
 

 
 

LEAVE FORM 
 
 
 
 
 ANNUAL  SICK        COMP       LWOP       OTHER ______________________ 
 
 
 
 
NAME: _____________________________________________________________________________ 
 
 
PERIOD OF ABSENCE: FROM: _______________      A.M.       P.M.  _____________________ 
 
    TO: __________________      A.M.       P.M.  _____________________ 
 
                   TOTAL HOURS: ____________ 
 
 
 
I certify that my absence from duty was the reason noted. 
 
 
SIGNED: _________________________________________ DATE: _______________________              
                                                               (EMPLOYEE) 
 
 
APPROVED: ______________________________________ DATE: __________________________ 
                                                        (DEPARTMENT HEAD) 
 
 
APPROVED: ______________________________________ DATE: __________________________ 
                                                      (REVIEWING AUTHORITY) 
 
 
 
 
REMARKS: _________________________________________________________________________ 
 
 
 _________________________________________________________________________ 
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