FREDERICK COMMUNITY COLLEGE

HUMAN RESOURCES DEPARTMENT

APPLICATION FOR FAMILY or MEDICAL LEAVE

Name:   __________________________________   Department:  __________________



           (please print)

Current Address:  _________________________________________________________

Start Date of Anticipated Leave:  _____________________________________________

Expected Date of Return to Work:   ___________________________________________

Reason for Leave (Explain):  ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Note:  An employee requesting leave for the employee’s own serious health condition or 
           the serious health condition of the employee’s spouse, child or parent must submit 
           a verifying medical certification from a physician or other acceptable healthcare 

           provider within 15 days of application for leave.

           I understand that a failure to return to work at the end of my leave period may be 

           treated as a resignation unless an extension has been agreed upon and approved in

           writing by Frederick Community College.

Signature:  _______________________________________  Date:  _________________

APPROVED BY:

________________________________________________  Date:  _________________

Supervisor

________________________________________________  Date:  _________________

Assistant Director of Human Resources
