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FAMILY & MEDICAL LEAVE REQUEST    

 

 

 

Employee Name            

  

Street Address            

     

City, State, Zip            

      

Home Phone            

     

Work Phone             

            New Request               Extension Request 

 

 

Employee ID             

 

Department               

 

Supervisor                

 

Date of Hire               

  

Date Last Worked                                         

       

  

Reason for Family/Medical Leave: 

 

 For the birth of my son or daughter and the care of such newborn child. 

 

Does your spouse work at WMU?    No    Yes-Name of Spouse             

 

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

 

Does your spouse work at WMU?    No    Yes-Name of Spouse             

 

 For my serious health condition. 

 

 To care for my spouse, child, or parent who has a serious health condition. 

 

Name of Spouse                   

 

Name of Parent                             

 

Name of Child                    Age of Child          

 

 Because of a qualifying exigency arising out of the fact that my spouse, child, or parent is on active duty or call to active duty 

      status in support of a contingency operation as a member of the National Guard or Reserves. 

 

Name of Spouse                   

 

Name of Parent                

 

Name of Child                     

 

 Because I am the spouse, child, parent, or next of kin of a covered service member with a serious injury or illness. 

FMLA leave for a serious health condition of the employee or a family member, or for a covered service member with a 

serious injury or illness, requires medical certification from a health care provider within 15 days of leave application. 

 

 

Medical certification is due to Human Resources (fax 269-387-3441) by _______________________. 
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Type/Duration of FMLA Leave: 

 Full FMLA (no work) Start Date         End Date*         

 

   Return to Work Date         

 

 Intermittent FMLA  Start Date         End Date*         

 

 Reduced Schedule FMLA  Start Date         End Date*         

  

I am requesting the following reduced schedule; I understand this schedule must be approved by my supervisor: 

   

  

  

*Or upon exhaustion of available FMLA hours, whichever occurs first. 

 

Paid/Unpaid Leave Election: 

 I elect to be paid during my FMLA as follows:  

 

Sick Leave  Use SL:   1st   2nd      Exhaust Balance        or   Use       # of hours 

Annual Leave  

(if approved by supervisor) 
Use AL:  1st   2nd      Exhaust Balance        or   Use       # of hours 

Note that after using available sick leave and/or annual leave per your election, any remaining FMLA leave will be unpaid. 

 

—  OR  — 

 

 I elect to be unpaid during my FMLA.  

 

 

If I will not be able to return to work after using all available FMLA leave, it is my responsibility to contact Human Resources prior to 

the exhaustion of FMLA leave to pursue other benefit options. 

 

I understand that I may not use more than the 12 work week entitlement of FMLA leave in any rolling calendar year, with the 

exception of the 26 work week leave entitlement to care for a covered service member with a serious injury or illness. 

 

I understand that failure to return to work for 30 calendar days at the conclusion of my FMLA leave, for reasons other than a serious 

health condition or circumstances beyond my control, may qualify the University to recover premiums paid for health insurance 

coverage on my behalf during my leave. 

 

I hereby authorize my health care provider(s) to provide information as requested by Western Michigan University without liability 

for such release of information.   

 

I understand that this FMLA Application must be returned to Human Resources. 

 

 

                       
Employee Signature     Date 

 

C:   Employee 

       Employee File  


