VACATION REQUEST FORM

Name: 

__________________________________________

Department:  
__________________________________________

Position:  
__________________________________________

Dates requested:
_____________
Alternate dates:  _______________




_____________


   _______________




_____________


   _______________




_____________


   _______________




_____________


   _______________

Comments:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____  If the above request is for 5 or more days and due to a medical reason for yourself or a family member, check this box and fax immediately to the HR department at 440-356-9248.

Approved by:  ______________________________
Date:  __________________

