
NAME: DATE:

DEPARTMENT:               ID# :

JOB TITLE: PURPOSE:

DESIGNATED CONTACT PERSON(S) DURING ABSENCE:

                    FIRST DAY OF LEAVE                                                                              LAST DAY OF LEAVE                          
Indicate the number of hours taken each day.

Dates
(Mon .-Sun .)

Monday
# of Hours

Tuesday
# of Hours

Wednesday
# of Hours

Thursday
# of Hours

Friday
# of Hours

Saturday
# of Hours

Sunday
# of Hours

Total Hours

WEEK 1

WEEK 2

WEEK 3

WEEK 4

WEEK 5

TYPE  OF LE AVE R EQU ESTE D (CHECK A PPRO PRIAT E BOX (ES):

PERSONAL LEAVE - VACATION, LEAVE FO R PERSONAL REASON , FIRST DAY OF ILLNESS

MAJOR MEDICAL - DAYS FOR ILLNESS AFTER THE FIRST 8 HOURS.  ILLNESS OF MORE THAN 3 SCHEDULED WORK DAYS 

* PERSONAL LEAVE OR MAJOR MEDICAL TAKEN   COMPENSATION (First report of injury must be submitted)

*  PERSONAL LEAVE OR MAJOR MEDICAL TAKEN FOR FAMILY MEDICAL LEAVE ( Prior certification from doctor must be submitted)

OFFIC IAL UN IVERS ITY BU SINES S - APPR OVED  BY D EAN O R PRE SIDEN T - (ATT ACH  DOC UME NTAT ION).

MILITA RY O R CO URT S UMM ONS - (A TTAC H DO CUM ENTA TION).

LEAVE WITHOUT PAY - ABSENCE NOT EXCUSED, SALARY DEDUCTION IN DIRECT PROPORTION TO HOURS ABSENT

EMPLOYEE  SIGNATURE:______________________________________________________ PERSO N REPORTING  ABSENCE:________________________

PERSONAL LEAVE: ______________________________ _________________________ ______________________________
                                                          TOTAL HOURS AVAILABLE       TOTAL HOURS USED      TOTAL HOURS REMAINING

MAJOR MEDICAL: ______________________________ _________________________ ______________________________
                                                         TOTAL HOURS AVAILABLE       TOTAL HOURS USED      TOTAL HOURS REMAINING

OTHER LEAVE: _____________________________________________________________________________________
                               TOTA L HOU RS TAK EN (Official Business, Military Leave or C ourt Summons)

__________________________________________________________________________________________________________________________________
This application for leave is approved for the purpose and period of time indicated.

__________________________________________________
                 DEPARTMENT CHAIR/DIRECTOR

__________________________________________________
                                           *DEAN

__________________________________________________
                            *EXECUTIVE STAFF/VP

MVSU  Office of Human Resources
RFL Form     Revised 11/11*Signature (s) required if leave is greater than two weeks or ten days.
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