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Helping People. Changing Lives.




	Employee Name:      
	Employee ID #:      
	OR last 4 digits of SS#:      

	Program:  FORMCHECKBOX 
 Head Start        FORMCHECKBOX 
 Early Head Start 
Center/Area Name:      _________________________
Project/Cost Center #:      
	Date:
     

	REASON FOR ABSENCE

	SHORT-TERM ABSENCE

Day(s) Off (check all that apply): 
	LONG-TERM ABSENCE

Leave of Absence (check all that apply):



	 FORMCHECKBOX 

	Vacation
	 FORMCHECKBOX 

	Family and Medical Leave

	 FORMCHECKBOX 

	Dr. Appt/Sick Leave
	 FORMCHECKBOX 

	Pregnancy Disability Leave

	 FORMCHECKBOX 

	Jury Duty
	 FORMCHECKBOX 

	Occupational Injury or Illness

	 FORMCHECKBOX 

	Time Off Without Pay
	 FORMCHECKBOX 

	Personal

	 FORMCHECKBOX 

	Personal Floating Holiday
	 FORMCHECKBOX 

	Military

	 FORMCHECKBOX 

	Time Off to Vote
	 FORMCHECKBOX 

	Other (please indicate):       

	 FORMCHECKBOX 

	Bereavement
	
	Next evaluation date:

	 FORMCHECKBOX 

	School Visits
	 FORMCHECKBOX 

	Without Pay                

	 FORMCHECKBOX 

	Other (Unpaid)       
	 FORMCHECKBOX 

	With Pay (indicate which):

	
	
	
	 FORMCHECKBOX 
 Vacation        or        FORMCHECKBOX 
 Sick

	DATES/TIMES OF ABSENCE

	Instructions:  Indicate below if absences are in full day increments or use partial day section for hourly increments.

	Partial Days 
	Full Days 

	Date[s]: 

     
	From [time]:      
	 FORMCHECKBOX 
 am  FORMCHECKBOX 
 pm
	First day of absence:
	                           [date]

	
	To [time]:      
	 FORMCHECKBOX 
 am  FORMCHECKBOX 
 pm
	Last day of absence:
	                           [date]

	Total Hours:

     
	Total Days:

     

	Check One:

 FORMCHECKBOX 
 New Request

 FORMCHECKBOX 
 Continuation of Leave Request
	Remarks (explanation):      

	During my absence, I may be reached at ___________________________________________________ [address] and ______________________________ [phone #].

      [initial] I intend to pay my share of insurance premiums during my leave of absence as follows [note that insurance coverage will lapse if leaves of absence total more than four months in a 12 month period]:

 FORMCHECKBOX 
 Lump sum payment      FORMCHECKBOX 
 Deduction from last payroll check   FORMCHECKBOX 
  Monthly installments by check or money order

	Signatures/Approvals:

	Employee:
                                                       Date           
	Service Area or Program Director:

                                                       Date

	Supervisor/Coordinator:

                                                       Date
	Head Start/EHS Director:

                                                       Date

	Required For Leaves of Absence

	Assistant Executive Director:


	

	Human Resources Office:


	


Head Start/Early Head Start Request For Authorized Absence
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