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REQUEST FOR FAMILY OR MEDICAL LEAVE

Employee Notification
Request for Family or Medical Leave must be made in writing, if practical, at least 30 cﬂays
prior to the date the requested leave is to begin.

Name Fl"& nces K&Y‘P

Date Fe)y 3, A0I7

School M ay o Aﬂ Selou\_ Position | 19 Gmde T-E"_acln el
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I request a family or medical leave for one or more of the following reasons. I understapd that a
physician’s certification and all required information must be submitted before this requiest is
processed.

Because of the birth of my child, or because of the placement of a child with me
for adoption or foster care.

et \

@rder to care for my spouse/chilho has a serious health conditi D

For a serious health condition that makes me unable to perform my job. THIS
CONDITION IS JSNOT WORK RELATED.

et

Requested integmittent or reduced leave schedu@-need to take fa fews oolr,,s
off when he initally comes hommancl then days 08 needed

¥ ther
Leave to start 2 ew. ij Expected retug'i date __/ / ! N
1 would like to use my sick/personal days
I would not like to use my sick/personal days

( Original request for leave

Regnest for extended leave

Employee Signature 5 ; E / 3 // 7/
F"-'-.._____
s 3 o0 o 3k o ok o o o ok o sk o o e ko 21 o 3 S ok o o o ok o ok ok ok ok ok ok ok ok sk ok okoke o sk o ok ok oK
8”7 :kj'§§CXM&GJ%53 /ég /4k,~—-(i:;Z4gh_/

)- 50—~ ,oer@oral&*@ 14

02-04-14A10:48 RCVD




a —

Feb 04 2014 10:30AM Maya Angelou School 7083339216 page 3

Certification of Health Care Provider for U.S. Department of Labor
Family Member's Serious Health Condition ~ Wege and Hour Division m

(Family and Medical Leave Act) 115, Sage mad Hrdr Divica

covered family member, Please complete Section 1 before giving thls form to your employes. Your Is
voluntary. While you are not required to use this form, you may not ask the smployes to provide more i ation
fhan allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must generally mainfain ¢

members, oreated for FMLA purposes as confidential medical records in separate files/frecords from the usugl
personneél files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act apjlies.

Employer name and confaot: HQ;:}[Q;,{ SQEQQE D\!SI&:E"!C:& Iﬁ;

mucrmmwmmwm thoomplmsmnnhdlngivlngwarmmtoymfmu
member or big/her medical provider. The FMLA permits an employer to require that yon submit a timely,
complete, and sufficient medical certification to support & request for PMLA leave to care for a covered ly
member with a serlous heaith condition. If requested by your employer, your response is required to obtainjor
retain the benafit of FMLA proteciions. 29 U.S.C. §§ 2613, 2614(c)X(3). Failure to provide a complets and
sufficlent medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your employer
must give you at least 15 calender days to return this form to your employer. 29 C.F.R: § 825.305.

Yorname_ Franees Kecr

Name of family mamber for whom you will provide care: [ i LA
First Middle
Relationship of family member to you: _‘M.,m_‘i‘g
If familly member is your son or daughter, date of birth;_ =—————
Describe care you will provide to your family mamlm and sstimate Jeave needed to provide care:

er 3 o Lrovn the hosg '_‘B_,.I_m:”

J
tf_:&ugl}k or

esieY higm | N ik

i
Appr I prysteal thorapy nppts, e vy matie
Employes Signature Date -
Pags | CONTINUED ON NEXT PAGE Foma WH-JB0F Reviscst January 2009

shandh Is Vimited. As mySather ddes many thingsfor her aol their
koqna\fw\cl T would assm't as vy -Zq'\-her recovers, Fnthe
‘w‘\"'{'lml wother m), need qs;m“ﬁnga as well as my Catner

