
Employee Signature 
******************** 

ZOOM [98176 ON XH/XI] RT:tT UHM 9TOZ/60/TI 

REOUEST FOR FAMILY OR MEDICAL LEAVE  
Employee Notification 

Request for Family or Medi , : 'al Leave must be made in writing. it- practical, at. least 30 days 
prior to the date the request d leave is to begin. 

Name 	GL-41 ri  
School  , 	ili`j"  
**********# 

I request a family or rnedica 
physician's certification and 
processed. 

********** ,i 

Date I I .  7 3-0/Ce 

	 Position  E t o ci 	Co t Cf.—)  
***************************************&************** 

. leave for one or more of the following reasons. I understand that a 
all required information must be submitted before this request. is 

Because of the birth of my child, or because of the placement of a child with me 
for adoption or foster care. 

In order to care for my spousetchildiparent who has a serious health condition_ 

For a serious health condition that makes me unable to perform my job. THIS 
CONDITION _ IS 	IS NOT WORK RELATED. 

Requested intermittent or reduced leave scheduled 	  

Leave to start if 	R-91-2 1 	Expected return date  II icy 12y  

	  I,would like to use my sicklpersonal days 
I.,,ould not like to use my sick/personal days 
Original request for leave 
Request for extended leave 

C r 
	

Date 
341:************* **** ************************* **********sX 

Principal/Designee Signature, 

Superintendent Signature 

Board Secretary Signature 

Board President Signature 

LE! VE APPROVAL 

	 4-_" Date

) 
 

Date 	 

Date 	  

z'd 	 01.96-9ZZ-90L kelueLueo luefug dOZ:1.0 91. 60 AON 



Refill 	 times DEA # 	  

uth west 
tzvinea's 
ealthcare 
ASSQCIATES 

TIPHNE N. SHARPE, APN 
BOARD CERTIFIED WOMEN'S HEALTHCARE 

3700 W. 203rd Street, Suite 110 

Olympia Fields, IL 60461 708.679.1890 

Name 

14 Phone   Date  

Address 	  Age 

RX # 	  

tuA\t„ 

Lam., 
IAA thittitta_ 

1-2A. a/M-5fig-11.5e_ 
/11-t-LA. jr r 

May Substitute 	1 	 M D 

rj May Not Substitute 	  M D 

Oa_ 
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