REQUEST FOR LEAVE
(Including Leave Without Pay)
	Employee Name
	     
	Department
	     

	Street Address
	     
	Home Phone Number
	     

	City, State, ZIP
	     
	
	


Please refer to the attached Leave Without Pay Information for rules and regulations.  Contact the Human Resource Office for guidance and instructions in completing this form.  

I. Reason(s) for Requested Leave of Absence:

	 FORMCHECKBOX 

	Sick

	 FORMCHECKBOX 

	Vacation

	 FORMCHECKBOX 

	Maternity (complete and return Physician’s Certification of Temporary Disability)

	 FORMCHECKBOX 

	Personal (Explain)

	 FORMCHECKBOX 

	Other (Explain)


II. Accumulated Leave to be Exhausted (if applicable):

	 FORMCHECKBOX 

	Sick Leave

	
	Beginning Date:     
	Ending Date:     

	
	Number of hours to be exhausted:
	     

	 FORMCHECKBOX 

	Vacation Leave

	
	Beginning Date:     
	Ending Date:     

	
	Number of hours to be exhausted:
	     

	 FORMCHECKBOX 

	Bonus Leave

	
	Beginning Date:     
	Ending Date:     

	
	Number of hours to be exhausted:
	     


III. Period of Leave Without Pay:

	Beginning Date:     
	Ending Date:     

	Number of hours in non-pay status:     
	     


IV. Date and Time Employee will Return to Work:
	       


  V.       Comments (if applicable):

	     
     


            VI.       Signature/Approvals:
	1.  Employee
	Date     

	2.  Supervisor     
	Date     

	3.  Division Head     
	Date     

	4.  Human Resources     
	Date     
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VII. Benefits Information (to be completed by Human Resource Office, if applicable):

	
	Amount (s) Due
	Date (s) Due
	Payable To

	Health Insurance
	     
	     
	     

	Life Insurance
	     
	     
	     

	Accident Insurance
	     
	     
	     

	Disability Insurance
	     
	     
	     

	Other
	     
	     
	     


VIII. Adjustments to Personnel Record (to be completed by Human Resource Office, if applicable):  

	ASSD     
	

	TSSD     
	

	Salary Increase Anniversary Date
	     


