
CITY OF SAINT PAUL REQUEST FOR EMPLOYEE/MEDICAL LEAVE 

(More than Three (3) work days/shifts) 

Employee Name: Employee ID #: 

Division/Department: Shift: Supervisor: 

Date of Request: (Expectation: 30-day notice when foreseeable) 

A. Employee’s own serious health condition that makes the employee unable to perform the functions of

his/her position.

B. In order to care for a family member if such family member has a serious health condition.

Please circle one: CHILD SPOUSE PARENT OTHER: 

C. The birth of a child and in order to care for such child, or the placement of a child for adoption or foster care.

D. A qualifying exigency arising out of the fact that a family member is on active duty or call to active duty

status in support of a contingency operation as a member of the National Guard or Reserves.

Method and Dates of Leave Requested: 

A. Consecutive Leave:  Approximate Start Date:   ____________  __ End Date: _______________________ 

B. Intermittent or Reduced Schedule (Please specify schedule below):

□ Accrued Sick leave* Dates:

• Use up all Sick Leave  or save 5 days of Sick Leave

NOTE: Non-birthing parents may not use sick leave unless providing care to a birthing parent and/or newborn due

to a qualifying health condition. A doctor’s note is required to verify a qualifying health condition.

□ Accrued Vacation* Dates:

• Use up all accrued vacation or save 5 days of vacation 

□ Comp Time Dates:

□ Paid Parental Leave* Start Date: (See City’s Paid Parental Leave Policy) 

□ Short Term Disability? Yes No 

• If using short term disability, it is the employee’s responsibility to contact The Standard and to communicate with

your supervisor and payroll regarding the number of hours of Short term disability you have been approved for. The

Standard is at 1-800-378-2395.

Please return this request form to your supervisor and Human Resources Representative. Extended leave requests will 

be reviewed and responded to based upon applicable policies and laws. Please contact your supervisor and / or Human 

Resources, if you have any questions on a request for extended leave. FMLA policies- for more information on FMLA. 

I understand the City may require I use all accrued paid leave down to 5 days prior to granting unpaid FMLA 
*Payment of accrued and or available leave compensation may be delayed or denied if required medical documentation is not

received by Central HR by the due date on your FMLA designation letter.

Employee Signature Date 

Please forward this form to your Department’s HR Liaison and Payroll Specialist 

I am requesting a Leave of Absence for the following reasons (check one): 

Leave shall begin on the first day the employee is approved to be absent from work, paid or unpaid. 

Request for Compensation during approved leave: 

https://stpaulmn.sharepoint.com/HR/content/Family%20Medical%20Leave%20Act.aspx
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