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TULARE COUNTY 
 

LEAVE OF ABSENCE REQUEST FORM – Employee’s Family Member 
 

Employee Name                                                                                                                                                    Date of Request 
 

 

Department          PROBATION                     Position Title                                                                                EE ID  
 

 

Contact Phone Number While on Leave: 

 

In order to be considered for a leave of absence, the requested information on this form must be provided and approval received from the 

Department Head prior to the requested leave commencing, unless an emergency exists.  All requests will be evaluated for eligibility with 

applicable Family Care leave provisions and if your request meets the employment standards for Family Care leave, provisions of the leave 

acts will commence the date of your request.  Employees requesting a medical leave of absence will be expected to use accrued sick leave 

benefits before a leave without pay may begin.  A Department Head may require vacation leave balances to be used before leave without 

pay begins.  Compensatory Time Off  (CTO) usage may only occur with employee approval.  (Note: Not all bargaining units/employee 

classifications earn CTO.)  Vacation usage, while on a workers compensation leave, may only occur with employee approval. 

 

An employee intending to take  family or medical leave because of an expected birth or placement, or because of a planned medical 

treatment, must submit an application for leave at least thirty (30) days before the leave is to begin. If leave is to begin within thirty (30) 

days, an employee must give notice to his or her immediate supervisor as soon as the necessity for the leave arises. 

 

If you have a current CTO balance, do you authorize use of CTO during your medical leave of absence?  Yes No 
 

I request Leave for the following reason (check one): 
 

_______ A.  The birth of a child.  Estimated DOB:  

 

_______ B. Bonding. Childs DOB:  

 

_______ C. The placement of a child for adoption or foster care (Must submit verification of adoption/date of placement) 

 

 _______ D. In order to care for an immediate family member because such family member has a serious health condition.  

  Relationship:                                                                            (Must submit “Physician Certification”.) 

 

 _______ E. Care for an adult child who is incapable of self care.  (Must submit “Physician Certification”.) 

 

_______ F. Employee’s own serious health condition that makes the employee unable to perform the functions of his/her position.   

   (Must submit “Physician Certification”.) 
 

_______ G. Military Leave of Absence.  (Attach a copy of your orders) 

 

 _______ H. To assist a child, spouse, or parent who is a member of the National Guard or Reserves with a “qualifying exigency”  

   related to active duty or a call of active duty status in support of a contingency operation.   

   Relationship:           (Must submit “Certification” of Qualifying Exigency) 

 

 _______ I. To care for a child, spouse, parent or “next of kin” service member of the United States Armed Forces who has a serious  

   injury or illness incurred in the line of duty while on active duty (up to 26 weeks of leave).  (Must submit  

   “Certification” from Department of Defense or Department of Veteran Affairs.) 

 

 _______ J. Other:     

                                           (ie. Personal Leave, Organ Donor Leave, Domestic Violence Leave, School Leave, etc.)          

Leave Information:   

Date leave is to begin:       Expected Return to Work Date:  

 

________A.  Consecutive Leave   ________B. Intermittent or Reduced Leave Schedule  (Specify schedule) _______________________ 

 

I understand that my restoration to employment is subject to the following conditions:   1) As a condition of restoration, I must provide a 

written certification from my health care provider that I am able to resume working.   2) For FMLA covered leaves every attempt will be 

made to restore me to my original position.  If my original position is unavailable, I will be placed in an equivalent position with equivalent 

pay and benefits. These conditions apply to returns from leaves of absence. 

 

Date     Employee’s Signature 

 

For further information, contact departmental coordinator:    Kerri Bollinger                               Probation                                      713-2753     

       Name   Department  Phone Number    
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TULARE COUNTY 

MEDICAL CERTIFICATION – EMPLOYEE’S FAMILY MEMBER’S  

SERIOUS HEALTH CONDITION 

 

SECTION I:  For completion by the EMPLOYEE 

 

Employee’s Name:__________________________________  Contact Phone While on Leave:________________ 

 

Employee’s Department: ____________________________________ Title: ______________________________ 

 

Patient’s Name:______________________________ Relationship to EE:_________________________________ 

 

Describe the care you will provide to family member and provide an estimate of the time period during which this 

care will be provided, including a schedule if leave is to be taken intermittently or on a reduced work schedule: 

 

   ________________________________________________________________________________________ 

  

   ________________________________________________________________________________________ 

 

   ________________________________________________________________________________________ 

 

Employee Signature:  _____________________________________________   Date:  ____________________ 

 

 

SECTION II:  For completion by the HEALTH CARE PROVIDER 

 
Does the employee’s child, parent, spouse, or domestic partner have an illness, injury, impairment, or physical or 

mental condition which constitutes a “serious health condition.”?  Types of serious health conditions are attached 

(see last page). Does the patient’s condition qualify under any of the categories described? If yes, please list the 

category.____________________________________________ If ‘serious health condition’ is related to 

pregnancy please list the estimated due date: ______________ _______________________________________ 

If the “serious health condition” does not fall into one of these categories please describe the medical facts 

pertaining to the need for employee to take a leave of absence (do not include genetic information*): 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 
 

 

2.  Date medical condition or need for treatment commenced:_________________________________________ 

 

 

3.  Probable duration of medical condition or need for treatment:_______________________________________ 
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4.  Please answer the following: 

  

 Yes No  

   Does (or will) the patient require assistance for basic medical, hygiene, nutritional needs, 

safety or transportation? 

