SEDGWICK COUNTY 
FAMILY MEDICAL LEAVE REQUEST FOR LEAVE 

FORM 
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TO BE COMPLETED BY EMPLOYEE









1. Name of Employee:       




4. If spouse is a County employee,









    His/Her Name:       
2. Home Address
:      














5.  Spouse’s Department:      
3. Department:      
6. Reason for requested FML leave

_ FORMCHECKBOX 
_The birth of a child, or placement of a child with you for adoption or foster care.

_ FORMCHECKBOX 
_Your own serious health condition.

_ FORMCHECKBOX 
_You are needed to care for your __ FORMCHECKBOX 
__ spouse; __ FORMCHECKBOX 
___ child; __ FORMCHECKBOX 
__ parent due to his/her serious health condition.

_ FORMCHECKBOX 
_A qualifying exigency arising out of the fact that your __ FORMCHECKBOX 
__spouse; __ FORMCHECKBOX 
__son or daughter; __ FORMCHECKBOX 
__ 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.

_ FORMCHECKBOX 
_You are the __ FORMCHECKBOX 
__spouse; __ FORMCHECKBOX 
__ son or daughter; __ FORMCHECKBOX 
__ parent; __ FORMCHECKBOX 
__next of kin of a covered service member with a serious injury or illness.
7. FML leave begin date:      _____________________________
8. Expected return to work date:      ___________________
Sedgwick County requires an employee seeking FMLA leave to submit the appropriate Certification of Health Care Provider form within 15 calendar days. Employees seeking leave for placement of a child for adoption or foster care must provide proper documentation within 15 calendar days of request.

Employees seeking to return to work must complete the Return to Work Certification form before they are allowed to resume work. If the circumstances of your leave change and you are able to return to work earlier than the date indicated above, you will be required to notify your employer representative at least two workdays prior to the date you intend to report for work.  Please utilize your department’s normal call in procedures and inform your immediate supervisor of your availability for work.

I understand that I may not be permitted to resume my position with Sedgwick County until I provide this completed form.

I hereby agree that while I am on leave, I will continue to pay my share of health insurance premiums, unless I elect to discontinue such coverage. I also agree that if I fail to return to work at the end of the leave period, I will reimburse Sedgwick County for the cost of health benefits provided by Sedgwick County during my leave, unless I fail to return to work because of the continuation, recurrence or onset of a serious health condition or because of other circumstances beyond my control.
I authorize a Sedgwick County representative  to contact my health care provider to authenticate and clarify any information provided on the Certification of Health care Provider form, under the Family Medical Leave Act.

Employee Signature__________________________________________________  Date_________________________
