Quit Claimant Leave of Absence Denied Questionnaire
Section 2
	1
	*What was your last physical day at work? 
	mm/dd/yyyy

	2
	*On what date did you request the leave of absence?
	mm/dd/yyyy

	3
	*To whom did you make your request?  Name(s)/Title(s).

	
	<text area>



	4
	*For what period of time did you request a leave of absence?
	Start date:  mm/dd/yyyy

End date:  mm/dd/yyyy   o  Indefinitely

	5
	*Why was your request denied?  Be specific.

	
	<text area>



	6
	*Select one statement below, and provide the requested details:

	7
	 My request for a leave of absence was due to my own health or physical condition or the health or physical condition of an immediate family member.

	
	7a
	Whose health or mental or physical condition affected your ability to work?
	o Mine  
o Family Member:  

    -  Name:__________________ 
    -  Relationship:_____________

	
	7b
	How did this reason affect your ability to work?  Be specific.

	
	
	<text area>



	
	7c
	If it was due to your physical or mental condition, could you have done other work if the employer had other work available?

	
	7d
	Did you provide your employer with documentation from your or your family member’s health care provider?
	o Yes   o No

	
	
	-
	If yes, what was stated on the documentation?

	
	
	
	<text area>



	
	
	-
	If no, why not?

	
	
	
	<text area>



	8
	 My request for a leave of absence was NOT health or physical condition related.

	
	8a
	What was your reason for requesting a leave of absence?

	
	
	<text area>



	
	8b
	How did this reason have an effect on your ability to work?  Be specific.

	
	
	<text area>



	9
	*Did you make any other attempts to resolve the situation before leaving?
	o Yes   o No

	
	9a
	If yes, what was the outcome(s)?

	
	
	<text area>



	
	9b
	If no, why not?

	
	
	<text area>



	10
	*Did you employer offer any solutions or reasonable accommodations to assist you in resolving your situation?
	o Yes   o No

	
	10a
	If yes, what was the outcome(s)?

	
	
	<text area>



	11
	*Is your reason for requesting a leave of absence related to a disabling condition of yourself or an immediate family member for which you care for?
	o Yes   o No

	
	11a
	If no, are you currently unable to able to work the same number of hours or schedule that you previously worked?
	o Yes   o No

	
	
	If yes:

	
	
	-
	How many hours can you work?

	
	
	
	<text area>



	
	
	-
	What schedule or shift can you work?

	
	
	
	<text area>



	
	
	-
	When will you be able to resume your previous work hours or schedule?
	mm/dd/yyyy

o Unknown

o Never

	
	
	If no:

	
	
	-
	What circumstances have changed to allow you to work your regular schedule?

	
	
	
	<text area>




