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APPLICATION FOR DISABILITY DUE TO PREGNANCY

NAME   _____________________________________
DATE
   ______________________

SCHOOL   ___________________________________

SUBJECT OR GRADE   ________________________

DATES OF LEAVE (DISABILITY DUE TO PREGNANCY)

INDICATE APPROXIMATE OR EXACT DATES THAT YOU PLAN TO BE ON LEAVE FROM YOUR PRESENT POSITION.

APPROXIMATE DATE OF DEPARTURE ____________* EXACT DATE OF DEPARTURE     __________

APPROXIMATE DATE OF RETURN
    ____________
* EXACT DATE OF RETURN
        __________


*NOTIFY OFFICE OF HUMAN RESOURCES AS SOON AS POSSIBLE WHEN A DECISION IS MADE OF YOUR EXACT DATE OF DEPARTURE SO THAT A SUITABLE REPLACEMENT CAN BE ASSIGNED TO YOUR POSITION.

REQUEST FOR LEAVE (Check all that are applicable):
A.  _____Sick Leave

B.  _____ Personal Leave

C. _____ Annual Leave

D. _____Extended Leave (if applicable, extended leave form along with documentation must be submitted)

E.  ____ FMLA (if applicable, FMLA forms must be submitted)

F. _____Leave without Pay (if applicable Leave without pay forms must be submitted)

****Human Resources highly recommend that you make an appointment to discuss your leave options.









____________________________________









SIGNATURE OF EMPLOYEE









____________________________________









EMPLOYEE NUMBER                                            







An Equal Opportunity Employer


