	EMPLOYEE LEAVE REPLACEMENT REQUEST

	Agency:                                                              
	Date:      


	Please provide the following information:

Current Incumbent’s Name:      
Incumbent’s class title / class code:      
Organization Code / Position Number:      


	Incumbent’s last day at work:                              

Projected Return Date:                                                                       
	Last Payroll Date:      
Account No:      

	Type of Leave: (check one)

Sick:  FORMCHECKBOX 
       Special Sick:   FORMCHECKBOX 
     Short-term Disability:  FORMCHECKBOX 
     Long-term Disability:  FORMCHECKBOX 

 Military:  FORMCHECKBOX 
      Vacation:   FORMCHECKBOX 
        Unpaid:   FORMCHECKBOX 
         Other: (Describe)   FORMCHECKBOX 



	Requested Action: (check one)                             
	Requested Effective Date:      

	Temporary Position:   FORMCHECKBOX 
      Intermittent Position:   FORMCHECKBOX 
           Doublefill:   FORMCHECKBOX 

Other: (Explain)       
For temporary or intermittent positions provide the following information:

Requested class title / class code:      
Proposed org. code / Position Number:               

Account Number:      
For doublefill or intermittent positions specify end date:      


	In accordance with financial management circular #96-2 unless this request is for a doublefill in excess of 6 months or will result in the establishment of a permanent position the Agency Head may approve this action.  Otherwise this request must be forwarded through State Personnel to the Budget Agency for approval.

	Approved: __________________________________________

                   Agency Director
	Date: _____________

	Approved: __________________________________________

                   State Personnel Department Director
	Date: _____________

	Approved: __________________________________________

                   State Budget Agency Director


	Date: _____________


