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Request for Leave of Absence
	Employee Name: 
	Job Title:  


Leave dates:

	Expected first date of leave:
	     
	

	Expected date of return:
	     
	


Type of leave requested:

	 FORMCHECKBOX 
  Medical Leave*
	 FORMCHECKBOX 
  Maternity Leave*        
	 FORMCHECKBOX 
  Personal Leave        
	 FORMCHECKBOX 
  Family Leave*
	 FORMCHECKBOX 
  Military Leave

	Explanation:  
	
	


Please attach a copy of your medical or military orders if applicable
*Medical, Family and Maternity (FMLA) leave are available to employees who have been employed with Concordia University for a minimum of 1 year and have a minimum of 1250 hours of service within the past 12 months.  Eligible employees may use up to 12 weeks of leave for childbirth, adoption, care of seriously ill parent, child, spouse, or their own serious illness.  Any accrued paid time off will run concurrently with FMLA.
*An employee taking leave for their own medical needs and who has met the minimum requirements for medical, family or maternity leave as defined by Liberty Mutual may also be eligible for disability leave.  Employees who meet the eligibility requirements under the FMLA will receive their pay at the regular rate from Concordia University during the evaluation period before disability pay is available for use.
*Employees returning from medical leave must submit a health-care providers’ verification of their fitness to return to work, including any limitations on the employee’s ability to perform the essential duties of the job.

*Leaves of Absence for Personal Reasons: All paid leave time must be used prior to being granted unpaid leave. Unpaid leave may be granted for a maximum period of 12 weeks.
I understand that if I so elect, Concordia University, St. Paul will continue certain benefits during the leave, on the same basis as if I had been actively at work. I understand that in order to continue benefits coverage during my leave, I must make arrangements in advance.  I understand that failure to return to work at the end of an authorized leave may result in liability for premiums paid by the University on my behalf during my Leave of Absence. 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


I am a regular, full-time employee (40 hrs/week):

	     


 IF no, please identify how many hours per week you work: 
**The amount of disability time is reflective of how many hours you work per week, i.e. an individual who works 30 hours per week has 120 hours of family medical leave and an employee who works 40 hours per week has 160 hours of family medical leave available. 

Employee Signature:________________________________________

Date:  ______________

This form MUST be submitted to Human Resources for leave to be considered.
HR Signature:  ____________________________________________

Date: ______________
	For Payroll: (to be compelted by HR or Payroll)
	Notification to:

	Pay Period
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 Employee/Campus

	Days with Pay
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 Payroll


