
FAMILY MEMBER VERSION 
 

REQUEST FOR FAMILY MEDICAL LEAVE OF ABSENCE 
City Policy 350-03 

 

Instructions to Employee:  Complete this form and request that your Supervisor and Administrator sign 
and return to Human Resources & Risk Management.  Complete the top part of the Certification of Health 
Care Provider Form and ensure that your health care provider completes the balance of the form and 
returns it to HR&RM within 15 calendar days.  

 
 
Employee’s Name _______________________________________________________________ 
 
Home Address __________________________________________________________________ 
 
Employee Number ____________Department _____________Hire Date ___________________ 
 

Employees who have worked for the City of Renton at least 1,250 hours during the 12-month period 
immediately before the request for leave are eligible for leave.  A completed Medical Certification must 
be submitted to HR & RM prior to FMLA final approval. 

 

FMLA:  Reason for requesting leave (check one) 
 

 The birth of a child, or the placement of a child with you for adoption or foster care; or 
 A serious health condition affecting your     spouse,     child, or     parent, for which you 

are needed to provide care.  
 Because of a qualifying exigency out of the fact that your     spouse,     child, or     parent 

is on active duty status in support of contingency operation as a member of the National 
Guard or Reserves. 

 Because you are the     spouse,     child,     parent, or     next of kin of a covered 
servicemember with a serious injury or illness. 

 

Date leave is to start: _____/______/________ Date I expect to return to work______/_____/_______ 
 

Type of Leave Requested:      Continuous Leave      Intermittent Leave 
 

I understand that healthcare benefits will continue during any approved FMLA leave.  Health benefits 
must be maintained during any period of unpaid leave under the same conditions as if I continued to 
work. If I do not return to work following FMLA leave for a reason other than: (1) the continuation, 
recurrence or onset of a serious health condition which would entitle me to FMLA leave; or (2) other 
circumstances beyond my control, I may be required to reimburse the City for the City’s share of health 
insurance premiums paid on my behalf during my FMLA leave.  I understand that it is my responsibility 
to pay my portion of applicable health benefits to continue healthcare coverage.  Failure to pay my 
applicable portion of any of the health premium will result in loss of coverage and the City’s obligation to 
maintain such coverage ceases under FMLA when my premium becomes delinquent.  I understand that I 
may elect to continue life insurance and/or long-term disability coverage by paying the applicable 
monthly premium to the City during an unpaid leave.  

Employee Signature 
 

Date 
 

Supervisor’s Signature 
 

Date 
 

Administrator’s Signature 
 

Date 
 

HR & RM Representative 
 

Date 
 

 

  Approved     Denied 
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