LEAVE APPLICATION

K B 8

DATE &£HH

PART I: LEAVE APPLICATION {k B& &

1. LAST NAME - FIRST NAME ##%E8K%

2. ORGANIZATION E§i54

3. EMPLOYEE NO. #%E8%&%

4. TYPE OF LEAVE {KBRDIEE

SICK SICK
ANNUAL MONTHLY SICK (WITH PAY) (LWOP) (MENSTRUAL)
ER Al 1595 (B8 (%) 159% (E\;48) 59% (£ 2)
ADMINISTRATIVE
PREGNANCY MOURNING ADMINISTRATIVE (TIME-OFF AWARD) LWOP
23 =5l g FE(XS5E) 3]
MARRIAGE SPOUSE'S CHILD SUMMER CHILD-CARE CHILD-CARE
BIRTH (RWH)
fatE BIRE 2% BRIAE BRAE (558
. BONE MARROW -~ FAMILY-CARE CHILD MEDICAL
PARENT'S MEMORIAL DONOR'S FAMILY-CARE (RWH) CARE (WITH PAY)
KEOBRE BER K — NIRE NEHRE (B5E) FOEHE (B ¥
CHILD MEDICAL FAMILY MEDICAL FAMILY MEDICAL SELF-DEVELOP SELF-DEVELOP
CARE (LWOP) CARE (WITH PAY) CARE (LWOP) Coll- Duty Coll- Other
FOEE (EHR) IEEIRER (F#R) (0 EERER (R HOER-KZ - £% HEEH-KZE - T
SELF-DEVELOP SELF-DEVELOP SOCIAL (¥) NOTE: Leave will be charged as LWOP upon exhaustion of paid
Int! - Duty Int! - Other CONTRIBUTION loave.
BORE-EE - £% BOEE-EE - 04t e E o ARERE. BROKBHRVCEREShET,
5. PERIOD OF LEAVE DESIRED {kBRM #AfE
HOURS HfE DAYS B# FROM (YYYYMMDD,HHMM) FHHEBKLY TO (YYYYMMDD,HHMM) FHHBET

6. REMARKS (&1

7. SUBSTANTIATING DOCUMENTS ATTACHED {49 4iEBAE

8. SIGNATURE OF EMPLOYEE #t%¥E&0E#4

USFJ OFFICIAL COMPLETES BELOW BLOCKS 9 THRU 14

RERENTELENERINSI4EELAT S

ot BE 5
EERER (X5 H) CONCUR

REYT S

[

9. ANNUAL LEAVE %R {KB; /ADMINISTRATIVE LEAVE (TIME-OFF AWARD)

RESCHEDULE LEAVE
ARZEEEYT D

[

APPROVED

10. OTHER LEAVE fth®{kBR

DISAPPROVED
A

[

FFA

11. RESCHEDULED AS SPECIFIED BELOW TiEmnEYBKE2ZEET S
FROM (YYYYMMDD,

HHMM) £ R EEF &Y

TO (YYYYMMDD, HHMM) £ B BB % T

12. REASON FOR RESCHEDULING/DISAPPROVING HEFZEE - FEFalDER

13. SIGNATURE OF USFJ OFFICIAL KEREDER

14. DATE Bt
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LEAVE APPLICATION (CONTINUED)
K R FE(R)

PART IIl: MEDICAL CERTIFICATE 2ZtrZE

15. NAME OF EMPLOYEE #t#E8K#

16. TYPE OF ILLNESS &%

17. TREATMENT RECOMMENDED @ ZE &

18. FROM THE MEDICAL STANDPOINT THE EMPLOYEE E2 LD Rttt 5 LEEDE (T

D IS ABLE TO REPORT FOR WORK ON Ta20 B IcHERIEETH S

F R =]

(YEAR, MONTH, DAY)

D SHOULD NOT BE PERMITTED TO WORK FOR THE FOLLOWING PERIOD T&E0HMH. MHETEETHS

F A H F A =]

BEGINNING FROM (YEAR, MONTH, DAY) UNTIL (YEAR, MONTH, DAY)

| CERTIFY AS ABOVE
LEEDBYBEINLET

19. HOSPITAL NAME [Ef&#EA

20. HOSPITAL ADDRESS E#&# BT 7 21. PHONE NUMBER EiE&S

22. NAME OF PHYSICIAN Effi£ 23. DATE Bft
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