	
APPLICATION FOR LEAVE - INCA COMMUNITY SERVICES                 INCA-71

	
Name: (Print - Last /First)
	 

	
Program:
	

	
Job Position: 
	 
	
County:
	

	
DATES REQUESTING LEAVE

	
FROM:
	
Month:
	
	
Day:
	
	
Hour:
	
	
am 
pm

	
TO:
	
Month:
	 
	
Day:
	
	
Hour:
	
	
am
pm



	
TYPE OF LEAVE

	

	
Annual Leave
	
# of Hours
	
	
Reason:
	


	

	
Leave Without Pay
	
# of Hours
	

	
Reason:
	


	

	
Funeral Leave
	
# of Hours
	

	
Reason:
	


	

	
Administrative Leave
	
# of Hours
	

	
Under the FMLA, eligible employees are entitled to take up to 12 weeks of unpaid, job protected leave each year for specified family and medical reasons.  Notice and Certification -Employees seeking to use FMLA leave are required to provide: 30 day advance notice of the need to take FMLA leave when the need is foreseeable; Medical certifications supporting the need for leave due to a serious health condition affecting the employee or an immediate family member.  Additional application for FMLA must be completed.

	

	
Birthday Holiday
	
# of Hours
	

	

	

	
Jury Duty
	
# of Hours
	

	

	

	
Military Leave
	
# of Hours
	

	

	
	
Sick Leave
	
# of Hours
	
	
Please Complete the Sick Leave Section

	
Total Leave Requested
	
# of Hours
	

	



	
	SICK LEAVE

	
During this absence I was incapacitated for duty by: 

	

	
Sickness
	

	
Off the Job Injury
	

	
On the Job Injury

	

	
Undergoing Medical, Dental or Optical Examination or Treatment

	
Remarks:

	
Absences of more than two (2) consecutive work days or more must be supported by a statement from a doctor.  



	
	OFFICIAL ACTION

	
Signature of Employee:
	

	
Date:
	


	
I approve the submission of the application of leave:

	
Signature of Supervisor:
	

	
Date:
	


	
Reviewed by HR:
	
	Form -  Revised May 2011                           

	INCA is an Equal Opportunity Employer and Service Provider



