
 
 
 
 

1622 Galisteo St., Suite 200 
Santa Fe, NM 87505 

PH: 505-984-0303 FX: 505-984-1116 
 

FMLA/Disability – Form Request 
*Forms will be completed in 5 business days 

 

Name of patient requesting form: _______________________________________________________ 

Date of birth: ________________________________________________________________________ 

Requested reason for FMLA/Disability: 
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________ 

 

Who are the forms for? 

Patient/Self: ______ 

Spouse: _________ Name: _________________________________ 

Other: __________ Relationship: ____________________________ 

 

Requested leave dates: 

From: ______________________ To: ________________________ 

 

Number we should call when forms are ready: _______________________________________ 

 

Thank You!  

 