Yes No  

   After review of the employee’s signed statement of care above, does the condition warrant 

the participation of the employee?  (This participation may include psychological comfort 

and/or arranging for third-party care for the family member.) 

 

5.  Estimate the period of time, care, or presence by the employee is needed. Please specify return to work date.    

 

      _______________________________________________________________________________________ 

 

6.  Please answer the following question only if the intermittent leave or a reduced work schedule is needed. 

 Yes No  

   Is it medically necessary for the employee to be off work on an intermittent basis or to 

work less than the employee’s normal work schedule in order to deal with the serious 

health condition of the employee’s family member? 

 

   If the above answer is yes, please indicate the estimated number of doctor’s visits, and/or 

estimated duration of medical treatment, either by the health care practitioner or another 

provider of health services, upon referral from the health care provider. 

 

   ________________________________________________________________________________________ 

 

   ________________________________________________________________________________________ 

 

   ________________________________________________________________________________________ 

 

Signature of Health Care Provider: ___________________________________  Date: ____________________ 

 

Health care Provider Address: ________________________________________________________________ 

 

Health Care Provider Telephone:________________________FAX:__________________________________ 

 

 

Please return this form to _KERRI BOLLINGR of the Tulare County Probation Department 

(Name/Department) 

 

Phone/FAX ___559/713-3750____________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*"The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II 

from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by 

this law. To comply with this law, we are asking that you not provide any genetic information when responding to this request for 

medical information. ‘Genetic information’ as defined by GINA, includes an individual’s family medical history, the results of an 

individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic 

services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an 

individual or family member receiving assistive reproductive services." 
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Serious Health Conditions 

Defined by the Family Medical Leave Act 

 

 

__ Hospital Care 

Inpatient care (i.e., an overnight stay) in a hospital, hospice, or residential medical care facility, including any 

period of incapacity or subsequent treatment in connection with or consequent to such inpatient care. 

 

__ Absence Plus Treatment 

 (a) A period of incapacity of more than three consecutive, full calendar days (including any subsequent 

treatment or period of incapacity relating to the same condition), that also involves: 

           (1) Treatment two or more times within 30 days of the first day of incapacity, unless extenuating 

circumstances exist, by a health care provider, by a nurse, or by a provider of health care services (e.g., 

physical therapist) under orders of, or on referral by, a health care provider; or 

   (2)Treatment by a health care provider on at least one occasion which results in a regimen of continuing 

treatment (e.g., prescription medication or therapy with specialized equipment but not over-the-counter 

medications or salves, bed rest, fluid intake, or exercise.) under  the  supervision of the  health care 

provider.  The in-person treatment visit must take place within seven days of the first day of incapacity. *  

 

NOTE: As the accepted practice of the County, the leave process is triggered by an absence of 40 hours or 

more. While the Absence Plus Treatment scenario is FMLA qualified and only three days in duration, the 

County practice of using 40+ hours as a benchmark to start the LOA process will continue to be followed. 

However; there may be cases in which an employee will qualify for FMLA under Absence Plus Treatment 

with out meeting the 40+ hours as stated in the personnel rule. In these cases, FMLA should be designated 

to comply with the Act. 
 

__ Pregnancy  

 Any period of incapacity due to pregnancy, or for prenatal care.   

 

__ Chronic Conditions Requiring Treatments 

 A chronic condition which:  

  (a) Requires periodic visits (defined as at least twice a year) for treatment by a health care provider, or by a 

nurse; 

  (b) Continues over an extended period of time (including recurring episodes of a single underlying 

condition); and  

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

 

__ Permanent/Long-term Conditions Requiring Supervision 

A period of incapacity which 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 by, a health care provider. Examples include Alzheimer’s, a severe stroke, or the 

terminal stages of a disease.  

 

__ Multiple Treatments (Non-Chronic Conditions) 

Any period of absence to receive multiple treatments (including any period of recovery there from) by a health 

care provider or by a provider of healthcare 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 likely result in a 

period of incapacity of more than three full consecutive calendar days in the absence of medical intervention 

or treatment, such as cancer (chemotherapy, radiation, etc.), severe arthritis (physical therapy), kidney disease 

(dialysis).  

 


