STATE OF MONTANA

EMPLOYEE REQUEST FORM

Erpp'oyee Name

(Last) (First) (Middle Initial)

Division/Facility Work Location

Social Security Number

REQUEST FOR LEAVE OF ABSENCE

Month:

Record Number of Hours Under the Appropriate Date(s) Below

Yeor

DATES 12|34 5[6]7 |8 (9 [10]11]12)13[14[15[16(17 |18(19|20]|21 (22|23 |24 |25 |26|27

Total Hours

Vacation

Sick Leave

Holiday L eave

Camp, Time Off

Leave W/O Pay

Other

EXPLANATION: EXPL ANATION:

D Approved D Not Agproved

(Explain)

Change Required

(Explain)

Employee’s Signature Dote Supervisor's Signature

Date

MEDICAL STATEMENT

Date of.Tna'mo'm Date Dischaorged From Treotment

Employee Not to Return to Work Until This Dote

Exgd anation of lliness, Injury, or Treatment (include restrictions, if any)

Signature of Physician

Date

—

=

D Approval to Work Compensatory Time

D Approval for Compensatory Time Already Worked

APPROVAL FOR OR REQUEST TO WORK COMP ENSATORY TIME ]

Month: Year
DATES 11213 1als]e|7 |8 ]9 [1w0]vir2]{13]|14)15]16[17 [18]19|20 (21 (22|23 |24]25 |26 |27 2130 [31] Total Hours
| Hours Requested
Reason :

EXPLANATION :

D Approved D Net Approved

(Explain)

Chonge Reguired
( Exmplain)

Employee’s Signature Dote

Supervisorls Signature

Date

Original Copy  Payroll Office

7/91




