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Governing policies:  II—2.25 Policy on Parental Leave and other Family Supports for Faculty 
       VII—7.49 Policy on Parental Leave and other Family Supports for Staff 
 
PART I:   To be completed by Employee 
 

Name of employee: ____________________________________________________    Employee ID#: ____________________________ 
 
Years of service at UMB: ____________   Job Title: ___________________________   Department/School: ________________________ 
 
Date applied for FMLA (Required): _______________   Date leave is to begin: _______________   Return to work date: ______________    
 
Supervisor’s name: ___________________________________  Payroll Representative’s name: _________________________________ 
 

Is leave for:   □Newborn:  Expected delivery date: ___________________ or Actual delivery date: ___________________ 
□Adoption finalization date: ___________________ □Foster care effective date: ___________________ Child’s DOB: ____________ 
 

Do both parents work for University of Maryland, Baltimore? □Yes   □No; If yes, please provide the following information:  
 
Name of Other parent: __________________________________   Department: ___________________________________________ 
 

□ I would like to use sick leave hours in lieu of annual leave hours.  The sick leave substitution must be equivalent to the annual 
leave required by policy. 

 
Part II:   To be completed by Department or Payroll Representative 
 

  Date accrued and/or approved leave will be exhausted (annual, personal, holiday): _____________ 
 

  Does the employee have any outstanding timesheets?  □ Yes    □ No 
 

  Has employee previously been granted Parental Leave?  □ Yes    □ No; if so, Date: ______________ Number of Hours: __________ 

 
  Hours to be used:  _____      _____      _____      _____      _____   ______                        
                               Annual    Sick            Personal      Holiday      Total Hrs. of Parental Leave Req’d to achieve 12 wks. of Parental Leave
                                  
Part III: To be completed and signed by supervisor  
      

Has employee: YES NO 
Performed at a level of “meets standards” or better in the last 6 months?   
Attained a satisfactory record of sick leave usage?   
 

__________________________________________   ____________________________________   _________________      
Supervisor: Signature                    Name         Date 

 
Part IV:  
□Approved    □Denied* _____________________________________   _______________________________   _______________    
             Dean/Department Head: Signature   Name (Print)             Date 

 

□Approved    □Denied _____________________________________   _______________________________   _______________    
             AVP of OAA/Director of HRS:      Name (Print)                         Date 

 
*Written justification must be submitted if request is denied 
SUBMIT FORM TO:  Employee Labor Relations     Fax: (410) 706-0169     E-mail: leaveforms@umaryland.edu 

  PARENTAL LEAVE      □Faculty 
 REQUEST FORM       □Staff 

I affirm that the information provided on this form is accurate and truthful.  I further affirm that I am serving as the child’s primary 
caregiver, responsible for feeding, bathing, medical appointments, and all other related care. I understand that willful falsification of 
information contained in this statement can result in employment related action being taken against me as an active employee. 
 
____________________________________________________                                   ___________________ 
               Employee’s Signature                                            Date 
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