[image: image1.png]CITY/BOROUGH OF JUNEAU
ﬁ ALASKAS CAPITAL CITY




	Section 1 – To be completed by Employee

	Name:  
	Department & Division:  

	I understand that leave must be requested and approved in advance, when foreseeable.  I understand that I must 

provide sufficient information so the proper type of leave can be determined.  I understand that I am responsible for
keeping my supervisor informed of any change in this request.  If you have questions regarding whether or not 

your leave qualifies as Family Medical Leave, please contact Human Resources-Risk Management at 586-5250.

	Type of Leave Requested:

1.    FORMCHECKBOX 
  Vacation/Personal
2.    FORMCHECKBOX 
  Illness/Injury/Medical (please mark one below)*:
            FORMCHECKBOX 
 Own illness (not work related)   FORMCHECKBOX 
 Work-incurred injury**   FORMCHECKBOX 
 Care for ill parent/spouse/child

            FORMCHECKBOX 
 Care for newborn/adopted/foster child   FORMCHECKBOX 
 Military qualifying exigency   FORMCHECKBOX 
  Care for injured service member

3.    FORMCHECKBOX 
  Leave without Pay (Complete Section 4 on back)
4.    FORMCHECKBOX 
  Death of Immediate Family Member (relationship:      )
5.    FORMCHECKBOX 
  Court (attach subpoena or court clerk’s statement of attendance) 

6.    FORMCHECKBOX 
  Military (attach military orders or other authorized notice)  FORMCHECKBOX 
  Training Duty  or    FORMCHECKBOX 
  Active Duty

7.    FORMCHECKBOX 
  Emergency Services (attach relevant documentation)
8.    FORMCHECKBOX 
  Union Association/Business (Union:      )
9.    FORMCHECKBOX 
  Furlough (if more than 2 days, must have enough accrued leave to cover the period requested)
10.  FORMCHECKBOX 
  Other (provide explanation):  
*Only for absences related to illness, injury, medical conditions or military leave that may qualify for FMLA.  Additional paperwork may be required.  Complete Section 3 on back.
**Important!  Work Comp injury paperwork must be submitted within 3 business days of injury!

	If requesting an Intermittent or Reduced Work Schedule please provide work schedule needs here:
     


	Leave to Begin:
	
Month:
	     
Day:
	     
Year:
	     
Time:

	Leave to End:
	     
Month:
	     
Day:
	     
Year:
	     
Time:

	Total Hours
	     

	Compensatory Time Taken
	     

	Employee Signature:
	Date:      

	Section 2 – To be completed by Supervisor (or designee)

	Type of Leave (can check more than one)

	 FORMCHECKBOX 
 Scheduled 
	 FORMCHECKBOX 
 Family/Medical
	 FORMCHECKBOX 
 Court
	 FORMCHECKBOX 
 Emergency Service
	 FORMCHECKBOX 
 Furlough

	 FORMCHECKBOX 
 Unscheduled
	 FORMCHECKBOX 
 Military – paid 
	 FORMCHECKBOX 
 Administrative
	 FORMCHECKBOX 
 Association/Business
	

	 FORMCHECKBOX 
 Banked Medical
	 FORMCHECKBOX 
 Military – unpaid
	 FORMCHECKBOX 
 LWOP
	 FORMCHECKBOX 
 Other – Specify: 

	Approved By:
	Date:        


Any medical information is confidential and must be kept in separate files with limited access.
	Section 3 – Employee request this information from Payroll for FMLA events only

	Hours Available as of Leave Request Date
	Pay Status During Leave of Absence

	     

	Personal Leave

	     

	Banked Medical Leave

	     
	Comp Time Bank




	Section 4 – Employee and Risk Management complete for LWOP events only

	Employee Health/Life Insurance Co-pay
 FORMCHECKBOX 

Use my leave bank to cover the cost of my insurance while on leave without pay.

 FORMCHECKBOX 

I will send Human Resources – Risk Management a personal check for the cost of my insurance while on leave with out pay.

 FORMCHECKBOX 

Set up a payroll deduction plan when I return from leave.  (Normally not to exceed 4 pay periods).
 FORMCHECKBOX 

I am declining health/life insurance benefits pursuant to Administrative Policy 05-06.  The Leave Without Pay must be for a period longer than 30 days.  I understand that I can waive my rights to benefits if I have met the criteria in this policy.  Upon return to work, I understand I have 3 days to reinstate my benefits.  Failure to do so will result in the continued loss of benefits until the next open enrollment period.


	Bi-Weekly Premium Amounts

Health Insurance

$     
Life Insurance

$     






Leave Request Form








Original – Department retain with timesheet

Photocopy – Employee 

Original:  2/10/09; Revised: 5/11/09; 5/20/09

