
Medical Leave Request Form: Non-Certified 
All medical leave request should be made at least 30 days prior to the date leave is set to begin (if possible).  Any medical leave 
approved will require the use of all applicable paid leave time available to the employee. 

Name   __________________________________________            Phone ____________________________ 

Job Title/Position ______________________________________     Hire Date _________________________ 

Location/School _______________________________________     Employee ID#______________________ 

Date of Request _______________________________       Supervisor/Principal ________________________ 

Estimated Leave Start Date _______/______ /_______   Estimated Return to Work Date ______/______/______ 

CHECK 
ONE 

Reason for Absence Documentation 
Necessary 

Completed by HR 
Specialist 

Approved          Denied
Family Medical Leave (FMLA) 
Employees who have been with district for at least 12 months, and have worked 1,250 
hours in immediate preceding 12 months from date of leave. Limited to medical leave 
for employee’s illness or illness within the employee’s family as defined by the Family 
Medical Leave Act. FMLA runs concurrently with other leaves. Maximum length is 12 
work weeks. 
Leave Type:  □ Continuous □ Intermittent 
Qualifying Event: □Self–Serious Health Condition □Birth/Bonding 
□Placement-Adoption/Foster Care □Care for a Family Member

Medical certification 
completed by your treating 
physician – form is 
provided by the HR 
Specialist to the employee 
when eligibility is 
determined. 

Temporary Disability Leave (TDL) 
Non-certified employees who are not eligible for FMLA, or who have exhausted FMLA 
and not medically able to return to work. TDL can only be used for the employee’s own 
serious health condition or birth of a child. Maximum length of TDL is up to 96 calendar 
days for non-certified employees and must be used continuously. TDL runs concurrently 
with other leaves. 
Qualifying Event: □Self–Serious Health Condition □Birth 

Medical certification 
completed by your treating 
physician – form is 
provided by the HR 
Specialist to the employee 
when eligibility is 
determined. 

I understand that the leave I am requesting is an unpaid leave except where use of sick leave, personal days, vacation days, compensatory time, worker’s compensation, or 
paid assault leave are required.  Any days taken where leave is unavailable are taken without pay.  I understand that the District requires use of all accumulated state sick 
leave, local sick leave, state personal leave, vacation and compensatory time during leave.  I understand that the leave begins on the date specified and shall run 
concurrently with FMLA and Temporary Disability Leave (TDL) as it applies.  
I understand that while I am on FMLA, the District will continue to pay its contribution toward my medical insurance premium for a maximum of twelve weeks as covered 
under the Family Medical Leave Act, and I am responsible for continued payment of my portion of the medical premium.  I understand that while I am on TDL, the District 
will not continue to pay its contribution toward my medical insurance premium.  
I understand that I will not be permitted to resume my position with the District until I provide a doctor’s medical release, specifying the date that I am released to return 
to work with or without reasonable accommodations.  I understand that if I do not return to work after I have exhausted my 12 weeks of leave under FMLA and/or 
Temporary Disability Leave, I may have to resign.  I have read and understand District Policy DEC (LOCAL).  I attest that the above information is true and correct.  I have 
read and understand the terms and conditions of my leave.

Employee Signature___________________________________    Date___________________________ 

The completed form may be faxed (682-867-4651) or scanned & emailed (hrleaves@aisd.net) to the AISD HR Benefits Department 

Employees out for their own medical condition will not be permitted to resume work with the District until a medical release has been received by the HR Benefits 
Department. If you are out to care for a spouse/parent/child, you must notify the HR Benefits Department and your supervisor of your return date prior to your return. 

