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1600 Chester Avenue, Bremerton, WA 98337-1699


Tel 360.475.7300 ~ Fax 360.475.7302 ~ www.oc.ctc.edu
Human Resource Services



  
Request for FMLA Leave
1. Employee Information

	Name: Last, First, Middle Initial

     
	Employee I. D. Number

      

	Employee type ( check all that apply)

 FORMCHECKBOX 
  Faculty
 FORMCHECKBOX 
  Admin/Prof 
 FORMCHECKBOX 
  Classified Staff
 FORMCHECKBOX 
 Hourly
 FORMCHECKBOX 
 Part Time Faculty

	Home Department:
     
	Dept. Contact Name:
      
	Dept. Telephone:
      
	Mail Stop:
     


2. Leave Reason

	 FORMCHECKBOX 
 Parental
 FORMCHECKBOX 
 Serious Health Condition of Employee
 FORMCHECKBOX 
 Serious Health Condition of Family Member

	 FORMCHECKBOX 
  Check if Employee has requested FMLA leave within the last 12 months

	 FORMCHECKBOX 
  Check if this is a request for extension of FMLA leave

	 FORMCHECKBOX 
  Check if the Employee’s spouse works for Olympic College

	 FORMCHECKBOX 
  Check if this Employee has applied for or is receiving shared leave


3. Leave Type

	Indicate the type of leave to be used for FMLA leave: (check all that apply and fill in accompanying dates)

	 FORMCHECKBOX 
  Sick Leave
	Sick Leave dates:


	 FORMCHECKBOX 
  Annual Leave
	Annual Leave dates:

	 FORMCHECKBOX 
  Leave without pay
	LWOP dates:

	 FORMCHECKBOX 
  Personal Holiday
	Personal Holiday date:

	 FORMCHECKBOX 
  Compensatory time
	Compensatory Time dates:      
Note: Compensatory time will not be counted against the FMLA entitlement


4. Premium Re-Payment

	If Employee is requesting LWO, indicate how you would like to pay your share of your benefit premiums:  

	 FORMCHECKBOX 
  Pay by check twice/month on same dates as paychecks are issued – sent to Payroll and Benefits 

	 FORMCHECKBOX 
  Pay by check at some other time during the month      - sent to Payroll and Benefits 

	 FORMCHECKBOX 
  Agree to reimburse Olympic College for payment of all premiums upon my return to work – pay by check to Payroll and Benefits by:       FORMCHECKBOX 
 Lump sum 
  
Monthly installments over:   FORMCHECKBOX 
 2 months  FORMCHECKBOX 
  3 months   FORMCHECKBOX 
  4 months  FORMCHECKBOX 
  5 months  FORMCHECKBOX 
 6 months

	 FORMCHECKBOX 
  Agree to have reimbursement amount withheld from future paychecks upon my return to work by:
 FORMCHECKBOX 
  Lump sum in first month 
          
Monthly installments over :   FORMCHECKBOX 
 2 months     FORMCHECKBOX 
 3 months     FORMCHECKBOX 
 4 months 
 FORMCHECKBOX 
 5 months      FORMCHECKBOX 
  6 months


5. Signature and approval

	EMPLOYEE SIGNATURE


	DATE

	Employing Official Name


	Employing Official Signature
	Date
	Leave

Approved

 FORMCHECKBOX 

	Leave Not

Approved

 FORMCHECKBOX 


	Supervisor Name


	Supervisor Signature
	Date
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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