CENTENNIAL SCHOOL DISTRICT

HUMAN RESOURCES DEPARTMENT
Leave of Absence Request Form

In order to ensure that CSD employees are eligible for a leave of absence under law, applicable collective bargaining agreement, applicable administrator/support compensation plan, or school district policy/practice, you are required to complete this form.  Failure to provide any required information may result in a denial of your leave request or other important benefits.

Name: ____________________________________   Job Classification: _____________

1. Why are you seeking a leave of absence?

2. What kind of leave are you seeking? (e.g. sick leave, unpaid leave, etc)

3. When do you desire your leave to begin and end? (specify dates) ​​​​​​​​​​​​__________________
I will return to work on _______________________________(date)
4. Are you seeking a leave of absence as a result of a work-related disability or illness?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
 No

5. Please answer the following:

a. Are you seeking the leave for the birth of a child or to care for a newborn child?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

b. Are you seeking the leave for the adoption or foster care of a child?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

c. Are you seeking the leave for an exigency (as determined by the U.S. Secretary of Labor) due to the fact that your spouse, child or parent is on active duty? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

d. Are you seeking the leave to care for a covered service member
.
  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

e. Will you be caring for your spouse, son, daughter or parent who has a serious health condition?






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
     f.           Do you have a serious health condition which makes you unable to perform the   functions of your job?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Employee Signature: _____________________________
Date: _____________________
IMPORTANT:  PLEASE ATTACH PHYSICIAN’S EXCUSE NOTE
� Although this form is intended to be used as the initial intake form for a request for a leave of absence, other forms may be necessary to be completed and other information may be required in order for you to be qualified for any particular type of leave of absence.  Nothing in this form is intended to dispense with your need to complete and/or provide required information, documentation or forms.





� If you need additional space, please use and refer to an additional sheet(s) of paper.





� The School District reserves the right to designate the leave as it determines proper and your request for a particular type of leave is not determinative.





�The term "covered service member" means a member of the Armed Forces, including a member of the National Guard or Reserves, who is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on the temporary disability retired list, for a serious injury or illness. 29 U.S.C.A. § 2611(16).


�   A “serious health condition” is defined in the FMLA as “an illness, injury, impairment, or physical or mental condition that involves:


inpatient care (i.e., an overnight stay) in a hospital, hospice or residential medical care facility . . . or any subsequent treatment in connection with such inpatient care; or 


continuing treatment by a health care provider.  A serious health condition involving continuing treatment by a health care provider includes any one or more of the following: 


a period of incapacity (i.e., inability to work, attend school or perform other regular daily activities due to the serious health condition, treatment therefore, or recovery therefrom) of more than three consecutive calendar days, and any subsequent treatment or period of incapacity relating to the same condition, that also involves: (A) treatment two or more times by a health care provider, by a nurse or physician’s assistant under direct supervision of a health care provider, or by a provider of health care services (e.g., physical therapist) under orders of, or on referral by, a health care provider; or (B) treatment by a health care provider on at leave one occasion which results in a regimen of continuing treatment under the supervision of the health care provider. 


    Any period of incapacity due to pregnancy, or for prenatal care.


Any period of incapacity or treatment for such incapacity due to a chronic serious health condition.  A chronic serious health condition is one which: (A) Requires periodic visits for treatment by a health care provider, or by a nurse or physician’s assistant under direct supervision of a health care provider; (B) continues over an extended period of time (including recurring episodes of a single underlying condition); and (C) may cause episodic rather than a continuing period of incapacity (e.g., asthma, diabetes, epilepsy, etc.)


A period of incapacity which is permanent or long-term due to a condition for which treatment may not be effective. * * * Examples include Alzheimer’s, a severe stroke, or the terminal stages of a disease.


Any period of absence to receive multiple treatments (including any period of recovery therefrom) by a health care provider or by a provider of health care services . . . for a condition that would likely result in a period of incapacity of more than three consecutive calendar days in the absence of medical intervention or treatment, such as cancer (chemotherapy, radiation), severe arthritis (physical therapy), kidney disease (dialysis).  See, 29 CFR §825.114.
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