I acknowledge receiving this notification that the above employee is requesting to take a medical leave of absence under FMLA or 
Temporary Disability and understand that the request is subject to the approval of the HR Benefits Department. 
Principal/Supervisor Signature ____________________________________    Date ________________

Revised 1/10/18

mailto:pwhitesi@aisd.net


     
                 

  

     

       
    

   
       

      
    

     

   

   
     

   
     

 

    
   

    
    

 
   

 
      

 
     

  
      

   
     

  
      

  

  

     

   

  
     

  
          

 
 

Certification of Health Care Provider for U.S. Department of Labor 
Family Member’s Serious Health Condition Wage Hour Division 
under the Family and Medical Leave Act 

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. OMB Control Number: 1235-0003 
RETURN TO THE PATIENT. Expires: 6/30/2023 

The Family and Medical Leave Act (FMLA) provides that an employer may require an employee seeking FMLA leave to care for a 
family member with a serious health condition to submit a medical certification issued by the family member’s health care provider. 29 
U.S.C. §§ 2613, 2614(c)(3); 29 C.F.R. § 825.305. The employer must give the employee at least 15 calendar days to provide the 
certification. If the employee fails to provide complete and sufficient medical certification, his or her FMLA leave request may be 
denied. 29 C.F.R. § 825.313. Information about the FMLA may be found on the WHD website at www.dol.gov/agencies/whd/fmla. 

SECTION I - EMPLOYER 

Either the employee or the employer may complete Section I. While use of this form is optional, this form asks the health care provider 
for the information necessary for a complete and sufficient medical certification, which is set out at 29 C.F.R. § 825.306. You may not 
ask the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. 
Additionally, you may not request a certification for FMLA leave to bond with a healthy newborn child or a child placed for adoption 
or foster care. 

Employers must generally maintain records and documents relating to medical information, medical certifications, recertifications, or 
medical histories of employees or employees’ family members created for FMLA purposes as confidential medical records in separate 
files/records from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act 
applies, and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies. 

(1) Employee name: _____________________________________________________________________________________ 
First Middle Last 

(2) Employer name:  ____________________________________________________   Date: _________________ (mm/dd/yyyy) 
(List date certification requested) 

(3) The medical certification must be returned by _____________________________________________________ (mm/dd/yyyy) 
(Must allow at least 15 calendar days from the date requested, unless it is not feasible despite the employee’s diligent, good faith efforts.) 

SECTION II - EMPLOYEE 
Please complete and sign Section II before providing this form to your family member or your family member’s health care provider. 
The FMLA allows an employer to require that you submit a timely, complete, and sufficient medical certification to support a request 
for FMLA leave due to the serious health condition of your family member.  If requested by your employer, your response is required 
to obtain or retain the benefit of the FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). You are responsible for making sure the 
medical certification is provided to your employer within the time frame requested, which must be at least 15 calendar days. 29 
C.F.R. §§ 825.305-825.306. Failure to provide a complete and sufficient medical certification may result in a denial of your FMLA 
leave request. 29 C.F.R. § 825.313. 

(1) Name of the family member for whom you will provide care: _________________________________________________ 

(2) Select the relationship of the family member to you. The family member is your: 
 Spouse  Parent  Child, under age 18 
 Child, age 18 or older and incapable of self-care because of a mental or physical disability 

Spouse means a husband or wife as defined or recognized in the state where the individual was married, including in a 
common law marriage or same-sex marriage. The terms “child” and “parent” include in loco parentis relationships in which 
a person assumes the obligations of a parent to a child. An employee may take FMLA leave to care for an individual who 
assumed the obligations of a parent to the employee when the employee was a child. An employee may also take FMLA 
leave to care for a child for whom the employee has assumed the obligations of a parent. No legal or biological relationship 
is necessary. 
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___________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Employee Name: ____________________________________________________________________________________________ 

(3) Briefly describe the care you will provide to your family member: (Check all that apply) 
 Assistance with basic medical, hygienic, nutritional, or safety needs  Transportation 
 Physical Care  Psychological Comfort  Other:  _______________________________________ 

(4) Give your best estimate of the amount of leave needed to provide the care described: ______________________________ 

(5) If a reduced work schedule is necessary to provide the care described, give your best estimate of the reduced schedule 
you are able to work. From __________________ (mm/dd/yyyy) to ____________________ (mm/dd/yyyy), I am able to work 
__________________ (hours per day) __________________ (days per week). 

