state law will not exceed twelve (12) work weeks in any twelve (12) month period measured backwards from the time any leave is taken, unless I have applied for and have been granted an extended leave for my serious health condition.

7. I understand and agree that if I have not returned to active employment within 12 weeks after the granting of my request for a proposed leave of absence, my employment with the College will be considered to have been voluntarily terminated, unless I have applied for and have been granted an extended leave for my serious health condition.

8. I understand and agree that during the proposed leave of absence that it is my responsibility to make payments to the College by the 10th day of each month for any insurance premiums that are paid by me during the proposed leave of absence. I also understand and agree that I will have a 30 day grace period in which to make payments, and if I do not make payment in a timely fashion, my insurance may be cancelled.

9. I understand and agree that if I fail to return to work at the end of the leave period, I will reimburse the College for the cost of health benefits provided by the College during my leave, unless I fail to return to work because of the continuation, recurrence, or onset of a serious health condition or because of other circumstances beyond my control. If I am unable to return to work because of a serious health condition, I will provide medical certification from the appropriate health care provider stating that I am unable to perform the functions of my position on the date that my leave expired or that I am needed to care for a covered relation because he/she has a serious health condition on the date that my leave expired.
10. I understand and agree that during that portion of my proposed leave of absence during which my salary is not paid by vacation, personal leave, sick leave, or Worker’s Compensation benefits, I will not be entitled to salary or accrued vacation time, personal leave, sick leave or any other entitlement attributable to tenure on the job.

11. I understand and agree that if I do not return to work on the first day after the proposed leave of absence expires or on the first day after my medical care provider determines that I am able to return to work, my employment with the College will be considered to have been voluntarily terminated.

I UNDERSTAND AND ACKNOWLEDGE THAT MY SIGNATURE ON THIS FORM INDICATES THAT I CERTIFY TO THE BEST OF MY KNOWLEDGE THAT THE INFORMATION ON THIS APPLICATION IS TRUE AND CORRECT.
	EMPLOYEE

REQUESTING LEAVE OF ABSENCE:
	SUPERVISOR

APPROVING LEAVE OF ABSENCE REQUEST:

	
	
	
	
	
	

	Employee’s Name (Please print)
	
	
	Supervisor’s Name (Please print)

	
	
	
	
	
	

	Employee’s Signature
	
	
	Supervisor’s Signature

	
	
	
	
	
	

	Date
	
	
	Date
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