Plymouth Ambulance REQUEST FOR LEAVE

	EMPLOYEE NAME:


	EMPLOYEE #:



	HOME ADDRESS:


	· FULL TIME

· PART TIME

	CITY:
	STATE:
	ZIP CODE:
	HIRE DATE:



	HOME TELEPHONE #:


	JOB TITLE:
	HOURS ASSIGNED PER PAY PERIOD:

	
	
	
	


Type of Leave I am applying for:


   

Approximate Dates

Personal







________to________

Medical







________to________

Military







________to________

	REQUIRED SIGNATURES


I understand that by signing below, I acknowledge that I have received the appropriate leave of absence information.  

I also agree to keep my immediate supervisor informed of my leave status and my intent to return to work.

If my leave is for a medical reason, I will supply medical certification to the executive director of Plymouth Ambulance may contact my medical provider for purposes of clarification related to the medical certification.

If you are enrolled in Plymouth Ambulance benefit plans, it is important that you read all information provided, so that you are aware of how your insurance benefits may be affected by your leave of absence. 

I understand that I can reference the Leave of Absence Policy in the PAS Employee Handbook.

(  Employee Signature _____________________________ Date ___________________

(  Operations Director Signature ______________________ Date___________________

