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	I understand that the Certification of Health Care Provider form should be returned to Human Resources    within 15 days.  If I am not able to return the form within the allowed time frame, I will contact Human  Resources for assistance.

	Employee Name: 
	Department: 
	Employee ID: 
	Initial Application: Off
	Requested start date: 
	Anticipated end date: 
	Requested dates of Rolling andor intermittent Leave OR reduced work schedule hours: 
	HOURSRow1: 
	DAYSRow1: 
	Date Begins mmddyyAccrued Sick leave: 
	Date Ends mmddyyAccrued Sick leave: 
	HOURSRow2: 
	DAYSRow2: 
	Date Begins mmddyyAccrued Vacation leave: 
	Date Ends mmddyyAccrued Vacation leave: 
	HOURSRow3: 
	DAYSRow3: 
	Date Begins mmddyyAccrued Personal leave: 
	Date Ends mmddyyAccrued Personal leave: 
	Date: 
	Print Name: 
	Date_2: 
	DOB or Adoption: 
	certification form Needed: Off
	continuation of benes Needed: Off
	HOME PHONE: 
	CELL PHONE: 
	OTHER: 
	OWN ILLNESS: Off
	FAMILY ILLNESS: Off
	PREGNANCY: Off
	CARE FOR NEWBORN/ADOPTEE: Off
	OTHER OPTION: Off
	city ins no: Off
	on other leave yes: Off
	on other leave no: Off
	Home address: 
	job Title: 
	personal email address: 
	Date 2: 


