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APPLICATION FOR  

FAMILY MEDICAL LEAVE OR CHILD-REARING LEAVE 

 

NAME: ____________________________________________________________________________ 

ANTICIPATED LEAVE DATE: ____________________________________________________________ 

ANTICIPATED RETURN DATE: __________________________________________________________ 

REASON FOR ABSENCE: ______________________________________________________________ 

 

TYPE OF LEAVE: 

_______PAID 

 IF PAID: ______NUMBER OF SICK LEAVE DAYS (MAX OF 8 WEEKS FOR MATERNITY LEAVE) 

   ______NUMBER OF PERSONAL LEAVE DAYS 

______UNPAID 

 IF UNPAID: ______NUMBER OF UNPAID DAYS 

 

APPROVAL IS REQUIRED BEFORE TAKING LEAVE 

 

EMPLOYEE SIGNATURE: _____________________________________________  DATE: _____________ 

BUILDING PRINCIPAL APPROVAL: _____________________________________  DATE: _____________ 

SUPERINTENDENT APPROVAL: _______________________________________ DATE: _____________ 

 

PLEASE RETURN THE COMPLETED FORM TO THE SUPERINTENDENT’S OFFICE 


