FMLA APPLICATION [image: ]and 
INTENT TO RETURN TO WORK
[bookmark: _1ksv4uv]

CFN 552-0599  R07/2017
To be completed by employee and personnel assistant (please print or type)
	Employee Name:
	     

	Department:
	     



	[bookmark: gjdgxs][bookmark: 30j0zll]My spouse is employed by the State of Iowa (check one):   ☐ Yes   ☐ No 
[bookmark: 1fob9te]If yes, name the department and verify the number of FMLA hours used during fiscal year (if any):      		


To be completed by employee (please print or type)
Period of FMLA leave:
	FROM:
	     
	
	TO:
	     

	
	(Date - must be included to process your application)
	
	
	(Date - if known, indicate if unknown)



Check the appropriate box:
	[bookmark: 3znysh7]☐ Medical Leave (Employee’s serious health condition)

	☐ Family Leave (Family member’s serious health condition, or the birth, adoption or foster placement of the employee's child)

	☐ Qualifying Exigency Leave

	☐ Military Caregiver Leave 



	[bookmark: 2et92p0][bookmark: tyjcwt][bookmark: 3dy6vkm]Family Member/Servicemember Name:
	     

	Date of Birth:
	     

	Relationship:
	     



	Certification must be provided if requested on the Notice of Eligibility and Rights & Responsibilities form.  You may be required to clarify or supply further certification.  If FMLA leave is for your own serious health condition, you may be required to provide a written “Return to Work Certification” before you return to work.

I understand that during FMLA leave, I am required to pay my share of insurance premiums for which I am ordinarily responsible.  If premiums are not paid within 30 calendar days of the coverage month, my insurance will be retroactively canceled.

I acknowledge that, if I do not return from FMLA leave for at least 30 calendar days due to reasons not provided for in the Family and Medical Leave Act, then FMLA does not apply to this period of leave and I am required to reimburse all insurance premiums paid by the State of Iowa during any periods of unpaid FMLA leave.  If reimbursement is not made, insurance coverage will be canceled retroactively to the first of the month following exhaustion of paid leave.

[bookmark: 1t3h5sf][bookmark: 4d34og8][bookmark: 2s8eyo1]I intend to return to work (check one):  ☐ Yes   ☐ No   ☐ Unknown



Your signature certifies that you have read and understand the information on this form.

	[bookmark: 17dp8vu][bookmark: 3rdcrjn][bookmark: 26in1rg]Employee Signature:
	
	
	Date:
	       

	

	Supervisor Signature:
	
	
	Date:
	       

	

	[bookmark: _GoBack]Human Resources Associate Signature:
	
	
	Date:
	       

	

	Human Resources Associate Telephone Number:
	[bookmark: lnxbz9][bookmark: 35nkun2](     )      
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