
s City S t a t e Zip

Job Title/Department Telephone Number

Home Cell

Camp us Email

Reason for Leave Request (If necessary, attach additional sheet)

Requested Start Date Anticipated Return Date

TYPE OF LEAVE
�*�H�Q�H�U�D�O��Leave of Absence (Not to exceed 6 months) �0�H�G�L�F�D�O Leave of Absence (Not to exceed 6 months)

* * �0�(�'�,�&�$�/ LEAVE OF ABSENCE
�/�H�D�Y�H���I�R�U���U�H�D�V�R�Q�V���R�I���S�U�R�O�R�Q�J�H�G���L�O�O�Q�H�V�V���R�U���R�W�K�H�U���M�X�V�W�L�I�L�D�E�O�H���P�H�G�L�F�D�O

�F�R�Q�G�L�W�L�R�Q�V���P�D�\���E�H���J�U�D�Q�W�H�G���W�R���I�X�O�O���W�L�P�H���H�P�S�O�R�\�H�H�V���Z�L�W�K���D���\�H�D�U���R�U���P�R�U�H���R�I

�F�R�Q�W�L�Q�X�R�X�V���U�H�J�X�O�D�U���V�H�U�Y�L�F�H�����0�H�G�L�F�D�O���O�H�D�Y�H���L�V���Z�L�W�K�R�X�W���S�D�\�����$�Y�D�L�O�D�E�O�H���V�L�F�N

�D�Q�G���Y�D�F�D�W�L�R�Q���O�H�D�Y�H���V�K�R�X�O�G���E�H���X�W�L�O�L�]�H�G���E�H�I�R�U�H��

�H�P�S�O�R�\�H�H�V���Z�L�W�K���D���\�H�D�U���R�U���P�R�U�H���R�I���F�R�Q�W�L�Q�X�R�X�V���U�H�J�X�O�D�U���V�H�U�Y�L�F�H������

�*�H�Q�H�U�D�O���O�H�D�Y�H���L�V���Z�L�W�K�R�X�W���S�D�\�����1�R�U�P�D�O�O�\�����D�O�O���D�F�F�U�X�H�G���Y�D�F�D�W�L�R�Q���D�Q�G��

�R�U���V�L�F�N���O�H�D�Y�H�����L�I���D�S�S�O

�L�F�D�E�O�H�����P�X�V�W���E�H���H�[�K�D�X�V�W�H�G���E�H�I�R�U�H���D���J�H�Q�H�U�D�O��

�O�H�D�Y�H���R�I���D�E�V�H�Q�F�H���E�H�J�L�Q�V�����K�R�Z�H�Y�H�U�����D�Q���H�P�S�O�R�\�H�H���P�D�\���U�H�T�X�H�V�W���W�R��

�W�D�N�H���V�X�F�K���O�H�D�Y�H���Z�L�W�K�R�X�W���D�I�I�H�F�W�L�Q�J���D�F�F�U�X�H�G���O�H�D�Y�H��contact HR to obtain the form.

A completed Medical Certification form is attached

I will submit a Medical Certification form within 5 days to Human Resources

APPROVALS
Immediate Supervisor��Dept. Chair: Director/Dean: Vice President:

Date: Date: Da te:

Approved Submit ePAF Approved �$�S�S�U�R�Y�H��ePAF �$�S�S�U�R�Y�H ePAF

Not Approved Not Approved

Approved ����������

Not Approved

Employee Signature:  ______________________________ Date:  __________________

(click here for form)

n

n

n

n


