LEAVE APPLICATION

K B 8

DATE &£HH

PART I: LEAVE APPLICATION & B F&

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

2. ORGANIZATION E§i54

3. EMPLOYEE NO. # (8&%

4. TYPE OF LEAVE {KBRDIEE

ANNUAL SICK SICK SICK SICK
(WITH PAY) (LWOP) (MENSTRUAL) (INFERTILITY TREATMENT)
ER 59& (F#) () 59R (T4 SR (£ 1) SR (REAE)
PREGNANCY MOURNING ADMINISTRATIVE ADMINISTRATIVE LWOP
(TIME-OFF AWARD)
IR =5l & EE(ZS5E g
MARRIAGE SPOUSE'S CHILD SUMMER PARENTAL CHILD-CARE
BIRTH
b BB E BF HAEBTRIKE BRIAE
CHILD-CARE PARENT'S MEMORIAL BONE MARROW FAMILY-CARE FAMILY-CARE
(RWH) DONOR'S (RWH)
BRHAE (BF8E) REBDEE ERER N — TEERE nTHERKRE (BR)
CHILD MEDICAL FAMILY MEDICAL FAMILY MEDICAL SELF-DEVELOP SELF-DEVELOP
CARE CARE (WITH PAY) CARE (LWOP) Coll- Duty Coll- Other
FOEE R (B8 (%) MEERER (EHR) HEEH-KZ - ¥7% BHEEH-KZE - Tt
SELF-DEVELOP SELF-DEVELOP SOCIAL (*) NOTE: Leave will be charged as LWOP upon exhaustion of paid
Int'l - Duty Int' - Other CONTRIBUTION leave.
BHOEHR-EE - £7% HEER-EE - z0ith HLTHM X ARHIERIE. BROKBRWICEREINET,
5. PERIOD OF LEAVE DESIRED {KEE M #iRS
HOURS BRS DAYS B# FROM (YYYYMMDD,HHMM) Z£HBHE&LY TO (YYYYMMDD,HHMM) £ B RAE*T

6. REMARKS f{#&1#

7. SUBSTANTIATING DOCUMENTS ATTACHED {49 5 E48 8. SIGNATURE OF EMPLOYEE #t%¥ENDE4

USFJ APPROVING OFFICIAL COMPLETES BELOW BLOCKS 9 THRU 14 XERZEZREN FiDIERINS14%FEAT S
9. ANNUAL LEAVE #:R{KH8 / SUMMER LEAVE BZE{AB / ADMINISTRATIVE LEAVE (TIME-OFF AWARD) B3tk (1F5 &)
CONCUR
D RET % D
11. RESCHEDULED AS SPECIFIED BELOW Ti0&Y Bi%2EET 3
FROM (YYYYMMDD, HHMM) 4§ BB & Y

10. OTHER LEAVE {tl D {ARBE

RESCHEDULE LEAVE |:| APPROVED I:l DISAPPROVED
BREEET S B FEFH

TO (YYYYMMDD, HHMM) £ B BB % T

12. REASON FOR RESCHEDULING/DISAPPROVING HEFZEE - FEFalDER

13. SIGNATURE OF USFJ APPROVING OFFICIAL X ERZZEDES 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. NECESSARY TREATMENT @ 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 EE&S

22. NAME OF PHYSICIAN EAK& 23. DATE Bft
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