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LEAVE OF ABSENCE NOTICE
For UCOP Employees
Instructions:

· HR Administrator/SRCT completes sections 1-5 and faxes form to the UCOP BRC/Payroll.  This form must be sent to BRC/Payroll for every leave of absence
     FAX: 510-287-3840
· BRC/Payroll Representative completes the entry update in PPS and for leave of absence WITHOUT  PAY immediately faxes the form to the UCLA Benefits/Payroll Office
FAX: 310-794-0835 (this number is only for the use of the BRC/Payroll team) 
· Once received, the UCLA Benefits/Payroll Office sends a letter with instructions for direct payment of insurance premiums to the employee’s home address as provided below.  Any delay in this process may result in the employee loosing benefits coverage.

If this is an FMLA protected leave the required FMLA paperwork must also be completed.
	Section 1 - Personal Information

	Employee Name:      

	Employee ID #:     


	Home Department Name:     

	Home Department #:     

	Employee’s home address:      
	Employee’s phone #:     

	Is employee normally scheduled to work a full 12 months each year?      FORMCHECKBOX 
  yes          FORMCHECKBOX 
  no     

If no, give periods of employment:  

From       to      
	Before this leave of absence, was employee working:

                FORMCHECKBOX 
  full-time           FORMCHECKBOX 
 part-time 

If part-time, was the reduction due to disability?  

                FORMCHECKBOX 
  yes                    FORMCHECKBOX 
  no     


	Section 2 – Indicate Type of Leave (this list is not all inclusive)

	 
	Attach Copy of:

	Check One
	
	FMLA Letter
	Job Description

	 FORMCHECKBOX 

	Employee Disability Leave without pay
	Yes
	Yes-Required

	 FORMCHECKBOX 

	Pregnancy Disability Leave without pay
	Yes
	Yes-Required

	 FORMCHECKBOX 

	Personal Leave without pay
	No
	No

	
	
	
	

	 FORMCHECKBOX 

	Furlough
	No
	No

	 FORMCHECKBOX 

	Temporary Layoff
	No
	No

	
	
	
	

	 FORMCHECKBOX 

	Military Leave 
	No
	No

	 FORMCHECKBOX 

	Other Leave without pay       (indicate type)
	
	

	 FORMCHECKBOX 

	Work Incurred Injury - Workers’ Compensation

Last Day of 80% Extended Sick Leave:      
	Yes
	Yes-Required
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	Section 3 – Leave of Absence Dates

	1.
	Last Day Actively at Work:   

Number of hours worked: 
	Date: (month/day/year)

                 
                 

	2.
	Did employee receive ANY pay AFTER last day worked (#1 above)?      FORMCHECKBOX 
  yes*          FORMCHECKBOX 
  no 

*If yes, indicate type and dates here:  

 FORMCHECKBOX 
  Sick

 FORMCHECKBOX 
  Vacation

 FORMCHECKBOX 
  Comp Time


	From       thru     
From       thru     
From       thru     

	3.
	Last Day on Pay Status:
	                 

	4.
	Leave of Absence Without Pay Begin Date 
	     

	5.
	Anticipated Return to Work/Pay-Status Date
	     

	6.
	Separation Date, if applicable
	     


	Section 4 – FMLA Information

	1.
	Is any portion of this leave an approved FMLA?
	 FORMCHECKBOX 
   yes         FORMCHECKBOX 
   no

	2.
	If yes, provide FMLA dates for this leave of absence: 

     
	First day of FMLA leave:      
First day of FMLA leave w/o pay:      
(this date will be equal to or later than Section 3.4 above)

Last day of FMLA leave:      


	Section 5 - University Contribution Indicator 

	This Section IS REQUIRED for FMLA, Disability, Furlough or Temporary Layoffs so that University Contributions toward medical, dental and vision, if applicable, will be provided in accordance with policy and charged to the appropriate department. 

	Benefit Account(s) to be Charged While Employee is on Leave Without Pay

Up to three benefit accounts may be charged while an employee is on leave.  Charges will be prorated based on percent entered in last column.  If only one account is to be charged, only complete the top line and enter 100%.

	Location Code
	Account
	CC
	Fund
	Project
	Percent

	4
	     
	     
	     
	     
	     

	4
	     
	     
	     
	     
	     

	4
	     
	     
	     
	     
	     


	Section 6 – EDB Certification & Authorization

	I certify this leave has been approved and recorded on-line in the EDB System:

	Comments:



	Authorized EDB Preparer:      

	Department Name:      

	Phone #:      

	Department Mail Code:      

	Date:      
	Department Fax #:      
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