 SEQ CHAPTER \h \r 1FAYETTEVILLE STATE UNIVERSITY

Fayetteville, North Carolina 28301-4298

FAMILY MEDICAL LEAVE

	 SEQ CHAPTER \h \r 1BENEFITS PROTECTION: You have a right under the FMLA for up to 12 weeks of paid or unpaid leave in a 12-month period.  Your health benefits must be maintained during any period of unpaid leave under the same conditions as if you continued to work, and you must be reinstated to the same or equivalent job with the same pay, benefits, and terms and conditions of employment on your return from leave.  If you do not return to work following FMLA leave for a reason other than: (1) the continuation, recurrence, or onset of a serious health condition which would entitle you to FMLA leave; or (2) other circumstances beyond your control, you may be require to reimburse us for our share of health insurance premiums paid on your behalf during your FMLA leave.
 SEQ CHAPTER \h \r 1Employee Information (To Be Complete By Employee)
Name________________________________   Social Security Number___________________________________

Dept _________________________________    Office Phone Number ___________________________________

Supervisor ____________________________    Title _________________________________________________

Date(s) Of Leave: From __________________________________ To __________________________________

Purpose Of Leave (Explain): _____________________________________________________________________________________________
_____________________________________________________________________________________________
____________________________________________________________________________________________

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

Employee Signature _______________________________________ Date _________________________



	The  SEQ CHAPTER \h \r 1Medical Certification and this form MUST be completed by attending physician and submitted as a packet to the Office of Human Resources within the deadline.
Beginning Date of Medical Condition _______________________   Probable Duration _______________________
Beginning Date of Leave ____________________________ Ending Date of Leave__________________________

Brief statement of medical facts regarding the condition _____________________________________________________________________________________________

_____________________________________________________________________________________________

Is this leave needed to care for the child, spouse, or parent?  Yes ______ No ______ 
If so, how much time is needed? _________

Physician Signature ____________________________________ Date ___________________________



	____ Approved  ____ Disapproved
____________________________
_______________________


HR Official’s Signature
Date




