	 SEQ CHAPTER \h \r 1NOVA SOUTHEASTERN UNIVERSITY

LEAVE REQUEST FORM


	Employee’s Name:
     
	NSU ID:
     
	Dates of Leave Requested:

   /    /      to      /    /     

	Supervisor’s Name:      
	Extension:      
	


	Reason for Leave (check all that apply): SEQ CHAPTER \h \r 1


	 FORMCHECKBOX 

	Birth and care for a newborn child, or placement of a child in my care for adoption or foster care

	 FORMCHECKBOX 

	To care for an immediate family member (employee’s spouse, child or parent) with a serious health condition

	 FORMCHECKBOX 

	My own serious health condition

	
	I am the spouse  FORMCHECKBOX 
, son/daughter  FORMCHECKBOX 
, parent  FORMCHECKBOX 
, or next of kin  FORMCHECKBOX 
 of a covered service member with a serious injury or illness


	Due to qualifying exigency arising from the fact your spouse, son/daughter, or parent (as indicated to the right) is on active duty or called to active duty status in support of a contingency operation as a member of the National Guard or Reserves.
	 FORMCHECKBOX 
  Spouse

 FORMCHECKBOX 
  Son/Daughter

 FORMCHECKBOX 
  Parent

	 FORMCHECKBOX 
 Personal Leave                                   FORMCHECKBOX 
  Administrative Leave                                       FORMCHECKBOX 
  Sabbatical Leave

	 FORMCHECKBOX 
  Other leave type not listed:      


	Type Of Leave Requested For The Purpose Identified Above (check all that apply, if available): SEQ CHAPTER \h \r 1


	 FORMCHECKBOX 
 Accrued paid vacation or paid time off
	 FORMCHECKBOX 
 Accrued paid medical/sick leave
	 FORMCHECKBOX 
 Other:     


To receive paid leave during all or part of a Family Medical Leave, employees must satisfy the paid leave policy requirements administered by Nova Southeastern University.
	Is intermittent leave or reduced work schedule requested?   FORMCHECKBOX 
 YES or  FORMCHECKBOX 
 NO.  If yes, explain why it is needed and the leave schedule proposed:

	     

	     


	Intention To Return To Work When The Leave Ends (select one): SEQ CHAPTER \h \r 1

	 FORMCHECKBOX 

	Employee intends to return to work.
	 FORMCHECKBOX 

	Employee will not be returning to work.


	Authorization, Certification, and Signature SEQ CHAPTER \h \r 1


Who provided information to complete form (if other than employee)?     
Name of person who completed form:   FORMTEXT 

     

Date: /    /     
I certify that the above information is true and correct to the best of my knowledge.  I understand that any misrepresentation concerning the above facts can result in termination of employment.




       

   /    /     
Employee's Signature




Date







