Leave of Absence Request

This form must be submitted to your Supervisor 30 days in advance, or as early as the need for time off is known, with any appropriate documentation.

Employee Name:

Department:

Employee Number:

Location: 

Type of Leave

□ Bereavement



□ Medical Disability*

□ Jury Duty




□ Pregnancy*

□ Military




□ Family & Medical Leave*

□ Occupational Injury/Illness


□ Other/Personal (explain)

* Medical Certification must accompany request

First day off:

Day: ____________________ Date:____________________

Last day off:

Day: ____________________ Date: ____________________

Total number of days off:
         ____________________

I will return to work on: Day: ____________________Date: ____________________

Reason for Leave:  

________________________________________________________________________

	If request is for Pregnancy Leave, Medical Disability, or Family and Medical Leave for medical reasons a medical certification form must be submitted with this request, or within 15 days of the date this request is submitted.


_____________________________________
____________________

Employee Signature                                                                                        Date

Approvals

(Employer Complete this Section)

Request for Leave of Absence is:  □ Approved          □Rejected

If rejected, state reason:  


Supervisor:

Date:

Human Resources:

Date:

This form provided to members of EverythingHR

