
 
   

  
  

 
 
 
 
 
 

FACULTY REQUEST FOR LEAVE 
 
 

Name: _____________________________________             Date of Request:______________________  
  
 
Type of Leave: ____Annual Leave   ____Sick Leave   ____Off Campus   ____Other (Specify)  
 
From (date): _______________________________  To (date):  _________________________________  
 
Remarks: 
______________________________________________________________________________  
_____________________________________________________________________________________ 
  
  
  
 
_______________________________________________  ____________________________ 
Faculty Signature Requesting Leave     Date  
  
 
Approved: _________________                                           Not Approved: 
_________________  
 
_______________________________________________  ____________________________ 
Signature of Division Chief      Date  
  
  
 
cc: Requesting Employee 
 Department of Medicine 
 Section Personnel File 


