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Application:  Family Medical Leave/Medical Leave of Absence



An employee must complete the Application for Medical/FMLA Leave form and attach it to the Medical Certification Form and Application for Leave Without Pay (if applicable) when an absence occurs due to an illness of the employee or family member and is leave time is 32 hours or greater. DSU’s medical certification form must be completed and signed by a doctor or health care provider. Please refer to DSU Policies on the web at http://www.deltastate.edu/pages/2457.asp. 
TO BE COMPLETED BY THE EMPLOYEE:
	

	Employee Name:
	
	DSU ID:
	
	

	

	Department Name and Address:
	
	

	

	Family Member’s Name Requiring Employee’s Absence (if other than employee):
	
	

	

	Relationship to Employee:
	
	

	

	Date(s) leave is requested (beginning and ending dates)
	
	

	

	Describe the medical situation requiring your absence from work.

	
	

	
	
	

	

	
	
	
	
	

	
	Employee Signature
	
	Date

	

	Check all that apply:      
	Regular Major Medical   □
	FMLA     □
	WC     □
	Donated    □
	

	

	


	
DATES LEAVE REQUESTED:

	

	Week 1
	
	Week  7
	
	

	Week 2
	
	Week  8
	
	

	Week 3
	
	Week  9
	
	

	Week 4
	
	Week 10
	
	

	Week 5
	
	Week 11
	
	

	Week 6
	
	Week 12
	
	

	

	Paid Leave **   
	From:
	
	To:
	
	

	

	Unpaid Leave
	From:
	
	To:
	
	

	



*If on unpaid leave, employee contributions must be paid at the same time as the contributions would be due if paid by payroll deduction.

**If personal or major medical leave exists, must be used to cover absence during leave. Paid leave used for reasons stated in the Family and Medical Leave Policy will be automatically counted against the 12 weeks of FMLA entitlement.

Certification of Physician or Practitioner must be attached.

	
	
	

	Employee’s Signature
	
	Date

	
	
	

	
	
	

	Department/Division Head
	
	Date

	
	
	


	
	
	

	Vice President
	
	Date
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