THE UNIVERSITY OF NORTH CAROLINA AT PEMBROKE

REQUEST FOR FAMILY AND MEDICAL LEAVE FORM

---------------------------------------------------------------------------------------------------------------------

PART I.
EMPLOYEE INFORMATION

(To be completed by the EMPLOYEE)

1.
Employee Name:__________________________________________________________







(Please Print)

2.
Banner ID No. ________________________  Phone No.:_____________________

3.
Title:________________________________  Department:________________________

4.
Status:  Full-Time_____  Part-Time_____(hrs/wk)  Annual Salary: $_________________

5.
Reason for leave request:___________________________________________________


________________________________________________________________________


________________________________________________________________________

[NOTE:  If this request is for medical reasons, a medical certification from the attending physician must be attached.  No request for family/medical leave for medical reason can be approved without medical certification.]

6.
Leave dates:
Starting Date:_______________ Expected Ending Date:_____________

7.
Employee Signature:______________________________________  Date:___________

PART II:
SUPERVISOR INFORMATION     (To be completed by the SUPERVISOR)

1.
Name:_______________________________________  Phone No.:_________________

2.
How many hours/minutes of the following types of leave will be used during the family/medical leave period?


VACATION:_______________________
SICK:___________________________


VOLUNTARY SHARED LEAVE:_________
LEAVE WITHOUT PAY:___________

3.
Was a second medical certification required?  YES_____  NO_____ (IF YES, the second medical certification must be attached to this form.)

4.
Signature:___________________________________  Date:_______________________

PART III:    DEPARTMENT HEAD INFORMATION   (To be completed by the DEPT. HEAD)

1.
Name:_____________________________________  Phone No.:
___________________

2.
Was a third medical certification required due to conflicting medical information on the second certification?  YES______  NO______  (IF YES, the second and third medical certification also must be attached to this form.)

3.
This request for family/medical leave is:  APPROVED______  DISAPPROVED:______


Signature:______________________________________  Date:____________________




(Revised 06-07)
