	The University of Texas - Houston Health Science Center
REQUEST FOR LEAVE FORM
Department of Ophthalmology and Visual Science

	NAME      
	DATE      

	I would like to request      days of leave time from   /  /     to   /  /    

	To be charged as:

	 FORMCHECKBOX 
 Vacation
	 FORMCHECKBOX 
 Personal Sick Leave
	 FORMCHECKBOX 
 Family Sick Leave

	 FORMCHECKBOX 
 Holiday(s) Worked
	 FORMCHECKBOX 
 Comp (Non-Exempt Only)
	 FORMCHECKBOX 
 Anniversary

	 FORMCHECKBOX 
 Meeting/Conference
	 FORMCHECKBOX 
 Preventive Health
	 FORMCHECKBOX 
 Leave Without Pay

	 FORMCHECKBOX 
 Funeral Leave1
	 FORMCHECKBOX 
 Jury Duty2
	 FORMCHECKBOX 
 Military Duty3

	1Allowed 3 days for immediate family
	2Attach a copy of jury summons
	3Attach copy of orders

	 FORMCHECKBOX 
 Other:      

	Title of meeting/conference:      

	     

	Name/Signature of person assuming responsibility during absence:         

	
Employee Signature:

	
	
	

	Administrative Action

	[image: image1.wmf]Approved
[image: image2.wmf]Disapproved
	______________________
Supervisor's Signature
	____________
Date

	 

	[image: image3.wmf]Approved
[image: image4.wmf]Disapproved
	______________________
Director/Chairman Signature
	____________
Date

	For Administrative Use Only

	Vacation Balance
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	Sick Balance
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	Other
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	Hours Requested
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	Hours Requested
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	Hours Requested
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	New Balance
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	New Balance
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	New Balance
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NOTE:  Form must be submitted regardless of type of leave being taken.

Return form to MSB 7.024.
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