ELIM CHRISTIAN SERVICES
LOA Request 
Name







    Today’s Date




 FORMCHECKBOX 
LOA
Please only check one of these if they are applicable:

__ for the birth and care of your newborn child (paid or unpaid)

__ for placement of your son/daughter for adoption/foster care (paid or unpaid)

__ to take medical leave (paid or unpaid ) when you are unable to work because of a serious health condition

__ to care for an immediate family member (spouse, child, or parent) with a serious health condition (paid or unpaid)

Absence Information:

Dates of absence from work:

To begin:  ____/____/____
I will return to work on: ____/____/____ (Approximate)

Employee Signature




Date
---------------------------------------------------------------------------------------------------------------------

**Medical certification on file with HR  Dept. 
 FORMCHECKBOX 
Certified   FORMCHECKBOX 
Uncertified  

