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Military Family Leave 
Qualifying Exigency Leave 

Employee Checklist 
 

ALL TASKS ARE REQUIRED: 
 

  Request time off work.  Follow your department’s normal request procedures to request leave. Provide as much advance notice of the need 
for leave as possible.  If at least 30 days advance notice is not possible, you are required to request leave as soon as you know you will need to 
be away from work.  If the need for leave is because of an emergency, you must provide notification as required by your department.  
You are required to notify your manager before leaving the workplace. 

 
Request for Leave of Absence (LOA) or Modified Work Schedule Form    
The following items MUST be included on the form in order for HR to process your request for leave: 
 

  Indicate a start date and end date for all leave requests (If dates unknown, please provide estimates. “Indefinite” dates or 
“leave as needed” are not acceptable dates and cannot be approved). 

 
  Identify type of leave being requested (LOA - full or intermittent or a reduced or modified work schedule)  

 
  Identify reason for request (i.e., personal health condition, pregnancy or parental leave)  

 
  Obtain manager’s signature (this acknowledges his/her receipt of your request for LOA or intermittent, reduced or modified work 
schedule) 

 
  Distribute copies of your signed and completed Request for LOA or Modified Work Schedule form to: 

 
   Manager 

 
   Human Resources (original copy) 

 
   Department Payroll Coordinator  

 
   Self 

 
Certification of Qualifying Exigency for Military Family Leave Form 
  

  Complete employee information on Part 1 of the form and upper right corner of each page of the form 
 

  Provide documentation supporting the need for leave due to Qualifying Exigency (i.e., military member’s active duty orders; 
documentation from the military certifying that the covered military member is on active duty, or has been notified of an impending call to 
duty) 

 
  Return the completed form and necessary attachments directly to HR (the confidential information on this form should not be shared 
with your manager) 

 
Make Additional Arrangements for Your Leave of Absence (if applicable) 
 

  Contact your department time keeper/manager to discuss use of benefit time during your leave (i.e., vacation, holiday,  sick leave, 
compensatory time, and leave without pay) 

 
  Contact UW Benefits Office to discuss your health care coverage and/or new dependent information at 206-543-2800  

 
  Contact Commuter Services to discontinue parking deductions while on leave: 206-744-3254 (HMC) or 206-221-3701 (UWMC) 

 
Return, scan or fax forms directly to your HR Office: 

 
  Harborview Medical Center  

Human Resources Operations Office 
325 Ninth Avenue 
Box 359715 
Seattle, WA 98104 
Phone: (206) 744-9220   Fax: (206) 744-9955 
Or, send scan to: HMCFMLA@uw.edu 
 

  UW Medical Center 
Human Resources Operations Office 
1959 NE Pacific 
Room BB150, Box 356054 
Seattle, WA 98195 
Phone: (206) 598-6116 Fax: (206) 598-4610 
Or, send scan to: UWMCFMLA@uw.edu 
 

We cannot grant final approval of your leave request without these completed forms. 
Incomplete forms may delay approval process. 
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REQUEST FOR LEAVE OF ABSENCE OR MODIFIED WORK SCHEDULE 
FAMILY AND MEDICAL LEAVE 
Personal Medical, Family Medical, Disability, or Parental Leave; or Leave related to a Family Member’s Military Service 

This form is used when an employee is requesting leave (full or intermittent) or a reduced or modified work schedule. Complete the 
portions of this form that are relevant to your request and submit the form to your manager for signature. 

Employee Information 
Full Name (print): Employee ID #: 

Phone:  Email: 

Department Name:  Date: 

**Department Manager Name: 
Supervisor Name  
(if different than Manager):  

Phone:                                    Email: Phone:                                  Email: 

Leave Request Information (Please check box) 
 
Leave Start Date (Required):___________________                              Leave End Date (Required): ___________________ 

I am requesting a:             

 Full Leave of Absence (off work entirely during the dates requested above) 

 Intermittent Leave of Absence - Describe the time you will need off (e.g., absent two times/month during the timeframe 
noted above):_______________________________________________________________________________________ 

 Reduced Work Schedule – Describe the reduction you are requesting (e.g., 100% FTE to 80% FTE during the timeframe 
noted above): 
__________________________________________________________________________________________________ 

 Modified Work Schedule – Describe the work schedule you are requesting (e.g., work M, T, & W versus T, W, Th during 
the timeframe noted above): 
___________________________________________________________________________________________________      

All leave requests, including requests for intermittent leave or reduced/modified work schedules, need to have a start and end 
date.  Health Care Provider documentation will be used to verify the requested dates and schedules (please estimate if unsure). 
 

