	ABSENCE VERIFICATION
	South Orange County Community College District


	 FORMCHECKBOX 
  District
	         FORMCHECKBOX 
 SC
	 FORMCHECKBOX 
 IVC
	 FORMCHECKBOX 
 ATEP

	1. NAME
	
	2. LOCATION:

(i.e. MSE/Physics)

	
	
	     
	
	Div/Dept: 
	

	Last
	First
	Initial
	
	Emp. ID #  
	

	Payroll Period From:
	
	To:
	
	
	Position:  
	


	3. BENEFIT REQUESTED
	DATE(S)

	 FORMCHECKBOX 
 SICK LEAVE

      Absent more than 5 consecutive days, a doctor’s off work order is required.
	

	 FORMCHECKBOX 
 PERSONAL NECESSITY LEAVE
	

	 FORMCHECKBOX 
 CONVENIENCE LEAVE
	     

	 FORMCHECKBOX 
 INDUSTRIAL INJURY/ILLNESS LEAVE:  
     Initial date of Inj/Ill      
	     

	 FORMCHECKBOX 
 VACATION LEAVE
	

	 FORMCHECKBOX 
 COMPENSATORY TIME
	     

	 FORMCHECKBOX 
 BEREAVEMENT LEAVE RELATIONSHIP:      
     For more than 3 days indicate city & State  (Refer to Union Contract) 
     
	     


	 FORMCHECKBOX 
 LEAVE WITHOUT PAY
	     

	 FORMCHECKBOX 
 EXCUSED

      Indicate Reason:  
	

	 FORMCHECKBOX 
 FLEXIBLE CALENDAR PROGRAM HOURS

    If fewer than 38 hours reported 7/1 thru 6/30, how many not reported?
	     
	: hours less then 38 reported for current year.

	 FORMCHECKBOX 
 JURY DUTY

     Attach Court Certification
	     

	*** ACADEMIC ONLY *** USE A SEPARATE ABSENCE VERIFICATION WHEN REPORTING LOAD AND OVERLOAD

	TOTAL DUTY DAYS ABSENT:
	
	Days
	TOTAL DUTY HRS. ABSENT:
	     
	Hrs

	*Use for Full-Time Academic Load ONLY
	*Use for F/T Academic Overload & Flex Hours

	
	Part-Time Academic

	
	All Classified

	
	All Administrators 

	
	


ILLNESS OR INJURY REPORT

If absent because of illness or injury for longer than five days, a statement by a licensed physician may be required, or evidence of treatment and the need thereof by the practice of religion of any well recognized church or denomination.  The Board of Trustees may require a statement from a physician at any time regardless of the duration of the absence.

	4.  EMPLOYEE’S STATEMENT

	I hereby affirm that the above statements are correct and true.

	
	Signature of Employee — Date

	

	5.  CERTIFICATION by the employee’s administrator is required for each request.

I hereby certify that to the best of my knowledge and belief the above statements are correct and true, and I recommend approval of this request.

	
	Signature of Administrator — Date
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