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	City of West Des Moines

REQUEST TO RECEIVE TRANSFERRED LEAVE
(May be used to request that vacation and/or casual leave be transferred to you)


Name: ________________________________________   Department:_________________
State briefly your need for an extended leave of absence and attach supporting verification.  A statement from a physician as to the cause and duration of medically related leave is necessary.
________________________________________________________________________
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

When will your leave of absence start?___________________________________________

How many working days do you anticipate the leave will last? _______________________

Will you allow the City to post your need for leave time? ____________________________

(Your reason will remain confidential)

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

______________________________________________      ________________________
Employee Signature





   Date

______________________________________________     _________________________

Immediate Supervisor Approval 



  Date

______________________________________________     ________________________

City Manager Approval




  Date

