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Leave of Absence (LOA) Request
Use this form to request a leave of absence when you are not eligible for FMLA or WI-FMLA or 
the reason for the leave does not fall under FMLA or WI-FMLA protection.

Leave of absences (LOA) are granted with the understanding that upon expiration the employee is entitled to return to his/her position or one of like nature for which the employee is qualified. If the LOA is medically related please provide medical documentation with your request.



 FORMCHECKBOX 
 Faculty

 FORMCHECKBOX 
 Academic Staff        

   FORMCHECKBOX 
 University Staff
	Employee Name:      
	Person ID:      

	Department:      
	Current email:      

	Address while on LOA:      

	Home Phone:      
	Work Phone:      

	Supervisor:      
	Supervisor Email:      


 FORMCHECKBOX 
 LOA With Pay     

 FORMCHECKBOX 
 LOA Without Pay

 FORMCHECKBOX 
 LOA With and Without Pay

	Leave Duration and Type

	Anticipated Begin Date: 
	Scheduled Return Date: 

	Leave is expected to be (select the most appropriate box):

 FORMCHECKBOX 
 For a continuous block of time (several continuous days, weeks or months off work)

 FORMCHECKBOX 
 For a reduced work schedule (change in work schedule needed – fewer hours per day or fewer hours per week)

 FORMCHECKBOX 
 On an intermittent basis (periodic time off that is not usually expected to be the same days or time off from week to week; 
       examples may be time off for flare-ups of a medical condition and/or for ongoing medical treatment/appointments)

If intermittent or reduced-leave schedule, provide proposed leave schedule or expected time off in hours/days per week/month:

     


	Reason for Leave

	Reason for Leave:
 FORMCHECKBOX 
 Medical*

 FORMCHECKBOX 
 Educational

 FORMCHECKBOX 
 Exceptional Personal Reasons



 FORMCHECKBOX 
 Maternity, Paternity, or Adoption:   Anticipated Delivery/Adoption Date:      



 FORMCHECKBOX 
 Filling another UW Position:   Position Title: 
     






            Department:
     






            Campus: 

     



 FORMCHECKBOX 
 Other:        
*If the reason is medically related, attach a physician’s certification of the medical necessity.

	Explanation for Leave:      


	Substitution of Paid Leave:

	 FORMCHECKBOX 
 Leave Without Pay Only

	Order of Use 

Indicate total number hours/days and/or order in which wish leave type to be used

	 FORMCHECKBOX 
 COVID Leave (if applicable)
	     

	 FORMCHECKBOX 
 Sick Leave
	     

	 FORMCHECKBOX 
 Vacation (includes carryover)
	     

	 FORMCHECKBOX 
 Personal Holiday
	     

	 FORMCHECKBOX 
 Floating Legal Holiday
	     

	 FORMCHECKBOX 
 ALRA/Banked Leave
	     

	 FORMCHECKBOX 
 Legal Holiday (observed days)
	     

	 FORMCHECKBOX 
 Unpaid Leave (leave without pay)
	     


	Employee Signature

	I hereby apply for a leave of absence (LOA) with/without/both pay for the purpose indicated above. I understand that if I fail to report for work on or before the scheduled return date indicated above or fail to contact my supervisor regarding my absence from work beyond such scheduled date of return, the employer may take disciplinary action against me, which may include termination for cause effective the date the LOA expired. I also understand that if I fail to return to work or contact my supervisor for a minimum of five (5) consecutive working days following the end of my LOA, my appointing authority shall consider that I have abandoned my position and may discipline me or treat me as having resigned my position.

I authorize the appointing authority to obtain any necessary information regarding my request, including, but not limited to, a “Certification by Physician or Practitioner.”

I understand my responsibilities listed below:

1. Complete absences/timesheets as appropriate prior to your leave. 

2. Meet with Human Resources prior to your leave regarding prepayment of insurance premiums. Keep in mind- if on an unpaid leave of absence, the employer contribution to your health insurance only extends 3 months. After those 3 months, you will be responsible for the full share rate unless you decide to lapse your health insurance coverage.

3. Contact your supervisor and Human Resources when you return to work or the dates of your leave change.

4. If the leave is for your own serious medical condition, you are required to obtain and present certification to Human Resources from your physician or practitioner that states you are able to  return to work with or without any restrictions.

	Signature of Employee: 


	Date:




	Request for Extension

	From: 

   
 to 


   ( Approval 
( Denial and Reason:




	Supervisor Signature – Action Recommended by Unit Supervisor

	( Approval 
( Denial and Reason:

	Signature of Supervisor: 


	Date:




	Dean/Division Supervisor – 

	( Approval 
( Denial and Reason:

	Signature of Supervisor: 


	Date:




	Assistant/Vice Chancellor – 

	( Approval 
( Denial and Reason:

	Signature of A/VC: 


	Date:




	Human Resources Signature – 

	( Approval Granted
( Denial and Reason: 

	Signature of Human Resources: 


	Date:
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