Reason for Request (Please check box) 
 

 Leave for my own serious health condition, including pregnancy (Requirement: Attached “Certification of Health Care 
Provider” form must be completed in order to verify the need for leave) 
 

 Is leave due to a work-related injury/illness? Yes No  (FMLA time runs concurrently with leave due to on-the-job injury)
 
 

 Leave for a  family member’s serious health condition (Requirement: Attached “Certification of Health Care Provider” 
form must be completed in order to verify the need for leave) 
 

 Relationship of family member ___________________  If Child, child’s age ______________ 
 

       Is leave due to an injury/illness associated with a family member’s military service?           Yes  No 
 
 

 Parental Leave (Requirement: Attached “Certification of Health Care Provider” form must be completed in order to verify the 
need for leave OR If leave is for adoption/foster care, verification from the appropriate agency confirming the date of birth or 
placement is required to verify the need for leave) 
 

       Anticipated date of birth______________         OR            Anticipated date of placement  _________________ 
 
 

 Leave for a family member who is called to active duty (Requirement: Attached “Certification of Qualifying Exigency” form 
must be completed in order to verify the need for leave) 

Request Verification                                                                 Leave Request Receipt by Manager                              
 
 
_________________________________________________ 
Employee Signature        (date) 

 
 
_________________________________________________ 
**Department Manager Signature                    (date) 

 

**REQUIRED: Department Manager must sign this request prior to sending it to Human Resources. 
Approval/denial of this FMLA request will be determined by Human Resources. 



University of Washington 
Certification of Qualifying Exigency for 
Military Family Leave 
Human Resources 

To Employee -  Please Print & Complete on Every Page 
Employee Name: 

Department: 

Employee Phone: 

Employee Email: 
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Please complete Part 1, and arrange for 
your health care provider to complete Part 
2. Return the completed form as soon as 
possible, but no later than 15 calendar 
days from the date you receive it. Return 
as indicated in the “Return to” space to 
the right. 

 

Return to: 
     Harborview Medical Center            UW Medical Center 
   Human Resources Operations Office        Human Resources Operations Office 
   325 Ninth Avenue                                  1959 NE Pacific 
   Box:      359715                                    Room BB150, Box 356054 
   Seattle, WA 98104-2499                         Seattle, WA 98195 
   Phone: (206) 744-9220                          Phone: (206) 598-6116 
   Fax: (206) 744-9955                              Fax: (206) 598-4610 
   Or, scan to: HMCFMLA@uw.edu              Or, scan to: UWMCFMLA@uw.edu 

 
 

 
 

 

Supervisor Information – (Please Print) 
Supervisor’s name Supervisor’s title Supervisor’s phone Supervisor’s email 

Military Member Information 
Name of covered military member on active duty or called to active duty status Period of member’s active duty 

From (date)______________to (date)______________ 

Military member’s relationship to you  

Parent  Child  Spouse Domestic Partner Brother/Sister Grandchild  Grandparent 

Is this a “step” relationship (e.g., step parent, step brother, etc.)?: No Yes 

Certification to support a request for FMLA leave due to a qualifying exigency must include written documentation 
confirming a covered military member’s active duty or call to active duty status.  Please check one of the following: 

 A copy of the covered military member’s active duty orders is attached. 

 
Other documentation from the military certifying that the covered military member is on active duty (or has been notified of an impending call to 

active duty) is attached. 

 
I have previously provided my employer with sufficient written documentation confirming the covered military member’s active duty or call to 

active duty status. 

Qualifying Reason for Leave 
Describe the  situation (“qualifying exigency” ) that makes it necessary for you to request leave: 

Certification to support a request for FMLA leave due to a qualifying exigency includes any available written documentation which supports the need for 
leave. The documentation may include such documents as a copy of a meeting announcement for informational briefings sponsored by the military, a 
document confirming an appointment with a counselor or school official, a copy of a bill for services for the handling of legal or financial affairs, or other 
similar documentation.  Available written documentation supporting this request for leave is attached.  

Yes   No    None Available 
 



University of Washington 
Certification of Qualifying Exigency for 
Military Family Leave 
Human Resources 

To Employee -  Please Print & Complete on Every Page 
Employee Name: 

Department: 

Employee Phone: 

Employee Email: 

 
 

 
2 

Rev. 6/23/11 

If you are requesting leave to meet with a third party, please provide the information requested below. If you are meeting with multiple persons/entities, 
please copy this form and complete this section for each person/entity with whom you meet. (Examples of qualifying meetings include those to: arrange 
for childcare, attend counseling, attend meetings with school or childcare providers, make financial or legal arrangements, act as the covered military 
member’s representative before a federal, state, or local agency to obtain, arrange for, or appeal denial of military service benefits, or to attend any 
event sponsored by the military or military service organizations). 

