Dutchess County
Department of
Human Resources

UNPAID LEAVE OF ABSENCE
REQUEST AND APPROVAL AUTHORIZATION

TO BE COMPLETED BY EMPLOYEE
This form is for an Unpaid Leave of Absence Request. Complete this form if you are not using leave accruals and will not be
receiving a paycheck directly from Dutchess County payroll.

NOTE: FMLA will be applied to your leave where applicable. Your insurance premium payment (contributory or full rate) will
depend on whether the unpaid leave is protected by FMLA or another benefit pursuant to the applicable collective bargaining
agreement or law.

Name Department
Leave Duration | FROM: TO:
Requested

During my unpaid leave of absence (select one):

L1 | wish to remain covered by the selected insurance plan(s):
[ Health [ Dental [ Optical [ All
By electing to remain covered by these insurances, I understand and agree to the following:

e | am responsible for the payment of any applicable insurance premium costs.

e | will be billed while on unpaid leave for any premiums not able to be deducted from my paycheck and | will
remit the applicable premium payments to Risk Management or COBRA (ABG).

e Payments must be made for the full amount of the invoice; partial payments will not be accepted.

e Payments will be applied to the oldest invoice first.

e If I miss two (2) payments for contributory insurance, | will be moved retroactively to COBRA, resulting in a loss
of coverage for any time period for which the premium was not paid.

e If | have any unpaid balance upon my return to work, those arrears will be recouped from my first full paycheck.

(initial)

I do not wish to remain covered by any insurance plan(s)
e If my insurance coverage lapses, if/when | reapply for coverage | will be subject to a waiting period.
(initial)

| have read and understand the terms and conditions of this unpaid leave of absence under the applicable collective bargaining
agreement and understand an unpaid leave will result in an adjusted benefit date and may impact my benefits and/or terms and
conditions of employment. If this leave is due to a non-work related injury or iliness, these absences, as well as any absences
covered by leave accruals, will count toward Civil Service Law Section 73 and after a continuous absence of one year, | may be
terminated from my position, but would retain certain reinstatement rights upon the termination of my disability, if | separate under
this section of law.

(Employee Signature) (Date)

TO BE COMPLETED BY EMPLOYEE’S DEPARTMENT HEAD
DATE: [0 Approved ] Disapproved
Reason for Disapproval (Required)

Department Head Signature

ROUTING: Human Resources — Original Employee’s Department Employee
Finance Department Office of Risk Management Updated May 2026
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