
 

Leave Request Form 

Name (Please Print) _____________________________________________________________ 

Annual Leave (Dates & Hours) _____________________________________________________ 

Total (Days) ________________          (Hours) ________________ 

Sick Leave (Dates & Hours) _______________________________________________________ 

Total (Days) ________________          (Hours) ________________ 

Give a Reason for Sick Leave      _____Personal Illness               ______Maternity 

_____Illness in immediate family      (Name the relationship) _____________________________ 

_____ Death in the immediate family      (Name the relationship) _________________________ 

Compensatory Leave 

 Dates & Hours leave was earned___________________________________________________ 

Total (Days) ________________          (Hours) ________________ 

Dates & Hours leave was taken ____________________________________________________ 

Total (Days) _______________          (Hours) ________________ 

Adjusted Work Week (Dates & Hours) ______________________________________________ 

Total hours away from work: (Days) _____________       (Hours) _____________ 

Total hours worked to make up the time: (Days) ____________       (Hours) _____________ 

²ƻǊƪŜǊΩǎ /ƻƳǇŜƴǎŀǘƛƻƴ (Date & Hours): ____________________________________________ 

Total (Days) _______________          (Hours) ________________ 

Leave Without Pay (Dates & Hours) ________________________________________________ 

Total (Days) ________________          (Hours) ________________ 

Jury Duty (Dates & Hours) ________________________________________________________ 

Total (Days) ________________          (Hours) ________________ 

EƳǇƭƻȅŜŜΩǎ {ƛƎƴŀǘǳǊŜ ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 5ŀǘŜ ψψψψψψψψψψψψψψψψψψψ 

{ǳǇŜǊǾƛǎƻǊΩǎ {ƛƎƴŀǘǳǊŜ ψψψψψψψψ__________________________ Date ____________________ 

 


