
Instructions
Complete all sections of this form and give it to your Supervisor for approval.  For sick days in excess of 3 work 
days, please attach a statement from physician certifying necessity of Medical Leave. 

Date
Employee Name:________________________________    Beginning date of absence: _______________________	

With Pay:          Without Pay:          			          Last date of absence:_____________________________ 

Reason 
Please indicate number of days to be applied for payment as sick or vacation if any, otherwise list number of days 
as personal or other.

Vacation: _________     Personal: _________	   Sick: _________      Other: _________	

Employee Comments:  

					   

Employee Signature:__________________________________________             Date:__________________________

	
Supervisor Signature: __________________________________________      Date Received:____________________

Comments:		
		

		

Payroll Use Only
Dates approved:________________________________	 Date Confirmed request with Employee: ___________

Number of Days Payable:________________________	 Noted on Payroll:_______________________________

As of __________________________             Available Dates:	      Vacation:___________	          Sick:___________

Notes:

Absence • Vacation Request Form
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