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HUMAN RESOURCES DEPARTMENT

City of Burlington ________________________________________

179 South Winooski Avenue, Burlington, VT 05401
Voice (802) 865-7145





Fax (802) 864-1777





 Vermont Relay: call 7-1-1 or 800-253-0191
PARENTAL, MEDICAL OR FAMILY LEAVE (FMLA/PFLA)

REQUEST FORM
Please complete this form to request leave under the City of Burlington's Parental, Medical and Family Care Leave policy.  Leave must normally be requested at least 30 days in advance of a medical leave and at least 6 weeks in advance for a parental leave.  In cases of emergency, please submit this request as soon as possible. When complete, submit the form to your department head for review and signature. Medical certification is required for all FMLA leave requests, which result from your own serious health condition or to care for a family member with a serious health condition.  Certification for leave related to qualifying exigency or to care for a Covered Service Member injured in active duty is also required. 
Name: _____________________________________

Date: __________________




    


Department: ________________________________               
Hire Date: ______________
Title: ______________________________________               
Status:  FT    PT    Temp

I am requesting:    Family/Medical leave        Intermittent Family/Medical leave 

Due to:

    The birth of my child or the placement of my adopted or foster child in my home. 

    A serious health condition for which I need care.

    A serious health condition affecting my   spouse   child    parent, for which I am                     needed to provide care

    Qualifying exigency for a spouse, son, daughter or parent on active duty status in the        National Guard or Reserves.  

    A serious injury or illness sustained in the line of duty or while on active duty of a               Covered Service member in the National Guard or Reserves 

    Other: ____________________________________________________________________________                

Date of Leave: _______________________
     Date of Return: _______________

I request: ____ Accrued sick, vacation and personal time be substituted for unpaid FMLA leave.

    ____ No accrued time to be substituted.

Employee Signature ____________________________________    Date    ____________

Department Head Signature ______________________________    Date   ____________ 
Human Resources Signature ____________________________      Date      ___________

This form contains medical-related information and must be maintained in files separate from employee personnel files, in locked cabinets with only designated persons having access.                     
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