NCADD-New Jersey

Maternity Leave Approval Request Form


I, __________________________would like to request approval for Maternity Leave for the 


Employee Name

following dates (tentatively), ____________________to __________________________.

NCADD-NJ supplements State weekly benefit payments to the level of the employee’s regular weekly wage for a period of up to 10 weeks (if the leave falls under FMLA). Total leave of up to 12 weeks (FMLA) will be granted to eligible employees, with such leave to commence at the start of the disability insurance period (generally four-weeks pre-birth).  Under NJ State leave (NJFLA), you may be entitled to 12 weeks per 24-month period starting the day you are no longer disabled, due to the pregnancy and birth, running concurrently with FMLA. 
 If an employee does not return to work as stated in this written request for maternity leave and there is no medical reason, their position will be considered voluntarily vacated.  In addition, they will have to reimburse the agency for time and the cost of any agency paid benefits used during the leave.

Any changes to the time frames stated in this request must be made in writing and submitted to the employee’s supervisor(s) and program director for approval and to the agency Human Resources Manager for record keeping purposes.

I have read, understand, and agree to the above terms and conditions.

____________________________________

________________________________


Employee Signature




Date

Maternity Leave approved by:

____________________________________

_________________________________

Supervisor Signature




Program Director Signature

Received by:

___________________________________


_________________________________

Human Resources Manager Signature


Date Received



2015


