REQUEST FOR FAMILY OR MEDICAL LEAVE

Employee Notification
Request for Family or Medical Leave must be made in writing, if practical, at least 30 days
prior to the date the requested leave is to begin.
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Name?)ruﬂO TH—Q(S;(;I(\ &r Date_ 3-A b~ 14
School b‘\S‘\-\ﬂQ,\ - \:_\) O\ Position Grognd 5

s s sk sfe sk sk sk sk sk sk ke sk e sk ok ke sk sk ke sk ke ok ook ofe ok ok sfe ok ok sk sk sk ok ok sk sk sk sk sk sk sk sk sk sk ok sk sk sk sk sk sk sk ok sk ok ok sk kR sk sk sk sk sk sk ok ok sk ok ok

I request a family or medical leave for one or more of the following reasons. I understand that a
physician’s certification and all required information must be submitted before this request is
processed.

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

In order to care for my spouse/child/parent who has a serious health condition.

For a serious health condition that makes me unable to perform my job. THIS
CONDITION IS__ IS NOT WORK RELATED.

Requested intermittent or reduced leave scheduled

Leavetostart 10 / 39/ IS Expected return date _// / /& / /5~
I would like to use my sick/personal days
I would not like to use my sick/personal days
Original request for leave

Request 2 extended leave

Employee Signature >4 Date_ % Qb5
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LEAVE APPROVAL
-
Principal/Designee Signature % %&M Date §-24-/S
Superintendent Signature AA A\_» é‘i—’ Date 4// o//s
Board Secretary Signature Date
Board President Signature Date
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Re: pi?)O“r—cj‘]C 'fofe&hqvgc?,\

To Whom It May Concern:

This is to verify that Ms.*SU.SC? U e E( ﬁ[f’(r\ is under my medical care.

'FC? ( —ﬁ? A was seen and examined in my office on (8% l&k_) 7/ 201y

The patient’s uterme size was compatible with a pregnancy of Q{ﬁ}weeks.

Her estimated date of delivery is _/ O’/ 29 / oLy

Should any additional information be necessary, please feel free to send all correspondence
to the above address.

Sincerely,
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Chicago Metropolitan
OB/GYN
15620 S. Wood St.
Harvey, IL. 60426
708-333-3030
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