MC-1

(3/04)

MONROE COUNTY

LEAVE OF ABSENCE

DATE: _________________

NAME:   ___________________________________  DEPARTMENT:  _________________________________

POSITION: _________________________________  SUPERVISOR:  _________________________________

Must be submitted to Supervisor or Department Head at least ten days prior to start of leave when possible, then to the Personnel Director if request is for over 14 calendar days.

____ Vacation-must be submitted by the 15th of the month prior to the month of vacation

____ Personal Without Pay

____ Maternity-confirm leave calendar with payroll

____ Personal Sick Leave:

     Name of Doctor:  ______________________________________________________________________

     Address:  ________________________________________ Phone No: __________________________

     Doctor’s Recommendation:  _____________________________________________________________

     _______________________________________________________________________________________

List the dates you are requesting leave and specify how they are to be paid:

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________
____________________________________________

Employee signature




Supervisor (if not Department Head)

____________________________________________
____________________________________________

Department Head





Personnel Director

(For Rolling Hills, NHA must sign here)

Date: ___________________   ___ approved

Date: __________________   ___ approved





    ___ not approved




   ___ not approved

PLEASE CHECK ANY INSURANCE (Health, Life or Dental) QUESTIONS WITH PAYROLL AS SOON AS POSSIBLE!

