
FORM DOP-L1 02/08/96

STATE OF WEST VIRGINIA

APPLICATION FOR LEAVE WITH PAY

NAME:

WORK UNIT/SECTION: DIVISION:

I AM MAKING APPLICATION FOR THE FOLLOWING LEAVE:

_______ Hours Annual _______ Hours Sick

_______ Hours Military _______ Hours Sick (Imm. Family)

_______ Hours Witness/Jury Service _______ Hours Sick (Death in Imm. Family)

PERIOD OF LEAVE:

FROM Date:  _____________________________ ___________ A.M. P.M.

TO Date:  _____________________________ ___________ A.M. P.M.

EMPLOYEE SIGNATURE: APPLICATION DATE:

❏ Approved IMMEDIATE SUPERVISOR SIGNATURE:

❏ Disapproved
DATE:

❏ Approved AGENCY-AUTHORIZED SIGNATURE:

❏ Disapproved
DATE:

REMARKS (In addition to any pertinent remarks, please also use this space to note
relationship if using sick leave for a family member’s illness or death):

● A Physician's/Practitioner’s Statement (DOP-L3) is required after 3 consecutive working days of sick
leave.

● Sick leave used for immediate family members is limited to 40 hours per calendar year.

● A maximum of 3 days of sick leave may be used for each occurrence of a death in the employee's
immediate family.

● When witness/jury service leave or military leave is used, you must submit copies of the appropriate
subpoena, summons, or military orders, according to Division of Personnel rules and policies.

FORM DOP-L1 02/08/96

STATE OF WEST VIRGINIA

APPLICATION FOR LEAVE WITH PAY

NAME:

WORK UNIT/SECTION: DIVISION:

I AM MAKING APPLICATION FOR THE FOLLOWING LEAVE:

_______ Hours Annual _______ Hours Sick

_______ Hours Military _______ Hours Sick (Imm. Family)

_______ Hours Witness/Jury Service _______ Hours Sick (Death in Imm. Family)

PERIOD OF LEAVE:

FROM Date:  _____________________________ ___________ A.M. P.M.

TO Date:  _____________________________ ___________ A.M. P.M.

EMPLOYEE SIGNATURE: APPLICATION DATE:

❏ Approved IMMEDIATE SUPERVISOR SIGNATURE:

❏ Disapproved
DATE:

❏ Approved AGENCY-AUTHORIZED SIGNATURE:

❏ Disapproved
DATE:

REMARKS (In addition to any pertinent remarks, please also use this space to note
relationship if using sick leave for a family member’s illness or death):

● A Physician's/Practitioner’s Statement (DOP-L3) is required after 3 consecutive working days of sick
leave.

● Sick leave used for immediate family members is limited to 40 hours per calendar year.

● A maximum of 3 days of sick leave may be used for each occurrence of a death in the employee's
immediate family.

● When witness/jury service leave or military leave is used, you must submit copies of the appropriate
subpoena, summons, or military orders, according to Division of Personnel rules and policies.



FORM DOP-L2 02/08/96

STATE OF WEST VIRGINIA

APPLICATION FOR LEAVE OF ABSENCE WITHOUT PAY

● A Physician's/Practitioner’s Statement (DOP-L3) must be attached when requesting a medical leave
of absence without pay.

● An official order from the appropriate military officer must be attached when requesting a military
leave of absence without pay.

● Do not use this form for requesting a leave of absence without pay under the Federal Family
Medical Leave (FMLA) or State Parental Leave Acts. Instead, use Forms DOP-L4 and DOP-L5.

NAME:

WORK UNIT/SECTION: DIVISION:

I AM MAKING APPLICATION FOR THE FOLLOWING LEAVE OF ABSENCE:

_______ Personal Without Pay _______ Educational Without Pay

_______ Medical Without Pay _______ Military Without Pay

PERIOD OF LEAVE:

FROM Date:  _____________________________ ___________ A.M. P.M.

TO Date:  _____________________________ ___________ A.M. P.M.

REASON (a separate letter may be attached if necessary):

I understand that if I do not return at the expiration of an approved leave of absence, my
employment may be terminated, unless an extension has been approved in advance.

EMPLOYEE SIGNATURE: APPLICATION DATE:

❏ Approved IMMEDIATE SUPERVISOR SIGNATURE:

❏ Disapproved
DATE:

❏ Approved AGENCY-AUTHORIZED SIGNATURE:

❏ Disapproved
DATE:

FORM DOP-L2 02/08/96

STATE OF WEST VIRGINIA

APPLICATION FOR LEAVE OF ABSENCE WITHOUT PAY

● A Physician's/Practitioner’s Statement (DOP-L3) must be attached when requesting a medical leave
of absence without pay.

