FAITH MEDICAL SERVICES
TIME REQUEST OFF AND CALL OUT FORM
NOTE: Requests must be made in advance and in accordance with company guidelines. We require two weeks advance for all request off. With emergencies, a minimum of 4 hours is required.
______________________________                                    ________________________
           Employee Name                                                                       Date of Request

_______________________________                               __________________________
Client’s name                                                                        Schedule
SICK                                        FUNERAL                          DOCTOR                VACATION
        PERSONAL                            JURY DUTY                       SWAP DAYS	OTHERS __________________

I, _________________________________ would like to request the following days off starting on _______________________________ and ending on _________________________ with a total of _________ days off. I will report back to work on _____________________.

Employee Signature __________________________________
…………………………………………………..……Office use only…………………………………………………………………………
                            ______________ APPROVED                                          _________________ DENIED

Date called out ________________ Reason ________________________________

Total time out__________________

_____________________________
           Supervisor Signature

