CITY OF EL CENTRO

Notice of Qualification for Family/Medical Leave

Employee Name:
__________________________________________

Department:_________________ Position:______________________

Date of Request:______________ Hire Date:____________________

I will need to take time away from work under the Family/Medical Leave Act for the following reason(s):

_____A.   The birth of a child and/or in order to care for such child.

_____B.    The placement of a child for adoption or foster care.

_____C.     In order to care for an immediate family member (attach


         physician’s certification form)

_____D.     Employee’s own serious health condition that make 

         him/her unable to perform the functions of his/her position 

        (attach physician’s certificate form)

Method of Leave to be Taken:

_____A.
Consecutive Leave (up to 12 weeks) Dates:_____________

_____B.
Intermittent or Reduced Leave Schedule (up to a combined total of the equivalent of 12 weeks)

Dates:__________________________________________

If the duration of my family medical leave does not exceed a combined total of 12 weeks of consecutive leave or 24 weeks of intermittent leave, I will be returned to the same, equivalent, or comparable position.  If I exceed the 12 weeks or 24 weeks described above, I will be returned to such a position only if one is available and, if none exists, may be terminated.

Signed:_________________________________    Date:___________

