
Sick Leave Form

Employee Information

● Employee Name: _______________________________________

● Department: _______________________________________

● Employee ID: _______________________________________

Medical Details

● Doctor's Name (if applicable): _______________________________

● Medical Facility: _______________________________

● Illness/Injury Description:

Leave Duration

● Start Date of Leave: _______________________________________

● Expected Return Date: _______________________________________

Certification

● Medical Certification Attached:

● ( ) Yes

● ( ) No

● Employee Signature: _______________________________ Date:

___________

● Supervisor’s Signature: _______________________________ Date:

___________
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