Employee 
Signature ___________________________________________________________ Date __________________ (mm/dd/yyyy) 

SECTION III - HEALTH CARE PROVIDER 
Please provide your contact information, complete all relevant parts of this Section, and sign the form below. A family member of your 
patient has requested leave under the FMLA to care for your patient. The FMLA allows an employer to require that the employee submit 
a timely, complete, and sufficient medical certification to support a request for FMLA leave to care for a family member with a serious 
health condition. For FMLA purposes, a “serious health condition” means an illness, injury, impairment, or physical or mental condition 
that involves inpatient care or continuing treatment by a health care provider. For more information about the definitions of a serious 
health condition under the FMLA, see the chart at the end of the form. 

You also may, but are not required to, provide other appropriate medical facts including symptoms, diagnosis, or any regimen of 
continuing treatment such as the use of specialized equipment. Please note that some state or local laws may not allow disclosure of 
private medical information about the patient’s serious health condition, such as providing the diagnosis and/or course of treatment. 

Health Care Provider’s name: (Print) _________________________________________________________________________ 

Health Care Provider’s business address: _____________________________________________________________________ 

Type of practice / Medical specialty:  ________________________________________________________________________ 

Telephone: (_____) ________________ Fax: (____) ______________ E-mail: _______________________________________ 

PART A:  Medical Information 

Limit your response to the medical condition for which the employee is seeking FMLA leave.  Your answers should be your 
best estimate based upon your medical knowledge, experience, and examination of the patient. After completing Part A, complete 
Part B to provide information about the amount of leave needed. Note: For FMLA purposes, “incapacity” means the inability to 
work, attend school, or perform regular daily activities due to the condition, treatment of the condition, or recovery from the condition. 
Do not provide information about genetic tests, as defined in 29 C.F.R. § 1635.3(f), genetic services, as defined in 29 C.F.R. § 1635.3(e), 
or the manifestation of disease or disorder in the employee’s family members, 29 C.F.R. § 1635.3(b). 

(1) Patient’s Name: ______________________________________________________________________________________ 

(2) State the approximate date the condition started or will start: _______________________________________ (mm/dd/yyyy) 

(3) Provide your best estimate of how long the condition lasted or will last: _________________________________________ 

(4) For FMLA to apply, care of the patient must be medically necessary.  Briefly describe the type of care needed by the patient 
(e.g., assistance with basic medical, hygienic, nutritional, safety, transportation needs, physical care, or psychological comfort). 
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________________________________________________________________________________________ 

______________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Employee Name: ____________________________________________________________________________________________ 

(5) Check the box(es) for the questions below, as applicable. For all box(es) checked, the amount of leave needed must be 
provided in Part B. 
 Inpatient Care: The patient ( has been /  is expected to be) admitted for an overnight stay in a hospital, 

hospice, or residential medical care facility on the following date(s): ______________________________ 

 Incapacity plus Treatment: (e.g. outpatient surgery, strep throat) 
Due to the condition, the patient ( has been /  is expected to be) incapacitated for more than three 
consecutive, full calendar days from ______________ (mm/dd/yyyy) to _____________ (mm/dd/yyyy). 

The patient ( was /  will be) seen on the following date(s): _____________________________________ 

The condition ( has /  has not) also resulted in a course of continuing treatment under the supervision of a 
health care provider (e.g. prescription medication (other than over-the-counter) or therapy requiring special equipment) 

 Pregnancy: The condition is pregnancy.  List the expected delivery date: _______________ (mm/dd/yyyy). 

 Chronic Conditions: (e.g. asthma, migraine headaches) Due to the condition, it is medically necessary for the patient 
to have treatment visits at least twice per year. 

 Permanent or Long Term Conditions: (e.g. Alzheimer’s, terminal stages of cancer) Due to the condition, incapacity 
is permanent or long term and requires the continuing supervision of a health care provider (even if active 
treatment is not being provided). 

 Conditions requiring Multiple Treatments: (e.g. chemotherapy treatments, restorative surgery) Due to the condition, 
it is medically necessary for the patient to receive multiple treatments. 

