
COMPLETE AND RETURN THIS FORM TO HUMAN RESOURCES WITHIN THREE (3) DAYS

Name: ID# Date

Address:             Telephone/Pager Number:

Supervisor Name: 

Telephone Number:

I would like to notify you that I have a need to take a leave due to:

Birth of a child or the placement of a child for adoption or foster care (see the FMLA information
on the following page).*

A serious health condition that I need care for (see the FMLA information on the following page).*

A serious health condition affecting the following family member for whom I need to provide care
(see the FMLA information on the next page).*

 Spouse      Child      Parent

Personal Leave

Extension of FMLA leave (see the FMLA information on the next page).*

Education

Military duty (military duty requires a copy of the orders to be given to supervisor).

Other (specify): ___________________________________________________

* You will need to provide medical certification for this type of leave.

I will need this leave beginning on ____/____/____ and I expect to return on ____/____/____.

If the leave is due to FMLA or a personal leave due to an employee’s own serious health condition,
the employee must first exhaust accrued sick time (or PTO) and STD and then vacation time to
receive paid leave. If FMLA or personal leave is due to anything other than an employee’s own
serious health condition, the employee must use vacation(or PTO) time to receive paid leave. All
remaining leave time is unpaid.

I intend to use _____ weeks/days sick/vacation/PTO/STD time as paid leave during my FMLA or
personal leave (for my own medical condition).

I intend to use _____ weeks/days vacation/PTO time as paid leave during my FMLA leave or
personal leave (not my own medical condition).

I understand I have no available paid time benefit for my FMLA or personal leave.
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Benefits Continuation 

I understand my health insurance coverage will continue during this leave period under the provisions as
described below:

Employees on medical leave of absence will be placed on COBRA the first of the month after 90
days on leave.

Rural/Metro will pay the employer portion of the premium of a medical leave for: 1) the first 90
days of the leave, and 2) the first 90 days of COBRA coverage. –  a total of 180 days or 6 months.

After 6 months from the starting date of the a medical leave, the employee will be required to pay
the entire COBRA premium

To receive the employer COBRA Subsidy beyond the initial 90 day period and at the start of the
subsidy period: The employee will be required to sign a statement confirming (s)he is not receiving
insurance coverage under another health plan and that  Rural/Metro will be notified if other
coverage begins during the subsidy period (which will result in cancellation of Rural/Metro
coverage).

I understand that should my medical condition/disability extends for over 90 days that I am eligible to
apply for, and receive benefits under Long Term Disability.

I understand my health insurance coverage will continue for the period of leave as if I am actively at work.
For any period of paid leave, my health insurance contribution will be deducted from any pay distributed
by the company as previously authorized to be deducted from my regular paycheck(s). For any period of
unpaid leave, I will be responsible for the payment of my portion of health insurance premiums. I
understand that I must make these payments by the first of each month for any period of unpaid leave or I
can arrange to pay my premiums in advance of the leave.  Any delinquent premium payments will be
collected via the Deduction In Arrears Program retroactively upon my return to work.

I understand that I also am eligible to make changes to my benefits at the time I go on leave and/or upon
my return from leave through a Family Status Change (FSC) form.  FSC forms can be obtained through
Local or Corporate Human Resource Departments.

For FMLA Leave:
Complete a Health Care Provider Certification Form and return it to Human Resources within 15 days if
the request for leave is for medical necessity. (Include “Definition of a Serious Health Condition” form) 

I understand that if I qualify for an FMLA Leave, that I have a right to take up to 12 weeks of unpaid leave
in a 12-month period. I understand my health benefits will be maintained during any period of unpaid
leave under the same conditions as if I continued to work, and I must be restored to the same or an
equivalent job with the same pay, benefits, and terms and conditions of employment upon return from
leave. If I do not return to work following FMLA leave due to the continuation, recurrence, or onset of a
serious health condition that would entitle me to additional leave, I will be required to reimburse
Rural/Metro for its share of health insurance premiums paid on my behalf during my FMLA leave.

Acknowledgment

I have received a copy of the Rural/Metro Leave Policy and understand that it is my responsibility to read
it in full and understand the practices outlined therein.  If I do not completely comprehend the material
contained in the policy, I realize it is my responsibility to contact my supervisor or the Human Resources
Department for further explanation.

