UNIVERSITY OF DETROIT MERCY
EMPLOYEE REQUEST FOR FMLA LEAVE

This form is for requests involving Family and Medical Leave Act (FMLA) leave for up to 12 weeks and includes intermittent periods of time off or a reduced daily or weekly schedule.  If your leave is foreseeable, you must submit this form to the Human Resources Department 30 days before your first day of leave or as soon as practicable, which normally means the same day or day after you learn of the need for the leave. Please attach a Certification of Health Care Provider (Form WH-380) to this request if you are requesting FMLA leave in advance. If your need for leave is not foreseeable, you must notify your supervisor or the Human Resources Department as soon as practicable, which means the same day or the next day.  You or your designated representative will be sent the Certification of Health Care Provider for completion and return.  

Employee Name: __________________________________________  SS#_______ - _____ - ________

Department: ________________________  E-Mail Address:  ___________________________________

Office Phone: _______________________ Home Phone:  _____________________________________

Reason for leave:
    
For the birth of a child and to care for that child




    
For placement of a child for adoption or foster care with me


    
To care for my spouse, child, or parent with a serious health condition


    
A serious health condition that makes me unable to perform the functions of 

my job

    
For the care of the employee’s servicemember who is undergoing medical treatment, recuperation, or therapy, is otherwise in outpatient status, or is otherwise on temporary disability retired list, for a serious injury or illness
    
For “any qualifying exigency” arising out of the fact that the spouse, son, daughter, or parent of the employee is on active 
duty, or has been notified of an impeding call to active duty status, in support of a contingency operation in the National Guard or Reserves 
FMLA leave start date: ___________________ Anticipated return date: ____________________

Intermittent leave dates: ________________________________________________________________

Reduced schedule: ____________________________________________________________________

      I acknowledge that I must continue to pay my share of health insurance premiums during my leave.  


       I will make arrangements with the Payroll Department for payment.

      I acknowledge the University’s requirement that paid time off will be used for all or a portion of my FMLA leave in accordance with the University’s FMLA policy.   
Employee Signature; _______________________________ Date of Request: _____________________

Supervisor’s Name _________________________Supervisor’s Signature: ________________________
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