 None of the above: If none of the above condition(s) were checked, (i.e., inpatient care, pregnancy) 
no additional information is needed. Go to page 4 to sign and date the form. 

(6) If needed, briefly describe other appropriate medical facts related to the condition(s) for which the employee seeks 
FMLA leave. (e.g., use of nebulizer, dialysis) ______________________________________________________________ 

PART B: Amount of Leave Needed 
For the medical condition(s) checked in Part A, complete all that apply. Several questions seek a response as to the frequency or duration 
of a condition, treatment, etc. Your answer should be your best estimate based upon your medical knowledge, experience, and 
examination of the patient. Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to 
determine if the benefits and protections of the FMLA apply. 

(7) Due to the condition, the patient ( had /  will have) planned medical treatment(s) (scheduled medical visits) (e.g. 
psychotherapy, prenatal appointments) on the following date(s): ______________________________________________ 

(8) Due to the condition, the patient ( was /  will be) referred to other health care provider(s) for evaluation or 
treatment(s). 

State the nature of such treatments: (e.g. cardiologist, physical therapy) _________________________________________ 
Provide your best estimate of the beginning date _____________________ (mm/dd/yyyy) and end date ____________________ 
(mm/dd/yyyy) for the treatment(s). 

Provide your best estimate of the duration of the treatment(s), including any period(s) of recovery 
____________________________________________________________________________________ (e.g. 3 days/week) 
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Employee Name: ____________________________________________________________________________________________

 (9) Due to the condition, the patient ( was /  will be) incapacitated for a continuous period of time, including any time 
for treatment(s) and/or recovery. 

Provide your best estimate of the beginning date: ___________________ (mm/dd/yyyy) and end date _______________ 
(mm/dd/yyyy) for the period of incapacity. 

(10) Due to the condition it, ( was /  is /  will be) medically necessary for the employee to be absent from work to 
provide care for the patient on an intermittent basis (periodically), including for any episodes of incapacity i.e., episodic 
flare-ups. Provide your best estimate of how often (frequency) and how long (duration) the episodes of incapacity 
will likely last. 

Over the next 6 months, episodes of incapacity are estimated to occur _______________________________ times per 
( day /  week /  month) and are likely to last approximately ___________________ ( hours /  days) per 
episode. 

Signature of 
Health Care Provider ________________________________________________ Date __________________ (mm/dd/yyyy) 

Definitions of a Serious Health Condition (See 29 C.F.R. §§ 825.113-.115) 
Inpatient Care 

• An overnight stay in a hospital, hospice, or residential medical care facility. 
• Inpatient care includes any period of incapacity or any subsequent treatment in connection with the overnight stay. 

Continuing Treatment by a Health Care Provider (any one or more of the following) 
Incapacity Plus Treatment: A period of incapacity of more than three consecutive, full calendar days, and any subsequent treatment 
or period of incapacity relating to the same condition, that also involves either: 

o Two or more in-person visits to a health care provider for treatment within 30 days of the first day of incapacity unless 
extenuating circumstances exist. The first visit must be within seven days of the first day of incapacity; or, 

o At least one in-person visit to a health care provider for treatment within seven days of the first day of incapacity, which 
results in a regimen of continuing treatment under the supervision of the health care provider. For example, the health 
provider might prescribe a course of prescription medication or therapy requiring special equipment. 

Pregnancy: Any period of incapacity due to pregnancy or for prenatal care. 

Chronic Conditions: Any period of incapacity due to or treatment for a chronic serious health condition, such as diabetes, asthma, 
migraine headaches. A chronic serious health condition is one which requires visits to a health care provider (or nurse supervised by 
the provider) at least twice a year and recurs over an extended period of time. A chronic condition may cause episodic rather than a 
continuing period of incapacity. 

Permanent or Long-term Conditions: A period of incapacity which is permanent or long-term due to a condition for which 
treatment may not be effective, but which requires the continuing supervision of a health care provider, such as Alzheimer’s disease 
or the terminal stages of cancer. 

