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PARENTAL LEAVE REQUEST FORM
	EMPLOYEE SECTION

	EMPLOYEE FULL NAME   (PRINT or TYPE)
	EMPLOYEE’S SUPERVISOR
	LAST 4 DIGITS OF SSN

	     
	     
	     

	DIVISION
	SECTION
	BUREAU

	     
	     
	     

	REASON FOR LEAVE

	   Childbirth -  Estimated Delivery Date:     /    /      (MM/DD/YYYY)

	   Adoption  -  Estimated Placement Date (If Known):     /    /      (MM/DD/YYYY)

	                                 Private Agency       Children’s Division       Overseas     

                                 Other (Explain):
          


	CAREGIVER STATUS

	  Primary :  
DELTA Codes:

LWPP or LWPPF    
	A Department employee who is a parent and who has primary responsibility for the personal care and attention of the employee’s child(ren) following the birth or adoption.  (Six weeks of paid leave)   

Anticipated Start Date:     /    /                             Anticipated End Date:     /    /      

                                     (MM/DD/YYYY)                                                         (MM/DD/YYYY)

	  Secondary : 
DELTA Codes:

LWPS or LWPSF     
	A Department employee who is a parent, who supports the primary caregiver, and has secondary responsibility for the personal care and attention of the employee’s child(ren) following the birth or adoption.  (Three weeks of paid leave)

Anticipated Start Date:     /    /                Anticipated End Date:     /    /      
                                      (MM/DD/YYYY)                                             (MM/DD/YYYY)



	STATE EMPLOYEE INFORMATION

	The other parent of the child(ren) is employed by the State of Missouri:      Yes        No

	 If Yes, Name of State Employee: 

     
 State Agency:

      
 

	EMPLOYEE ACKNOWLEGEMENT AND ATTESTATION

	By my signature below, I understand that supporting documentation of the birth or adoption of my child(ren) may be requested by the Department of Health and Senior Services, and I agree to provide such information upon request. I also acknowledge that the Department of Health and Senior Services may contact other agencies regarding this leave request, and share Parental Leave information with other state agencies upon request. I approve the Department of Health and Senior Services seeking information and releasing information regarding this request.



	Employee Signature
	Date (MM/DD/YYYY)



	
	


Routing: Immediate Supervisor to Human Resources.

Retention: Copy will be maintained in Employee’s Official Medical File in Human Resources.
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