CITY OF GAINESVILLE LEAVE REQUEST FORM (LRF)



 Calendar |  RTE |  Spreadsheet |  PPER|  FPER

PART I - EMPLOYEE INFORMATION
Name: _________________________________________
Employee ID: __________________
Date Completed: ____________________

Absent From (Date/Time):_________________________Through (Date/Time):_________________________ Department: ___________________
PART II - ABSENCE CODES
	​​Hours  (Paid Time Off Leave System)
        Paid Time Off Scheduled (PTOS)

        Paid Time Off Scheduled FMLA (PTOF) 

        Paid Time Off Unscheduled (PTOU)

        Paid Time Off Unscheduled FMLA (PTOUF)
        Critical Leave Employee (PCLBE) 

        Critical Leave Family (PCLBF)
        Critical Leave FMLA (PCLFM)
Special Assignment (20)       hours  at  $      Up to 2 (two) Pay Periods; If More, then ESMT  
      TOTAL LEAVE HOURS

	Hours
          Administrative Leave (32)
          Bereavement Leave (19)
          Business Training (21) 

          Injury Leave (18)
          Injury Leave FMLA (18F)
          Jury Duty (16) 

          Leave without Pay (69)
          Leave without Pay FMLA (69F)  

          Military Leave (17, 17A or 17S)       
          Optional Holiday (26) 

          Union Business (22) 
          Union Pool (24)
          Other (explain):      
FMLA (Must complete Part III below)

	Hours   (Designated Leave System)
        Sick Leave (11) 

        Sick Leave Family (11FAM)

        Sick FMLA (11F) 
        Sick FMLA Work Comp (11FWC) 

        Sick Work Comp (11WC) 

        Vacation (10) 

        Vacation FMLA (10F) 

        Vacation in lieu of Sick (if eligible) (09)

        Vacation in lieu of Sick FMLA (09F)
        Vacation in lieu of Sick FMLA Work Comp (09FWC)
        Vacation in lieu of Sick Work Comp (09WC)



IS THIS LEAVE FOR A HEALTH RELATED ISSUE?  IF YES, COMPLETE PARTS III and IV.  IF NO, PROCEED TO PART IV.
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      PART III – FAMILY AND MEDICAL LEAVE 
	FMLA Relationship Table (Check one): 

   FORMCHECKBOX 
 Employee –Work Requirements/Restrictions form must be completed by Supervisor as part of certification.         
   FORMCHECKBOX 
 Spouse     FORMCHECKBOX 
 Child under 18    FORMCHECKBOX 
 Child over 18 incapable of self care  FORMCHECKBOX 
 Parent   FORMCHECKBOX 
 Next of Kin (Military FMLA Leave Only)
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No        Is this absence related to pregnancy?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No        Is this absence related to the birth, placement or adoption of a child with the employee?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No       Has the person with the health issue been admitted to the hospital overnight?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No       Has the person with the health issue been or is expected to be sick (not absent from work) 3 days in a row and EITHER

1) been seen by a health care provider at least once and received prescription medication?  OR
2) been seen by a health care provider more than once without receiving a prescription within 30 days?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      Is this absence for a pending or previously certified intermittent FMLA leave approved by Employee Health Services (EHS)?)
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      Is this absence due to a qualifying exigency arising out of a family member who is on active duty or called to active duty in support of a contingency operation as a member of the National Guard or Reserve?
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No       Is this absence for a covered service member with a serious injury or illness?

If the answer to ALL is NO, this leave will NOT be designated as FMLA.  If the answer to ANY is YES, complete the FMLA Alert, if applicable, and designate this leave as FMLA pending EHS determination.  
FMLA Eligibility Determination (to be completed by Timekeeper):

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No 
Has the employee worked for the City for at least 12 months (need not be consecutive) AND during the last 12 months has the employee worked 1250 hours (actual hours worked excluding holiday and leave hours)?  

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
Does the employee have any FMLA entitlement (12 weeks in the calendar year) remaining? 
If the answer to either eligibility question is NO, then employee is not eligible for FMLA Leave. (Return Copy of LRF to Employee)
If the answer to both eligibility questions is YES, the employee is eligible for FMLA Leave.       (Return Copy of LRF to Employee)


PART IV – SIGNATURES AND APPROVAL
· I understand it is my responsibility to return to work on the designated day.  Failure to return to work at the end of the leave or to comply with certification requirement may result in the denial of leave or termination.  

· I understand that if I am on unpaid leave, I must pay my portion of the medical insurance premium and I should contact Risk Management for details. 
· I understand that if my absence was for three (3) or more consecutive work days and was the result of my own or family member’s illness or accident that I must report to EHS prior to returning to work.
Employee Signature 
Date: ________________
 FORMCHECKBOX 
  Approved                                                  FORMCHECKBOX 
 Denied

Supervisor Signature 
Date: ________________
Manager Signature 
Date: ________________
Revised 1/9/08, 6/11/08, 3/20/09; 1/26/2010, 10/7/10, 10/19/10, 10/29/10, 2/21/11, 2/22/12

Revised by: T. Dorsey