Conditions Requiring Multiple Treatments: Restorative surgery after an accident or other injury; or, a condition that would likely 
result in a period of incapacity of more than three consecutive, full calendar days if the patient did not receive the treatment. 

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT 
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 
29 C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB control number. 
The Department of Labor estimates that it will take an average of 15 minutes for respondents to complete this collection of information, including the 
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection 
of information. If you have any comments regarding this burden estimate or any other aspect of this collection information, including suggestions for 
reducing this burden, send them to the Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Avenue, 
N.W., Washington, D.C. 20210. 

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR. RETURN TO THE PATIENT. 
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Arlington ISD  
220901  
  
COMPENSATION AND BENEFITS DEC 
LEAVES AND ABSENCES (LOCAL)  

DATE ISSUED: 10/17/2013    1 of 6 
LDU 2013.05  
DEC(LOCAL)-X   

The term “immediate family” is defined as: 

1. Spouse. 

2. Son or daughter, including a biological, adopted, or foster 
child, a son- or daughter-in-law, a stepchild, a legal ward, or a 
child for whom the employee stands in loco parentis. 

3. Parent, stepparent, parent-in-law, or other individual who 
stands in loco parentis to the employee. 

4. Sibling, stepsibling, and sibling-in-law. 

5. Grandparent and grandchild. 

6. Any person residing in the employee’s household at the time 

of illness or death. 

For purposes of the Family and Medical Leave Act (FMLA), the 
definitions of spouse, parent, son or daughter, and next of kin are 
found in DECA(LEGAL). 

The term “family emergency” shall be limited to disasters and life-
threatening situations involving the employee or a member of the 
employee’s immediate family. 

A “leave day” for purposes of earning, use, or recording of leave 

shall mean the number of hours per day equivalent to the employ-
ee’s usual assignment, whether full-time or part-time. 

A catastrophic illness or injury is a severe condition or combination 
of conditions affecting the mental or physical health of the employ-
ee or a member of the employee’s immediate family that requires 

the services of a licensed practitioner for a prolonged period of 
time and that forces the employee to exhaust all leave time earned 
by that employee and to lose compensation from the District.  
Complications resulting from pregnancy shall be treated the same 
as any other condition. 

For salaried employees, the District shall make state personal 
leave and local leave for the current year available for use at the 
beginning of the school year.  

For all other employees, the District shall make state personal 
leave for the current year available for use at the beginning of the 
school year.  Local leave shall be made available as earned. 

An employee shall not earn any local leave when he or she is in 
unpaid status.  An employee using full or proportionate paid leave 
shall be considered to be in paid status. 

DEFINITIONS 

FAMILY 

FAMILY 
EMERGENCY 

LEAVE DAY 

CATASTROPHIC 
ILLNESS OR INJURY 

AVAILABILITY 

EARNING LOCAL 
LEAVE 
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The District shall not approve paid leave for more leave days than 
have been accumulated in prior years plus leave currently availa-
ble.  Any unapproved absences or absences beyond accumulated 
and available paid leave shall result in deductions from the em-
ployee’s pay. 

If an employee separates from employment with the District before 
his or her last duty day of the year, or begins employment after the 
first duty day, state personal leave and local leave, if applicable, 
shall be prorated based on the actual time employed. 

If an employee separates from employment before the last duty 
day of the school year, the employee’s final paycheck shall be re-
duced for: 

1. State personal leave the employee used beyond his or her 
pro rata entitlement for the school year; and 

2. Local leave a salaried employee used but had not earned as 
of the date of separation.  However, no such adjustment shall 
be made in the case of death of the employee or if the sepa-
ration from employment is due to illness or injury certified by a 
physician, and the employee does not accept other employ-
ment. 

If a salaried employee uses more local leave than he or she 
earned and remains employed with the District through his or her 
last duty day, the District shall deduct the cost of the excess leave 
days from the employee’s pay in accordance with administrative 
regulations.  

Leave shall be recorded as follows:  

1. Leave shall be recorded in half-day increments for all em-
ployees, whether or not a substitute is employed. 

2. If the employee is taking intermittent FMLA leave, leave shall 
be recorded in one-hour increments. 

Available leave shall be used in the order determined by each em-
ployee. 

