SALISBURWNIVERSITY
STATEOFMARYLAND

REQUESTORFAMILY AND MEDICALLEAVE

EMPLOYERFORMATIOKTIobe completedby the employee— Pleaseprint)

1.Name: 2. Employee ID:

3. Job Title: 4. Department:

5. Reason forequestingleave:

a. Birth of achildor placementof a child withyoufor adoptionor foster care;

b. Yourown serioushealthcondition;

C. Tocarefor your child, spouse pr parentwith a serioushealthcondition;

d Qualifyingexigencyarisingout of the factthat your spouse sonor daughter;or parentison covered
activeduty or callto coveredactiveduty in supportof a contingencyoperation;

e. Youare the spouse sonor daughter;parent, or nextof kin of a coveredservicememberwith a serious
injury or illness.

6. Caring for a Family Member/Next of Kin:
a. If 5¢,5d, or 5eischeckedplease indicate: Child Parent Spouse Nextof Kin

b. Nameof FamilyMember/Next of Kin;

7. EffectiveDate ofLeaveRequest: 8. Dateof anticipatedreturn to work:

9. Areyourequestingleave on anintermittent or reducedwork schedule? Yes* No
* If yes,on aseparate sheegivea scheduleof whenyouanticipateyouwill be unavailablefor work, if known.

EMPLOYEERAGREEMENT

| herebyagreethat while | amon leave,l will continueto paymy shareof




	SALISBURY UNIVERSITY STATE OF MARYLAND
	Employee Signature: Date:

	5. Reason for requesting leave:

