MONTCLAIR STATE UNIVERSITY

Upper Montclair, New Jersey

FACULTY/PROFESSIONAL STAFF/MANAGERS 

REQUEST FOR LEAVE OF ABSENCE WITHOUT PAY

NAME       


DIVISION
 FORMDROPDOWN 


DEPARTMENT        

DATES OF REQUESTED LEAVE
     



     




        Begin:  (month/day/year)          End:  (month/day/year)

PURPOSE OF LEAVE (Please explain briefly):

     

Signature



Date

------------------------------------------------------------------------------------------------------------

RECOMMENDATION








   APPROVED     NOT APPROVED









  
[  ]

   [  ]

Supervisor/Department Chair


Date








  
[  ]

   [  ]

Department Director/Dean*


Date








  
[  ]

   [  ]

Vice President




Date


------------------------------------------------------------------------------------------------------------








 APPROVED       NOT APPROVED









  
[  ]

   [  ]

President




Date

------------------------------------------------------------------------------------------------------------

For Use Only if Approved by the President








  
[  ]

   [  ]

Board of Trustees



Date

* see reverse   







                          VPAA 9/01
For Use by Dean/Director:

1.  Rationale for Decision:

     

2.  Previous leave(s)?

[   ]  Yes

[   ]   No


If so, when (dates): 