When an absent employee is eligible for FMLA leave, the District 
shall designate the absence as FMLA leave. 

The District shall require the employee to use temporary disability 
leave and paid leave, including compensatory time, concurrently 
with FMLA leave. 

An employee receiving workers’ compensation income benefits 

may be eligible for paid or unpaid leave.  An absence due to a 

DEDUCTIONS 

LEAVE WITHOUT 
PAY 

LEAVE PRORATION 

EMPLOYED FOR 
LESS THAN FULL 
YEAR 

EMPLOYED FOR 
FULL YEAR 

RECORDING 

ORDER OF USE 

CONCURRENT USE OF 
LEAVE 
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work-related injury or illness shall be designated as FMLA leave, 
temporary disability leave, and/or assault leave, as applicable. 

An employee shall submit medical certification of the need for 
leave if: 

1. The employee is absent more than five consecutive workdays 
because of personal illness or illness in the immediate family; 

2. The District requires medical certification due to a questiona-
ble pattern of absences or when deemed necessary by the 
supervisor or Superintendent; 

3. The employee requests FMLA leave for the employee’s seri-
ous health condition or that of a spouse, parent, or child; or 

4. The employee requests FMLA leave for military caregiver 
purposes. 

In each case, medical certification shall be made by a health-care 
provider as defined by the FMLA.  [See DECA(LEGAL)] 

Note: For District contribution to employee insurance during 
leave, see CRD(LOCAL). 

The Board requires employees to differentiate the manner in which 
state personal leave is used: 

1. Non-discretionary use of leave shall be for the same reasons 
and in the same manner as state sick leave accumulated be-
fore May 30, 1995.  [See DEC(LEGAL)] 

Non-discretionary use includes leave related to the birth or 
placement of a child and taken within the first year after the 
child’s birth, adoption, or foster placement. 

2. Discretionary use of leave is at the individual employee’s dis-
cretion, subject to limitations set out below. 

The employee shall submit a written request for discretionary 
use of state personal leave to the immediate supervisor or 
designee in advance in accordance with administrative regu-
lations.  In deciding whether to approve or deny state person-
al leave, the supervisor or designee shall not seek or consider 
the reasons for which an employee requests to use leave.  
The supervisor or designee shall, however, consider the effect 
of the employee’s absence on the educational program or 
District operations, as well as the availability of substitutes. 

MEDICAL 
CERTIFICATION 

STATE PERSONAL 
LEAVE 

NON-
DISCRETIONARY 
USE 

DISCRETIONARY 
USE 

LIMITATIONS 

REQUEST FOR 
LEAVE 
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Professional employees hired prior to the 1988–89 school year 
shall continue to receive ten local personal leave days per school 
year. 

All other employees shall receive five local personal leave days per 
school year. 

Local leave shall accumulate to a maximum of 50 leave days. 

Local leave shall be used according to the terms and conditions of 
state personal leave.  [See STATE PERSONAL LEAVE, above]  

The District shall establish a sick leave bank that employees may 
join through contribution of local leave.  

Leave contributed to the bank shall be solely for the use of partici-
pating employees.  An employee who is a member of the bank may 
request leave from the bank if the employee experiences a cata-
strophic illness or injury and has exhausted all paid leave. 

If the employee is unable to request leave from the sick leave 
bank, a member of the employee’s family or the employee’s super-
visor may submit the request. 

The Superintendent or designee shall develop regulations for the 
operation of the sick leave bank that address the following: 

1. Membership in the sick leave bank, including the number of 
days an employee must contribute to become a member; 

2. Procedures to request leave from the sick leave bank; 

3. The maximum number of days per school year a member 
employee may receive from the sick leave bank; 

4. The committee or administrator authorized to consider re-
quests for leave from the sick leave bank and criteria for 
granting requests; and 

5. Other procedures deemed necessary for the operation of the 
sick leave bank. 

A member may appeal the decision of the sick leave bank commit-
tee by writing a letter to the executive officer requesting to appear 
in person before the committee. 

