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LEAVE APPLICATION FORM


APPLICATION DATE: _____________________

BIOMETRIC ID ______________  NAME: _____________________________________________

DIVISION: ____________________ DEPT: __________________ DESIG: ___________________


TYPE OF LEAVE:

ANNUAL LEAVE         SICK LEAVE         LEAVE WITHOUT PAY         MATERNITY LEAVE       






CONTACT WHILE ON LEAVE:	
 
ADDRESS:________________________________________________________________________

EMAIL ADDRESS:__________________________________________________________________				
PHONE:___________________________________	ALT NUMBER:_________________________

START DATE:_______________________________	END DATE:___________________________

NO. OF DAYS REQUIRED:_____________________	SIGNATURE:__________________________

NAME OF RELIEVER:_________________________	SIGNATURE___________________________

RELIEVER TEL NO.:


APPROVAL BY 

HOD NAME: _____________________________	SIGNATURE/DATE:______________________       



OUTSTANDING LEAVE DAYS_____________		

LEAVE ALLOWANCE	____________________

LEAVE STARTS________________________	

RESUMPTION DATE	____________________		NAME OF SUPER._____________________	

WITH/WITHOUT PAY___________________


__________________________					    ____________________________                 
       SIGNATURE/DATE						        SIGNATURE/DATE      	           
       HR                             				                               	 SUPERVISOR	                    	       
Note: Leave should be applied at least 7 days in advance.
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