Appendix O
REQUEST FOR COMPASSIONATE CARE LEAVE FORM
Please note that Leave will not be approved until an appropriate Medical Certificate has been provided.

Employee Name: _____________________________    Position:  _______________________________
Name and relationship of Family Member Requiring Care: ____________________________________________________________________________________
____________________________________________________________________________________

Is a Medical Attached:                     		                      __________YES        ____________NO
Is a Compassionate Care Benefits Attestation Form Attached?  __________YES       ____________NO
DATES OF LEAVE
Do you plan to take your leave in consecutive weeks?                 _______YES       ____________NO
If no, show below how the leave will be divide:
	
	(MM/DD/YYYY)
	
	(MM/DD/YYYY)

	Start of Leave
	

	Interim Return to Work
	

	Resumption of Leave
	

	Interim Return to Work
	

	Resumption of Leave
	

	Interim Return to Work
	

	Resumption of Leave
	

	Interim Return to Work
	

	Resumption of Leave
	

	Interim Return to Work
	

	Resumption of Leave
	

	Final Return to Work
	



Employee Additional Comments is necessary:



Employee’s Signature: ______________________________________    Date: _____________________

Supervisor’s Approval: _____________________________________     Date: _____________________
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