All decisions regarding the sick leave bank may be further ap-
pealed in accordance with DGBA(LOCAL), beginning with the Su-
perintendent or designee. 

LOCAL LEAVE 
 

SICK LEAVE BANK 

APPEAL 
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For purposes of an employee’s entitlement to FMLA leave, the 12-
month period shall be measured backward from the date an em-
ployee uses FMLA leave. 

If both spouses are employed by the District, the District shall limit 
FMLA leave for the birth, adoption, or placement of a child, or to 
care for a parent with a serious health condition, to a combined to-
tal of 12 weeks.  The District shall limit military caregiver leave to a 
combined total of 26 weeks.  [See DECA(LEGAL)] 

The District shall permit use of intermittent or reduced schedule 
FMLA leave for the care of a newborn child or for the adoption or 
placement of a child with the employee.  [See DECA(LEGAL) for 
use of intermittent or reduced schedule leave due to a medical ne-
cessity.] 

If an employee requests leave, the employee shall provide certifi-
cation, as required by FMLA regulations, of the need for leave.  
[See DECA(LEGAL)] 

If an employee takes FMLA leave due to the employee’s own seri-
ous health condition, the employee shall provide, before resuming 
work, a fitness-for-duty certification.  If the District will require certi-
fication of the employee’s ability to perform essential job functions, 
the District shall provide a list of essential job functions to the em-
ployee with the FMLA designation notice. 

If a teacher takes leave near the end of the semester, the District 
may require the teacher to continue leave until the end of the se-
mester.  [See DECA(LEGAL), LEAVE AT THE END OF A SEMES-
TER] 

If, at the expiration of FMLA leave, the employee is able to return to 
work but chooses not to do so, the District may require reimburse-
ment of premiums paid by the District during the leave.  [See 
DECA(LEGAL), RECOVERY OF BENEFIT COST] 

Any full-time employee whose position requires educator certifica-
tion by the State Board for Educator Certification or by the District 
shall be eligible for temporary disability leave.  The maximum 
length of temporary disability leave shall be 180 calendar days.  
[See DBB(LOCAL) for temporary disability leave placement and 
DEC(LEGAL) for return to active duty.] 

An employee’s notification of need for extended absence due to 
the employee’s own medical condition shall be forwarded to the 
Superintendent or designee as a request for temporary disability 
leave. 
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Note: Workers’ compensation is not a form of leave.  The 
workers’ compensation law does not require the continu-
ation of the District’s contribution to health insurance.  
[See CRD(LOCAL) regarding payment of insurance con-
tribution during employee absences.] 

An absence due to a work-related injury or illness shall be desig-
nated as FMLA leave, temporary disability leave, and/or assault 
leave, as applicable. 

An employee eligible for workers’ compensation income benefits, 
and not on assault leave, may elect in writing to use paid leave. 

Absences due to compliance with a valid subpoena or for jury duty 
shall be fully compensated by the District and shall not be deduct-
ed from the employee’s pay or leave balance.  The employee shall 
be required to present documentation of the court appearance or 
duty and shall be allowed to retain any compensation received. 

Absences for court appearances related to an employee’s personal 

business not related to a valid subpoena shall be deducted from 
the employee’s leave or, at the option of the employee, shall be 

taken as leave without pay.  

If an employee does not return to work after exhausting all availa-
ble paid and unpaid leave, the District shall provide the employee 
written notice that he or she no longer has leave available for use.  
The District shall automatically pursue termination of an employee 
who has exhausted all available leave, regardless of the reason for 
the absence [see DF series].  The employee’s eligibility for reason-
able accommodations, as required by the Americans with Disabili-
ties Act [see DAA(LEGAL)], shall be considered before termination.  
If terminated, the employee may apply for reemployment with the 
District. 

Employees hired before January 1, 1985, who intend to retire from 
the District shall remain eligible for the District’s accrued service 
benefit plan, which includes reimbursement for eligible accrued lo-
cal leave days. 

[See DEG(LOCAL) for a description of the accrued service benefit 
plan] 
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