LEAVE OF ABSENSE 

REQUEST FORM

NAME: 







OFFICE: 






I REQUEST APPROVAL OF A LEAVE OF ABSENCE STARTING ON 


, 20
, AND I WILL RETURN TO WORK ON 



, 20
.

REASON: 















IT IS UNDERSTOOD THAT SHOULD I REPORT FOR WORK AT THE EXPIRATION OF THIS LEAVE OF ABSENSE, UNLESS A PROPERLY AUTHORIZED EXTENTION HAS BEEN GRANTED, MY EMPLOYEMENT WITH 



WILL BE VOLUTARILY TERMINATED.

I ALSO UNDERSTAND THAT THE LEAVE IS UNCOMPENSTED, EXCEPT FOR THE USE OF ANY PREVIOSLY EARNED PAID TIME OFF; AND THAT EMPLOYEE BENEFITS, WITH THE EXCEPTION OF GROUP HEALTH, WILL NOT ACCRUE DURING THE ABSENCE.

· I AM CURRENTLY ENROLLED IN THE GROUP MEDICAL PLAN AND WISH TO CONTINUE  COVERAGE DUIRING THIS LEAVE OF ABSENCE. MY CONTRIBUTION TO PREMIUM COSTS WILL BE PAID MONTHLY, IN ADVANCE DURING THIS TIME. I UNDERSTAND THAT MY FAILURE TO RETURN TO WORK WILL REQUIRE REPAYMENT OF ANY COMPNAY PAID PREMIUM COSTS.

· I AM CURRENTLY ENROLLED IN THE GROUP MEDICAL PLAN, BUT DO NOT WISH TO CONTINUE COVERAGE DURING THIS LEAVE OF ABSENCE. I UNDERSTAND THAT UPON MY RETURN TO WORK, I WILL BE REQUIRED TO PROVIDE A HEALTH STATEMENT TO APPLY FOR REINSTATMENT INTO THE GROUP PLAN.

· I AM NOT ENROLLED IN THE GROUP MEDIACAL PLAN.

ABSENCES FOR PERSONNEL MEDICAL REASONS WILL REQUIRE A MEDICAL RELEASE STATEMENT OUTLINNING ANY RESTRICTICTIONS OR SPECIAL CONDITIONS OF EMPLOYMENT AND AN APPROVED RETURN TO WORK AUTHORIZATION. EMPLOYEES ARE ASKED TO INDICATE AN ESTIMATED TIME OF ABSENSE AND ARE REQUIRED TO GIVE 







 A TWO-WEEK NOTICE OF INTENT TO RETURN TO WORK.



EMPLOYEE









DATE



APPROVED BY









DATE

SUBMIT COMPLETED FORM TO 







