LEAVE OF ABSENCE 

REQUEST FORM

NAME




EMPLOYEE NO. OR SS#




SCHOOL/POSITION




I am requesting a leave of absence for the following dates:


A physician’s statement must be submitted for verification of medical leave of absence. 

I request to use the following accumulated leave:


      

Will use accrued sick leave benefits
                
       

(no. of sick days used _______ )                  

          
 

Will use accrued personal leave benefits                     
(no. of personal days used _______ )

Will take leave without pay     

_____________________________







Signature of Employee






Date
To be completed by Human Resources:

Physician’s statement received:


Date




Signature, Assistant Superintendent of Human Resources
PLEASE DATE UPON RECEIPT:





Personnel   ______________


Payroll       ______________








January 2010

















































































































Yes         Date Received _____________


