● An official order from the appropriate military officer must be attached when requesting a military
leave of absence without pay.

● Do not use this form for requesting a leave of absence without pay under the Federal Family
Medical Leave (FMLA) or State Parental Leave Acts. Instead, use Forms DOP-L4 and DOP-L5.

NAME:

WORK UNIT/SECTION: DIVISION:

I AM MAKING APPLICATION FOR THE FOLLOWING LEAVE OF ABSENCE:

_______ Personal Without Pay _______ Educational Without Pay

_______ Medical Without Pay _______ Military Without Pay

PERIOD OF LEAVE:

FROM Date:  _____________________________ ___________ A.M. P.M.

TO Date:  _____________________________ ___________ A.M. P.M.

REASON (a separate letter may be attached if necessary):

I understand that if I do not return at the expiration of an approved leave of absence, my
employment may be terminated, unless an extension has been approved in advance.

EMPLOYEE SIGNATURE: APPLICATION DATE:

❏ Approved IMMEDIATE SUPERVISOR SIGNATURE:

❏ Disapproved
DATE:

❏ Approved AGENCY-AUTHORIZED SIGNATURE:

❏ Disapproved
DATE:



FORM DOP-L3 02/08/96FORM DOP-L3 02/08/96

PATIENT'S NAME: EXAM DATE:

PATIENT WAS:

❏ Under my professional care FROM _______________ TO _______________

❏ Hospitalized FROM _______________ TO _______________

PERIOD OF INCAPACITY:

FROM TO

Date:  _____________________________ Date:  _____________________________

Patient was or may be able to resume full duty employment, with no restrictions in work

activities, on ________________________________________.

If unable to presently return to full duty employment, can the patient return to less than full

duty? ❏ YES If yes, what is the period of partial incapacity?

❏ NO
FROM _______________ TO _______________

LIMITATIONS/RESTRICTIONS:
Describe in detail any limitations or restrictions on the ability of the employee to work. List
any assistive devices or equipment or any accommodation the employee requires to perform
his/her job.

Will this disability permanently prevent the employee from performing his/her duties?

❏ YES ❏ NO

PHYSICIAN/PRACTITIONER INFORMATION:

NAME: TELEPHONE:

ADDRESS:

SIGNATURE:

NOTE: This form is to be used in all situations which require a Physician's/Practitioner’s State-

ment (DOP-L3) except when requesting a leave with or without pay under the State Parental

Leave or federal Family/Medical Leave Acts. When requesting leave under these Acts, use the

Physician’s/Practitioner’s Certification (DOP-L4).

STATE OF WEST VIRGINIA

PHYSICIAN’S/PRACTITIONER’S STATEMENT

PATIENT'S NAME: EXAM DATE:

PATIENT WAS:

❏ Under my professional care FROM _______________ TO _______________

❏ Hospitalized FROM _______________ TO _______________

PERIOD OF INCAPACITY:

FROM TO

Date:  _____________________________ Date:  _____________________________

Patient was or may be able to resume full duty employment, with no restrictions in work

activities, on ________________________________________.

If unable to presently return to full duty employment, can the patient return to less than full

duty? ❏ YES If yes, what is the period of partial incapacity?

❏ NO
FROM _______________ TO _______________

LIMITATIONS/RESTRICTIONS:
Describe in detail any limitations or restrictions on the ability of the employee to work. List
any assistive devices or equipment or any accommodation the employee requires to perform
his/her job.

Will this disability permanently prevent the employee from performing his/her duties?

❏ YES ❏ NO

PHYSICIAN/PRACTITIONER INFORMATION:

NAME: TELEPHONE:

ADDRESS:

SIGNATURE:

NOTE: This form is to be used in all situations which require a Physician's/Practitioner’s State-

ment (DOP-L3) except when requesting a leave with or without pay under the State Parental

Leave or federal Family/Medical Leave Acts. When requesting leave under these Acts, use the

Physician’s/Practitioner’s Certification (DOP-L4).

STATE OF WEST VIRGINIA

PHYSICIAN’S/PRACTITIONER’S STATEMENT
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 p
er

io
d

 o
f 

in
ca

p
ac

it
y

 f
o

r 
m

o
re

 t
h

an
 3

 c
o

n
se

cu
ti

v
e 

ca
le

n
d

ar
 d

ay
s 

in
 t
h

e 
ab

se
n

ce
 o

f 
m

ed
ic

al
 i
n

te
rv

en
ti

o
n

 o
r 

tr
ea

tm
en

t,
 s

u
ch

 a
s

ca
n

ce
r 

(c
h

em
o

th
er

ap
y,

 r
ad

ia
ti

o
n

, 
et

c.
),

 s
ev

er
e 

ar
th

ri
ti

s 
(p

h
y

si
ca

l 
th

er
ap

y
),

 o
r 

k
id

n
ey

 d
is

ea
se

 (
d

ia
ly

si
s)

.