T oA ‘ma mathers,
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B\ fho REALTI CARE FADVEDES: T Ths Gapiryoo Katod akove has roquestnd Ioess kndar
the FMLA to cgre for your patient. Answer, fully and compietely, all applicable parts below. Scveral questjons
seek a rasponse as to the frequency or duration of a condition, treatment, efc. Your answer should be your

estimate based ipon your medical knowledge, experience, and examination of the patient. Be as specific asjyou
can; torms such as “Jifetime,” “unknown,” or “Indeterminste™ may not be sufficient to determine FMLA co
Limit your responses {0 the condition for which the patient necds leave. Page 3 provides spm for additl i

information, should you need it. Pleasc be sure to sign the form on the last pags.

Provider's name and business address;_{ {¥_(S é(){gj[ﬁ; MO 32| N MADSOA ST ST 207
JoUET 1L bo43S

Type of practice / Medical speocialty: C,M'ﬁ.DmLOInJ

Telephone: (05 ) 129. 3280 m:(_i’l_S L7124 - 329Y
2 ]
1. Approximato date conditlon commenced: 13-38-1%2
Probable duration of condition;
Was the patlent admitted for an overnight hospital, hospice, or residential 7..:dicat care facil
_;.;'o X Yes. Ifso, dates fmww’"ﬁi&&wv (LNt

Date(s) you treated the patient for condition: _ {1014 4o fusnsnd
Was medication, other than over-The-counter medication, presoribed? __ No ‘}CYeu.
Will the patient need to have {reatment visits at Jsast twice per year dus to the condition? __No k Yes

Was the p-ﬂ?; referred to other health care provider(s) for evaluation or treatment (8.g., physical th )t
Yes. If 3o, atate the nature of such treatments and sxpected duration of treatment:

...__.No_Q_\w,g:w\jL _\w%

2.Isthe modiul condition pregrancy? X;No —_Yes. If so, expected delivery date:

3. Describa other relevant medical facts, if any, related to the condition for which the patient needs care (su
medical facts may include symptoms, diagnosis, or any regimen of continuing treaiment such as the use

T et Dask Diogons. . Gkt e, Soll
E&m{ AR

Page 2 CONTINUED ON NEXT PAGE Form WH-380-F R Jarasary 2009
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L e

7. Witl the condition cms'?plsodic flare-ups periodically préventing the patient from partisipeting in nomTl daily
activities? No Yes.

Based ppon the patient's medical history and your knowledge of the medical condition, estin*> .: noy of
flare-ups end the duration of related incapacity that the patient may have over the next § months (¢.¢., 1 ¢plsode

every 3 menths lasting 1-2 days):

Prequency: ____ timesper___ wesk(s) ____ month(s) D'o:i' e W l
DW:____hours or___ day(s) per episode W‘\ C

Does the patient need care during these flare-ups? ___No ____ Yes.
E:qslnlnﬂmmncededbyﬂwpﬂimt.mduﬁauchcmhmﬂwlyneem-y:

\

& TN A
wﬂl(ﬁw\-{)\/‘ (-28. IC/

Signature of Health Csre Provider

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to refain a copy of this disclosure in their records for three years. 29 0.8.C. §
29 CF.R, § 825500, Persons are noi required 10 respond to this cotlestion of informaiion unless I displays a cwrrently valid
control number, The Depestment of Labor estimates that it will take an averags of 20 minuies for respondents to comp)eta this
collection of Information, including the time for reviewing instructions, searching existing data sources, gathering and mai
data needed, and completing pod reviowing the colleotion of information, Ifyou have any commenis regarding this burden calingate
or aniy other aspect of 1his collection information, including suggestions for reducing this burden, send them to the Administ
Wago and Hour Diviskon, 1.8, Departmeni of Labor, Room §-3502, 200 Constitution Ave., NW, Washington, DC 20210,
DO NOT SEND COMPLETED FORM TO THE DREPARTMENT OF LABOR; RETURN TO THE PATIENT.
Pagod Form WH-380.F Rovised }
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