
 
 
 

 

 

 

Request for Time Off 

 

Name: ___________________________________________ Date: _______________________ 

Dates requesting off: ____________________________________________________________ 

Reason for request: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 Please turn in this form at least two (2) week prior to the first date you are requesting off.  

 If you are requesting more than two (2) consecutive days off, this form must be turned in 

at least four (4) weeks prior to the first date you are requesting off.  

 

 

 

 

 

--------------------- For Office Use Only --------------------------------------------------------------------- 

 

Date request was received: _________________________ 

Date copy was given to employee: ___________________ 

   Approved _______ Denied _________ 

Comments: 

______________________________________________________________________________

______________________________________________________________________________ 

 

Signature: __________________________________________ Date: _____________________ 
      Office Manager  
 

Signature: __________________________________________ Date: _____________________ 
      ASAP MedStaff Representative 

 