4
.

A
B

S
E

N
C

E
S

 P
L

U
S

 T
R

E
A

T
M

E
N

T
: 

A
 p

er
io

d
 o

f 
in

ca
p

ac
it

y
 o

f 
m

o
re

 t
h

an
 3

 c
o

n
se

cu
ti

v
e 

ca
le

n
d

ar
 d

ay
s 

(i
n

cl
u

d
in

g
 a

n
y

 s
u

b
se

q
u

en
t

tr
ea

tm
en

t 
o

r 
p

er
io

d
 o

f 
in

ca
p

ac
it

y
 r

el
at

in
g

 t
o

 t
h

e 
sa

m
e 

co
n

d
it

io
n

),
 t

h
at

 a
ls

o
 i

n
v

o
lv

es
:

A
.

T
re

at
m

en
t 
2

 o
r 

m
o

re
 t
im

es
 b

y
 a

 h
ea

lt
h

 c
ar

e 
p

ro
v

id
er

, b
y

 a
 n

u
rs

e 
o

r 
p

h
y

si
ci

an
’s

 a
ss

is
ta

n
t 
u

n
d

er
 d

ir
ec

t 
su

p
er

v
is

io
n

 o
f 

a 
h

ea
lt

h
ca

re
 p

ro
v

id
er

, 
o

r 
b

y
 a

 p
ro

v
id

er
 o

f 
h

ea
lt

h
 c

ar
e 

se
rv

ic
es

 (
e.

g
.,

 p
h

y
si

ca
l 

th
er

ap
is

t)
 u

n
d

er
 o

rd
er

s 
o

f,
 o

r 
o

n
 r

ef
er

ra
l 

b
y,

 a
 h

ea
lt

h
ca

re
 p

ro
v

id
er

, 
o

r

B
.

T
re

at
m

en
t 

b
y

 a
 h

ea
lt

h
 c

ar
e 

p
ro

v
id

er
 o

n
 a

t 
le

as
t 

o
n

e 
o

cc
as

io
n

 w
h

ic
h

 r
es

u
lt

s 
in

 a
 r

eg
im

en
 o

f 
co

n
ti

n
u

in
g

 t
re

at
m

en
t 

u
n

d
er

 t
h

e
su

p
er

v
is

io
n

 o
f 

a 
h

ea
lt

h
 c

ar
e 

p
ro

v
id

er
.

5
.

C
H

R
O

N
IC

 C
O

N
D

IT
IO

N
S

 R
E

Q
U

IR
IN

G
 T

R
E

A
T

M
E

N
T

S
: 

A
 c

h
ro

n
ic

 c
o

n
d

it
io

n
 w

h
ic

h
:

A
.

R
eq

u
ir

es
 p

er
io

d
ic

 v
is

it
s 

fo
r 
tr

ea
tm

en
t b

y
 a

 h
ea

lt
h

 c
ar

e 
p

ro
v

id
e,

 o
r 
b

y
 a

 n
u

rs
e 

o
r 
p

h
y

si
ci

an
’s

 a
ss

is
ta

n
t u

n
d

er
 d

ir
ec

t s
u

p
er

v
is

io
n

o
f 

a 
h

ea
lt

h
 c

ar
e 

p
ro

v
id

er
;

B
.

C
o

n
ti

n
u

es
 o

v
er

 a
n

 e
x

te
n

d
ed

 p
er

io
d

 o
f 

ti
m

e 
(i

n
cl

u
d

in
g

 r
ec

u
rr

in
g

 e
p

is
o

d
es

 o
f 

a 
si

n
g

le
, 
u

n
d

er
ly

in
g

 c
o

n
d

it
io

n
),

 a
n

d

C
.

M
ay

 c
au

se
 e

p
is

o
d

ic
 r

at
h

er
 t

h
an

 a
 c

o
n

ti
n

u
in

g
 p

er
io

d
 o

f 
in

ca
p

ac
it

y
 (

e.
g

.,
 a

st
h

m
a,

 d
ia

b
et

es
, 
ep

il
ep

sy
, 
et

c.
).

6
.

P
R

E
G

N
A

N
C

Y
: 

A
n

y
 p

er
io

d
 o

f 
in

ca
p

ac
it

y
 d

u
e 

to
 p

re
g

n
an

cy
, 
o

r 
fo

r 
p

re
n

at
al

 c
ar

e.