Name of individual Telephone Fax Email 

Position title Organization Address 

Describe nature of meeting 

Amount of Leave Needed 
The situation that requires I take leave  began on 
approximately (date): 

Probable duration of situation 

From (date) ____________to (date) ______________ 

Will you need to be absent from work for a single continuous period of time due to the qualifying exigency?  No   Yes   

If yes, estimate the beginning and ending dates for the period of absence:    from _____________ to ______________ 

Will you need to be absent from work intermittently to address this situation?  No   Yes 

If yes, estimate schedule of leave, including the dates of any scheduled meetings or appointments:  

Estimate the frequency and duration of each appointment, meeting, or leave event, including any travel time (i.e., one deployment-related meeting 

every month lasting 4 hours) 

Frequency:  _____  times per  ______  week(s)  -or-    _____ month(s)   

Duration:  _____ hours or  _____  day(s) per event 

Signature 

 

Employee Signature  ________________________________________________________________   Date_______________________________ 
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Family and Medical Leave Act (FMLA) Information (Continued) 
 

Returning to Work 
If you return to work prior to your expected return date, you must provide Human Resources with a certification from your health care 
provider that you are released to return to work.  On a job-protected leave you are guaranteed an equivalent job, but not necessarily the 
same job, if you return within the maximum 12 work weeks of leave.  Equivalent means the same status, grade and benefits as the job 
you held at the beginning of your leave.  If your position was eliminated during your leave, you may be separated from the University in 
accordance with the guidelines in effect for such situations at the time of your return to work. 

 

Pregnancy Disability, Parental Leave and FMLA 
 Birth Mother: You are entitled to pregnancy disability leave with a job guarantee for the period of time that you are sick or temporarily 
disabled in connection with pregnancy or childbirth. Family and Medical Leave starts on the same day that disability leave begins, and 
runs for up to 12 weeks.  Parental leave is in addition to any pregnancy disability leave taken.  You are eligible for pregnancy disability 
leave and parental leave regardless of your eligibility under FMLA. 
 Non-Birthing Parent and Adoptive Parent: Family and Medical Leave and parental leave run concurrently. This leave must be taken in 
one consecutive time period within 12 months of the birth, adoption/placement of a child. You are eligible for parental leave regardless of 
your eligibility under FMLA. 
 
 

Definition of a Serious Health Condition 
 

Cause of absence defined as: Example: 
Inpatient Care 
•  Inpatient care; or 
•  Any subsequent treatment related to inpatient care; or 
•  Any period of incapacity* from a condition requiring inpatient care or    
   recovery from such a condition. 
 

 
• Overnight hospital stay 
•  Post-surgery exam 
•  Post-surgery recovery 
 

Absence Plus Treatment 
•  Incapacitated* for more than 3 days (including weekends). 
•  2 or more treatments by a health care provider; or 
•  1 or more treatment(s) followed by regimen of continuing treatment  
   supervised by a health care provider. 
 

 
•  Health care provider exams to determine &  
   evaluate condition 
•  Health care provider exam plus antibiotics 

Prenatal/Pregnancy 
•  Any period of incapacity* due to pregnancy or for prenatal care. 
 

 
•  Prenatal visits, morning sickness 
 

Chronic or Long-Term or Multiple Treatment Conditions 
•  Incapacitated* for more or less than 3 days. 
•  Periodic treatments over  a period of time for a condition that may cause  
   episodic incapacity.* 
•  Incapacity* due to a condition for which treatment may not be effective that  
   requires continued supervision by a health care provider. 
•  Absences to receive treatments for post-injury restorative surgery or any  
   condition that, if left untreated, could lead to incapacity* of more than 3 days. 
 

 
 
•  Health care provider appt. for asthma, diabetes,  
   epilepsy 
•  Absence due to Alzheimer’s, severe stroke,  
   terminal illness 
•  Cancer treatments, kidney dialysis 

* Incapacity: Inability to work, attend school or perform other regular daily activities. 
 
 
 
 
 

Where Can I Get Additional Information? 
If you have questions, please consult the following resources: 
• HR Operations - HMC  .......................................... (206) 744-9220 
• HR Operations - UWMC  ...................................... (206) 598-6116 
• Benefits Office ....................................................... (206) 543-2800  
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