Oregon Military Department
EMPLOYEE LEAVE REQUEST/RECORD

Please complete this form every time you use any paid or unpaid leave. If reason for leave includes one of the FMLA/OFLA qualifying reasons identified below, this form must be forwarded to AGP PERSONNEL immediately. 

EMPLOYEE NAME:  _________________________________________  SECTION: _________________________
TODAY’S DATE:  ____________________________________________

Have you worked for the State of Oregon/OMD for at least 180 days (6 months)?    Yes___  No ___



I request one day of leave or less:   _______________       ________________

                                              
        Date                              Hours

I request more than one day:    ____________________      ____________________

                                

Beginning Date                         Return Date

Total number of hours taken:  ___________________

I request that my leave be charged to:

· Vacation

(  Sick



· Unpaid Leave
(  Personal Time (PB)

· Other ________________________________

IF FMLA/OFLA LEAVE, YOU MUST COMPLETE THIS SECTION.  
OTHERWISE, YOU MAY PROCEED TO THE SIGNATURE LINE AT THE BOTTOM OF PAGE. 
(Note: Because it is OMD’s responsibility to track leave and notify employees of their FMLA/OFLA status, we are required 

to obtain the information requested below. In some instances it may also be necessary for OMD to ask for additional 

information to determine whether the leave is FMLA/OFLA qualifying). 

Please check one of the following:
· Your serious health condition (Medical certification may be required)  (FMLA/OFLA)

· Family member with serious health condition (Medical certification may be required)  (FMLA/OFLA)

· Child requiring home care  (Non-Serious Health Condition) (“Sick Child” leave)  (OFLA)

· Pregnancy (Includes prenatal care, childbirth, and recovery)  (FMLA/OFLA)

·  
Care for a newborn child (FMLA/OFLA)

· Placement/adoption of child or adult dependent (FMLA/OFLA)

Do you have a spouse who works for State of Oregon/OMD who is requesting time off for the same purpose?


(  Yes      (  No

(Restrictions may apply. OAR 839-009-0240.  Contact AGP)

If you are requesting an altered or reduced work schedule for medical reasons, either for yourself or family members, please indicate your scheduling needs:

(Attach a separate sheet if necessary.)

EMPLOYEE SIGNATURE: ____________________________________________________________________________

Confidentiality: Any disclosure of medical information will be kept in AGP’s confidential medical file and will be used only to determine eligibility for FMLA/OFLA and to track leave.

(  Leave Approved      (  Not Approved     Supervisor’s Signature: _____________________________________________

Instructions for Completion of OMD Employee Leave Request/Record
(1)
This form is to be completed every time an employee uses paid or unpaid leave. In most instances this form will be completed prior to the leave being taken. When circumstances are such that the employee cannot complete the form in advance, he/she should do so on his/her first day back to work.
(2) This form should be maintained in the individual departmental or supervisory file for record-keeping purposes, and to 

assist with the completion of the employee’s timesheet or on-line time reporting. Current State retention schedule 

requirements indicate that “employee time records” including hours worked and leave hours should be retained for 4 

years.

(3) If the employee is not available to sign this leave request (i.e. employee is off work for medical reasons), and the supervisor believes that the reason for the employee’s absence may be a qualifying reason under FMLA/OFLA, the supervisor should complete the form as completely as possible, and as soon as they are notified of the absence. The form should then be sent directly to OMD Personnel for additional follow-up to determine whether FMLA/OFLA applies. Once an FMLA/OFLA packet is sent to the employee, a copy of the cover letter will be sent to the employee’s supervisor.

(4) As indicated on the form, any confidential medical information received will be kept in OMD Personnel’s confidential medical files, and will be used only to determine eligibility for FMLA/OFLA and to track leave.  Any accompanying confidential medical information should not be maintained in departmental or supervisory files. All confidential medical information should be forwarded to OMD’s Personnel Office. If the employee’s reason for leave is identified as an FMLA/OFLA qualifying reason, the original copy of this form should be forwarded immediately to OMD Personnel so that a complete FMLA/OFLA packet can be sent to the employee.
(5) Employees are responsible for notifying their supervisors 30 days prior to the requested start date of the leave if they have a condition or situation that could possibly qualify under either the Family and Medical Leave Act (FMLA) or the Oregon Family Leave Act (OFLA), and the need for leave is foreseeable. In any event, the employee must notify his/her 

supervisor as soon as practicable (normally within one or two business days). If an employee is incapacitated, a family 

member or other responsible party may submit the request for leave on behalf of the employee. Such notification is 

required whether or not the employee has paid leave to cover any of the necessary time off work.  

Additional questions regarding leaves that may qualify under FMLA/OFLA should be directed to OMD 

PERSONNEL.
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