West Baton Rouge Parish School Board

David Corona, Superintendent

3761 Rosedale Road

Port Allen, LA  70767

Phone (225) 343-8309 * *  Fax (225) 387-2101

APPLICATION FOR LEAVE DUE TO PREGNANCY

NAME  _______________________

_______________   DATE  ___

_____________________

SCHOOL  __________

___________________  SUBJECT/GRADE  _____________

________

DATES OF LEAVE  (Due To Pregnancy)**
Indicate the approximate or exact dates that you plan to be on leave from your present position.

Approximate Date of Departure  ________
___________   * Exact Date of Departure  _____
_______________
Approximate Date of Return       _______________
____   * Exact Date of Return  ____
___________________
*Notify Department of Human Resources as soon as possible when a decision is made of your exact date of departure so that  

  a suitable replacement can be assigned to your position.

REQUEST FOR SICK LEAVE AND/OR EXTENDED SICK LEAVE (Check A, B, or C)

A.
_____
I would like to use all of my accumulated sick leave and/or extended sick leave during my absence  

(during the 12-week period of my disability) .**  Time taken beyond 12 weeks will be Family and Medical 



Leave which is leave without pay.


**MUST COMPLETE APPLICATION FOR EXTENDED SICK LEAVE (Attached)

B.
_____
I would like to use only ________ days of sick leave during my absence, reserving the remainder of my 


sick leave for use at a later date.**


C.
_____
I do not wish to use any sick leave during my absence.

**DOCTOR'S CERTIFICATE MUST SUPPORT THE DATES USED FOR LEAVE.

REQUEST FOR MATERNITY LEAVE (WITHOUT PAY)  (Check A, B, or C)

A.
_____
After all accumulated sick leave is exhausted, I would like to request a maternity leave (without pay) until I 
 
am able to return to work.

B.
_____
After I have used ________ days of sick leave, I would like to request a maternity leave (without pay) until I
am able to return to work.

C.
_____
I would like to request only a maternity leave (without pay) during the dates listed above.

_________________________________________
                    _____________________________________
Signature of Employee



      

   Social Security Number

West Baton Rouge Parish School Board
David Corona, Superintendent

3761 Rosedale Road

Port Allen, LA  70767

Phone (225) 343-8309 * *  Fax (225) 387-2101
REQUEST FOR SICK LEAVE AND/OR EXTENDED SICK LEAVE

MEDICAL CERTIFICATION FORM - EMPLOYEE AS PATIENT

TO BE COMPLETED BY EMPLOYEE:

EMPLOYEE NAME: ___________________________________________   SSN:  ________________________________________
SCHOOL:  __________________________________________________  DATE:  ________________________________________ 

ESTIMATED NUMBER OF SICK DAYS REQUESTED TO BE USED:  __________  BEGIN:  _____________________________
ESTIMATED NUMBER OF DAYS REQUESTED TO USE EXTENDED SICK LEAVE:  __________________________________
TO BE COMPLETED BY LICENSED PHYSICIAN:

Please state the condition which keeps the employee from performing the essential functions of his/her job description. 
As a licensed physician, please state HOW this condition limits the employee from performing the essential function of his/her job description.


Describe the regimen of treatment to be prescribed indicating the number of visits, general nature and duration of treatment to include referrals to other health care providers.

Is it medically necessary for the employee to be absent from work?    FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO

Beginning Date:  ____________________     Ending Date:  ____________________

Any additional comments:  __________________________________________________________________________________________

__________________________________________________________________________________________
ORIGINAL SIGNATURES ONLY:

EMPLOYEE'S SIGNATURE:  ______________________________________    DATE  _________________________
I HEREBY SIGN THIS SWORN STATEMENT THAT THE INFORMATION PROVIDED ABOVE IS TRUE AND CORRECT, SUBJECT TO THE PROVISIONS OF LOUISIANA REVISED STATUTE 14:125.

PHYSICIAN'S NAME:  ____________________________________  TELEPHONE NUMBER:  _____________________
PHYSICIAN'S SIGNATURE:  ______________________________________    DATE  _________________________
PLEASE RETURN COMPLETED AND SIGNED MEDICAL CERTIFICATE TO:  DEPARTMENT OF HUMAN RESOURCES
