SUFFOLK COUNTY COMMUNITY COLLEGE

 REQUEST FOR TIME OFF 

 __________________________________              ________________                   ___________________
  EMPLOYEE NAME – PLEASE  PRINT                 DEPARTMENT                        DATE OF REQUEST

(   )  Illness-Date (s)____________________________   (   )  Comp. Time -Date(s)___________________
(   )  Vacation-Date (s)__________________________   (   )  Worker’s Comp-Date(s)_________________
(   )  Personal Leave-Date (s)_____________________   (   )  Leave Without  Pay -Date(s)_____________
(   )  Death in Family-Date (s)_____________________  (   )  Other -Date(s)________________________
        Relationship to Deceased_____________________

_________________________________________           ______________________________________

             EMPLOYEE’S SIGNATURE                                                SUPERVISOR’S SIGNATURE

INSTRUCTIONS: Submit a copy to the Central Personnel Office ONLY  for  leave without pay. Request for other time off should be submitted to supervisor.

Recorded _____________________                                                  Approved________________________

S.C.C. #  1133
