Request for Leave of Absence               

Please complete and submit this Form to the Human Resources department at HR@ci.ceres.ca.us   
	employee information

	Employee Name (First, Last)


	Home Address


	City
	State
	Zip

	Job Title/ Department
	Telephone Number


(        )

 HOME   CELL  

	absence information

	 This is a new request.
 This is an update to an existing request.

	Requested Start Date:

	Anticipated Return Date:


	type of leave

	 Consecutive Leave of Absence
	 Intermittent Absence (information required below)

	reason(s) for leave

	Please indicate the applicable reason(s) for your leave below. If you require additional information about leave types and their qualifying criteria, please view your MOU.
FMLA related leave:

 Employees Own Serious Health Condition (not work related)*

 Care for Ill Parent, Spouse, Child or Domestic Partner*
* For leaves due to your own or a Family Member’s Serious Health Condition, a Medical Certification form is required within 15 days or as soon as is practicable.

	
 Pregnancy Leave 

 Baby Bonding (Care for Newborn/Placed Child) *
            Provide the Date of Birth or Placement of Child: _____________________​​​​​​​​​​​​​​​​​​

*Baby bonding is protected under the California Family Rights Act (CFRA), which does not qualify for paid sick leave,     

         unless it is used for the employees own serious health condition.

	
 Military Leave: Active Duty, Military Caregiver or Family Medical Leave 

	
 Bereavement Leave (list relationship:_____________________)
        Personal Leave (Medical or Non-Medical Reason – circle one)


	disability benefits

	 I will file a claim for Disability benefits or Paid Family Leave benefits. (Not applicable to Sworn Police)

	time off

	A leave of absence may consist of leave without pay and/or paid leave (vacation, bereavement, sick leave, and comp. time off. Paid leave may be used in accordance with your MOU.  I request to use the following leave categories:

Type
Order of Usage

Dates: From 

Through

Vacation 






Sick Leave 






Holiday






Comp. Time Off






Mgmt. Time Off






Bereavement                   





Leave w/o Pay







 I have verified that I have sufficient accrued leave to take the above requested paid leave.

	

	Employee Signature:
    Date:


	HR Approval:                              Date: 


Revised 5/22/2023 sv


















          Copy to Payroll      HR Initials: ______ Date: ____________
