BUNTING BEARINGS CORP

REQUEST FOR FAMILY AND MEDICAL LEAVE


___ Salaried Exempt
___ Salaried Non-Exempt   ___ Hourly    Location  ____________________

Employee Name ________________________________ 
Department ______________________

Address _______________________________________________ Phone No. ________________

Date of Hire ________________________
  Social Security Number _______________________

Reason for Request (check appropriate boxes):

· Birth of Child

· Adoption/Foster Care

· Serious Health Condition for

(  Employee  ( Spouse   ( Child   (  Parent

Current Regular Work Schedule: _____________________________

Dates of Requested Leave:
From ______________________ To ____________________


( Continuous Leave

( Intermittent or Reduced Schedule Leave 

Proposed Intermittent or Reduced Schedule: ______________________________________

__________________________________________________________________________

Date of Expected Return to Regular Schedule  ________________________     

Note: Leave for serious health condition requires certification from health care provider (US Dept of Labor Form WH-380
) containing the following information:

· Date condition began; probable duration; appropriate medical facts within the provider’s knowledge

· Statement that employee is unable to perform job or is needed to care for child, spouse or parent, as appropriate, and

· If intermittent leave is needed, date and duration of treatment.

Employee Signature _____________________________________ Date ________________

Immediate Supervisor’s Signature __________________________
 Date ________________

Approval:

Human Resource Representative ______________________________ Date ________________

Note:

� Form WH – 380 can be obtained from the Human Resource Department





