SHAWNEE STATE UNIVERSITY

REQUEST FOR LEAVE


Name:
      
Employee ID:
             Today’s date:  11/15/2005


NOT social security number


Title:
      
Department:
      
 FORMCHECKBOX 
 Faculty
 FORMCHECKBOX 
 Admin/ATSS
 FORMCHECKBOX 
 Support




Total Hours
     Time(s) of Leave    
 Date(s) of Leave

Requested
   From
  To
mm/dd/yyyy
mm/dd/yyyy
Vacation Leave
     

       FORMDROPDOWN 

       FORMDROPDOWN 

on
     
to
       
Comp Time Used
     

       FORMDROPDOWN 

       FORMDROPDOWN 

     
to
     
Sick Leave
     

       FORMDROPDOWN 

       FORMDROPDOWN 

     
to
     

 FORMCHECKBOX 
 Medical appt/treatment/exam
 FORMCHECKBOX 
 self
 FORMCHECKBOX 
 spouse
 FORMCHECKBOX 
 child
 FORMCHECKBOX 
 parent
 FORMCHECKBOX 
other



      as permitted by labor agreement and/or policy

 FORMCHECKBOX 
 Exposure to contagious disease


 FORMCHECKBOX 
 Personal illness and/or injury for 
 FORMCHECKBOX 
 self
 FORMCHECKBOX 
 spouse
 FORMCHECKBOX 
 child
 FORMCHECKBOX 
 parent
 FORMCHECKBOX 
other


      as permitted by labor agreement and/or policy
FMLA 
     

       FORMDROPDOWN 

       FORMDROPDOWN 

     
to
     
 (Family Medical Leave of Absence - complete appropriate section below if absence will be for more than 3 working days and continuous




 FORMCHECKBOX 
 
to care for my child after birth, or placement for adoption or foster care.  

Complete health enrollment form within 30 days of birth or adoption to ensure health coverage.

Expected or actual date of birth or placement:
     

 FORMCHECKBOX 
 
to care for my spouse, son or daughter, or parent, who has a serious health condition.


Medical documentation may be required and will be requested in a Specific Notice.

Leave to start:
     
Expected return date:
     

 FORMCHECKBOX 

my own health condition makes me unable to perform my job. 



Medical documentation may be required and will be requested in a Specific Notice.

Leave to start:
     

Expected return date:
     
Other
     

       FORMDROPDOWN 

       FORMDROPDOWN 

     
to
     

 FORMCHECKBOX 
 Personal Leave day (staff only) 
 FORMCHECKBOX 
 Professional Leave of Absence
 FORMCHECKBOX 
 with pay
 FORMCHECKBOX 
 without pay

 FORMCHECKBOX 
 Death in immediate family (max of 5 days)
 FORMCHECKBOX 
 Military Leave

 FORMCHECKBOX 
 Jury Duty
 FORMCHECKBOX 
 Disability Leave of Absence
Print, sign and forward to supervisor for approval







I certify I have sufficient hours accrued for this leave request:

 Employee signature
Approved by
Date
PC:
Human Resources




Supervisor

C: 2/24/2005


Employee