   EMPLOYEE SIGNATURE DATE  SUPERVISOR SIGNATURE DATE

   UNIT MANAGER  SIGNATURE DATE  H.R. MANAGER SIGNATURE DATE

L:\HR 101 Database\Employee Labor Relations\Employee Relations\LOA\LeaveReq2001_pl_021102.lwp (5/14/012/11/02) 2



Date:

Employee Name: ID#

Address: Phone #

On                                               , you notified us of your need to take a leave due to: 

___Employee’s serious health condition (FML)

___Employee’s serious health condition related to worker’s compensation injury/illness (FWC)

___Employee’s serious health condtion related to state mandated disability (FSD)

___Serious health condition of employee’s spouse, child, parent (FML)

___Birth/Placement of child for adoption/foster care (FML)

___Employee’s medical condition (MED)

___Employee’s medical condition related to worker’s compensation injury/illness (MWC)

___Employee’s medical condition related to state mandated disability (MSD)

___Extension of FMLA (MED)

___Personal reasons:  education, paternity, placement child adoption/foster care, relocation, marriage,

     bereavement, jury duty over 30 days, extension of FMLA for family member (PER)

___Military (MIL)
___Long Term Disability (LTD)

You notified us that you need this leave beginning on                                 and that you expect leave to
continue until or about                                                  . 

The following provides important information about your leave request.

5. You will be required to present a fitness-for-duty certificate from a licensed
physician before being restored to employment. If such a certificate is
required but not received, your return to work may be delayed until the
certificate is provided.  continued

NoYes

4. You will be required to furnish medical certification of a serious health
condition. If required, you must furnish certification by                      (date
must be at least 15 days after you are notified of this requirement), or we
may delay the start of your leave until the certification is submitted. Your
requested leave period may be modified based on the medical
determination provided by your health care provider.

NoYes

3. This leave will be counted against your annual FMLA leave entitlement.NoYes

2. You are eligible for leave under the FMLA.NoYes

1. You are approved to take the requested leaveNoYes
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8. While on leave, you will be required to furnish Rural/Metro with periodic
reports every                  of your status and intent to return to work.  If the
circumstances of your leave change and you are able to return to work
earlier than the date indicated, you will be required to notify R/M at least
five (5) work days before the date you intend to report for work.

NoYes

For the period during which you will be using unpaid leave, you are
responsible for making your premium payments. For this particular
leave, you will owe $                    for your                 weeks/days unpaid
leave.  Payment may either be made in advance of the leave or the first
of each month of unpaid leave.

NoYes

For the period during which you will be using paid leave, your benefits
will be deducted from your paycheck as previously authorized.

NoYes

7. Your contribution toward health insurance premiums will continue during a
period of up to twelve weeks leave as if you were actively at work. Your
premium payments are as follows: 

6. In completing the Leave Request Form, you indicated that you have a total
of                          weeks/days to use as paid time during your leave.  You
are approved for this amount of paid leave time.

NoYes

You must notify your Supervisor or Human Resources of your intent to return to work at least five (5) days
prior to the scheduled return to work date. You must obtain a “fitness for work” certification from your
health care provider to submit to your supervisor upon your return to work. If you do not notify your
Supervisor or Rural/Metro Human Resources of your intent to return to work within two weeks after your
scheduled return date, your employment will be considered terminated.

If you return to Rural/Metro in a less than full time status, you will be offered continuation of any eligible
benefits coverage through COBRA.

                          
SUPERVISOR SIGNATURE                                                    DATE                                            UNIT/DEPT. MANAGER  SIGNATURE                      DATE       
     

H.R. MANAGER SIGNATURE DATE      
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RURAL/METRO HUMAN RESOURCES

Health Care Provider
Certification1

1. Employee Name: ___________________________  1A. Patient Name: 

2. The attached sheet describes what is meant by a "serious health condition" under the Family and
Medical Leave Act. Does the patient's condition qualify under any of the categories described in the
"serious health condition" section? If so, please check the applicable category:
(a) Hospital Care
(b)  Absence Plus Treatment
(c)  Pregnancy
(d)  Chronic Conditions Requiring Treatments
(e)  Permanent/Long-Term Conditions Requiring Supervision
(f)  Multiple Treatments (Non chronic Conditions)
(g)  None of the Above

3. Describe the medical facts that support your certification, including a brief statement on how the
medical facts meet the criteria of one of these categories:

4. State the approximate date the condition commenced and its probable duration (and also the
probable duration of the patient's present "incapacity," if different)2, and the date the employee may
be able to return to work:

(If leave is requested for a family member of an employee with a “serious health condition”
please proceed to #9)

5. Describe how the medical condition listed above makes the employee unable to perform his or her
job.

6. (a)  It will be necessary for the employee to work only intermittently or on a less than full schedule
as a result of the condition (including for multiple treatments described in item 6 below).
Probable duration: _________________

(b) If the condition is a pregnancy or a chronic condition described in item 4, state whether the patient
is presently incapacitated and the likely duration and frequency of episodes of “incapacity.”2

7. (a) If additional treatments will be required for the condition, provide an estimate of the probable
number of such treatments: _____

If the patient will be absent from work or other daily activities because of treatment on an
intermittent or part-time basis, also provide an estimate of the probable number of and interval
between such treatments: _____

actual or estimated dates of treatment, if known: 

period required for recovery, if any: 
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2“Incapacity,” for FMLA purposes is defined to mean inability to work, attend school, or perform other regular daily activities due to
the serious health condition, treatment for it, or recovery from it.

