PICKENS COUNTY – APPLICATION FOR LEAVE

Employee Name:






Employee Number


Date:





Department:





Location:








I hereby apply for the following type(s) of leave:

(  Vacation

(  Sick*

(  Bereavement*
(  Family and Medical*

(  Military

(  Jury Duty

(  Other

(  Compensatory

Leave to begin on:
 Date:_____________________________
Hour:____________________

I will return to work on:
 Date:_____________________________
Hour:____________________

Explanation of leave(s) marked with (*): _______________________________________________________________


This will use _____________
_______________
of ___________________________ leave.


                       
Work Days                      Work Hours                                      

 Type

                          and _____________
_______________
of ___________________________leave





Work Days
      Work Hours



Type

FOR FAMILY AND MEDICAL LEAVE (FMLA) OR OTHER LEAVE DETERMINED TO BE CERTIFIED UNDER THE FAMILY AND MEDICAL LEAVE ACT BY PICKENS COUNTY:

a) Pickens County may request documentation to substantiate the FMLA leave or to make a determination if the leave can be certified as FMLA by Pickens County.  The Employee must provide this documentation within fifteen (15) days from the request.

b) If leave is determined to be FMLA certified by Pickens County, the employee will be notified within two (2) working days from the date when leave was requested or from the date it was determined the leave is FMLA certified in cases where certification cannot be made immediately.

c) A leave request based on an employee’s serious health condition or the serious health condition of an employee’s spouse, child, or parent must be accompanied by a verifying medical certification from the physician.

d) I understand that failure to return to work at the end of the period may be treated as a resignation unless an extension has been agreed upon and approved in writing by Pickens County.

I hereby authorize Pickens County contact my physician to verify the reason for my requested leave or for any other information concerning my requested Family and Medical leave.


Employee’s Signature:





Date:





APPROVAL:
Department Head Signature:




Date:






Payroll Verification Signature:




Date:





