 Draft Pro forma

For Development Of Your Health Service’s Own Policy

(Insert Health Service Name Here)
LEAVE APPLICATION FORM
Employee Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Position _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Type of Leave 

	Annual Leave
	
	Bereavement Leave 
	
	Ceremonial Leave
	


	Compassionate Leave
	
	Study Leave
	
	Long Service Leave
	


	Leave Without Pay
	
	Other Leave
	


Reason For Leave _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Total Working Days Requested _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _


Travel Days _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ (if applicable)

Date and Time Leaving Work _ _ _am/pm 
Date _ _ _ _ _ _ _ _ _

Date and Time Recommencing Work _ _ _am/pm 
Date _ _ _ _ _ _ _ _ _

Employee Signature
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Date _ _ _ _ _ _ _ _ 
Administrator to complete

	No days leave requested: _ _ _ _ _ _ _ _ _ _ _ _

Total number of days eligible _ _ _ _ _ _ _ _ _ _ _ _

Paid leave recommended _ _ _ _ _ _ _ _ _ _ _ _

Leave record updated _ _ _ _ _ _ _ _ _ _ _ _

Reason NOT recommended _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Signature _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _Date _ _ _ _ _ _ _ _ _ _ _ _




Health Board approval

	Paid leave not approved / approved:

Reason NOT approved _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Signature _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _Date _ _ _ _ _ _ _ _ _ _ _ _