1Here and elsewhere on this form, the information sought relates only to the condition for which the employee is taking FMLA leave.



(b) If any of these treatments will be provided by another provider of health services (e.g., physical
therapist), please state the nature of the treatments:

(c) If a "regimen of continuing treatment" by the patient is required under your supervision, provide a
general description of such regimen (e.g., prescription drugs, physical therapy requiring special
equipment):

8. (a) If medical leave is required for the employee's absence from work because of the employee's own
condition (including absences due to pregnancy or a chronic condition), is the employee unable to
perform work of any kind?   YES   NO

b) If able to perform some work, is the employee unable to perform any of the essential functions of
the employee's job (the employee or the employer should supply you with information about the
essential job functions)?   YES   NO 
If yes, please list the essential functions the employee is unable to perform:

(c) If neither (a) nor (b) applies, is it necessary for the employee to be absent from work for
treatment?   YES   NO

(If leave is requested for an employee’s own health condition, please skip to the Health Care
Provider signature.)

9. (a) If leave is required to care for a family member of the employee with a "serious health condition,"
does the patient require assistance for basic medical, personal, safety, or transportation needs?

 YES   NO 

(b) If no, would the employee's presence to provide psychological comfort be beneficial to the patient
or assist in the patient's recovery?  YES   NO 

(c) If the patient will need care only intermittently or part time, please indicate the probable duration of
this need:

                                
 PRINT NAME OF HEALTH CARE PROVIDER                                    TYPE OF PRACTICE

                                                        
HEALTH CARE PROVIDER SIGNATURE DATE                                     TELEPHONE NUMBER

                                                         

ADDRESS                                      FAX NUMBER

                                                                           
CITY, STATE, ZIP CODE
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Definition of a “Serious Health Condition”

A "Serious Health Condition" means an illness, injury, impairment, or physical or mental condition that
involves one of the following:

1. Hospital Care
Inpatient care (i.e., an overnight stay) in a hospital, hospice, or residential medical care facility,
including any period of "incapacity"2 or subsequent treatment in connection with, or as a
consequence of, such inpatient care.

2. Absence Plus Treatment
A period of "incapacity"2 of more than three consecutive calendar days (including any subsequent
treatment or period of incapacity relating to the same condition) that also involves:

a. "treatment"3 two or more times by a health care provider, a nurse, or a physician's assistant
under direct supervision of a health care provider or by a provider of health care services (e.g.,
physical therapist) under orders of, or on referral by, a health care provider; or 

b. "treatment"3 by a health care provider on at least one occasion that results in a "regimen of
continuing treatment"4 under the supervision of the health care provider. 

3. Pregnancy
Any period of "incapacity"2 due to pregnancy or for prenatal care. 

4. Chronic Conditions Requiring Treatment
A chronic condition that:

a. requires periodic visits for "treatment"3 by a health care provider or nurse or physician's assistant
under the direct supervision of a health care provider; 

b. continues over an extended period of time (including recurring episodes of a single underlying
condition); and 

c. may cause episodic "incapacity"2 rather than a continuing period of incapacity (e.g., asthma,
diabetes, epilepsy, etc.). 

5. Permanent/Long-Term Conditions Requiring Supervision
A period of "incapacity"2 that is permanent or long term due to a condition for which treatment may
not be effective. The employee or family member must be under the continuing supervision of, but
need not be receiving active treatment from, a health care provider. Examples include Alzheimer's, a
severe stroke, or the terminal stages of a disease. 

6. Multiple Treatments (Non chronic Conditions)
Any period of absence to receive multiple "treatments" (including any period of recovery from them)
by a health care provider or a provider of health care services under orders of, or on referral by, a
health care provider, either for restorative surgery after an accident or other injury or for a condition
that would be likely to result in a period of “incapacity”2 of more than three consecutive calendar days
in the absence of medical intervention or treatment, such as cancer (chemotherapy, radiation, etc.),
severe arthritis (physical therapy), or kidney disease (dialysis). 
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4A “regimen of continuing treatment” includes, for example, a course of prescription medication (such as an antibiotic)
or therapy requiring special equipment to resolve or alleviate the serious health condition. A regimen of continuing
treatment does not include taking over-the-counter medications such as aspirin, antihistamines, or salves, nor does it
include bed rest, drinking fluids, exercise, or other similar activities that can be initiated without a visit to a health care
provider.

3“Treatment” includes examinations to determine if a serious condition exists and evaluations of the condition.
Treatment does not include routine physical examinations, eye examinations, or dental examinations.


