
FAYETTE COUNTY PUBLIC SCHOOLS 
 

450 Park Place, Lexington KY 40511 
Phone: 859-381-4118  Fax: 859-281-0108 

 
                                                                                                                                                                                                                      

EMPLOYEE APPLICATION FOR FAMILY MEDICAL LEAVE ACT (FMLA) 
 
Employee Name: __________________________________________________________________ 
 
Employee Number: ________________________ 
 
Work Location: __________________________________________________               Position: _______________________________   
 
Home Street Address: ________________________________________________________________________________________ 
 
           City, State and Zip Code: _______________________________________________________________________________ 
 
Home Phone: (______)________________                                                                         Work Phone: (_______)___________________ 
 
Purpose of Family Leave: ___________________________________________________________________________________ 
 
                                              ___________________________________________________________________________________  
       
Anticipated duration of leave from ________________________ to _________________________  
 

APPLICATION WITH SUPPORTING CERTIFICATION MUST BE SUBMITTED WITHIN 15 DAYS                                        
 

In requesting family leave, I certify that all information on this application is true and that I will abide by the regulations governing family leave. 
 
____________________________________________________________                                                                     _______________ 
 Employee Signature                                                                                                                                                                    Date 

 
OFFICE USE ONLY 

 
FMLA DESIGNATION NOTICE 

    Date: _________________________    
 
Your request for Leave under the FMLA was received on ______________________ and has been reviewed. 
 
  _____ Your FMLA leave request has been approved.  The FMLA requires you notify us as soon as practicable if dates of scheduled leave change   
              or are extended.  Based on information you provided we are providing the following information about the amount of time that will be  
              counted against your leave entitlement. 
 
_____ Because the leave you need will be intermittent, we cannot provide the amount of time that will be counted against your FMLA entitlement. 
            You have the right to ask for this information once in a 30 day period if leave was taken during the 30 day period.                                       
 
Dates of approved leave: ______________________________________ 
 
Number of FMLA days to be used: __________________ 
 

* * * * * * * * * * * * * * * * * * * * * * * * * *  
_____ Additional information is needed to determine if your FMLA leave request can be approved. You must provide the following information 
            or certification no later than ______________________.  Additional information needed: ________________________________________ 
 
            __________________________________________________________________________________________________________________ 
 

* * * * * * * * * * * * * * * * * * * * * * * * * * 
_____ Your FMLA Leave request is NOT Approved. 
_____ The FMLA does not apply to your leave request. 
_____ You have exhausted your FMLA leave entitlement in the applicable 12 month period                                                                          Revised 12/2020 
 
[EMAILED SCHOOL:_______SPREADSHEET:_________SCANNED___________EMAILED EMPLOYEE APPROVAL_________Delay Del. Date________] 


