
NOTICE 
 

 
With few exceptions, you have the right to request, receive, review and correct information about yourself 

collected using this form. 

 
I hereby acknowledge receipt of my rights under the Family and Medical Leave Act 

(FMLA) of 1973. 

 

 

Date:  ________________________________ 

 

 

Employee's Printed Name:  ________________________________________________ 

 

 

Department:  ____________________________________________________________ 

 

 

Employee's Signature:  ___________________________________________________ 

 

 

Retain in employee's Personnel File 


