REQUEST FOR DISCHARGE OF LEAVE IN ACCORDANCE WITH THE R.I. PARENTAL AND/OR FEDERAL FAMILY & MEDICAL LEAVE ACT

To designate any absence(s) or a refusal to work Involuntary Mandatory Overtime (IMOT) as FMLA related, you must complete and return this form to the DOC Payroll Office (39 Howard Avenue, 2nd Floor, Cranston) within 3 days of your discharge of leave for absence(s) or refusal of IMOT.  

  EMPLOYEE NAME:__________________________________ SS #:__________________





(Print Name)


  FACILITY:_________________________________  ACCOUNT #:___________________

  DATE(S) OF DISCHARGE:________________________ NUMBER OF HOURS: _______

[   ] REGULAR SHIFT

In accordance with Federal Regulation Section §825.207, DOC requires the discharge of all accrued sick, vacation, and personal leave prior to the discharge of leave without pay for FMLA-related absences. Please choose the type of accrued leave to be discharged.  No changes to your selection of accrued leave will be allowed once this document has been submitted to the Payroll Office.

[   ]  
SICK               [   ]  
VACATION       
[   ]   PERSONAL

[   ] 

LEAVE WITHOUT PAY



(Check here only if you do not have any accrued sick, vacation, or personal 
leave).

OR

[   ] INVOLUNTARY MANDATORY OVERTIME REFUSAL



 (Although accrued leave is not discharged for involuntary mandatory overtime 


 refusal, these hours will be included in the calculation of your total entitlement 


 to FMLA).
  I am discharging this time due to the serious health condition of:

  [   ]   Self




  [   ]
Spouse









             (Print Name)
  [   ]   Parent



  [   ]
Parent-in-law 

                                (Print Name)                                                           (Print Name)
  [   ]   Child 




  [   ] 
Birth/Care of Newborn 



          (Print Name)

        
DOB: __________
             (Print Name)
EMPLOYEE SIGNATURE:                                                               DATE:  


Office of Human Resources Revised 7/11/06



HR Office Use Only:     	


 [   ]    APPROVED    [   ]   DENIED      [   ] RECERTIFICATION REQUESTED     	  Date: ________________








