ELIZABETH
F OR WA R D School District

401 Rock Run Road, Elizabeth, PA 15037 412.896.2310 FAX 412.751.9483
CERTIFICATE OF ABSENCE
(All Employees)
NAME
SCHOOL EMPLOYEE NUMBER
I hereby certify that my absence for days (List dates of absence)
Month Date Year Month Date Year

For the following reason: (Please check appropriate reason)
MyIllness _— Personal — Vacation
Jury Duty ——— Birthday —— Union Business
Unpaid Leave (Prior Approval Required)

Bereavement of Immediate Family (Relationship)

Bereavement of Near Relative (Relationship)

LEE (Local Education Event/Conference/Meeting/Training - In or Out of District)

Specify

Signature of Employee Date

This form is to be completed upon your return to work after an absence. Complete the above
information, make a copy for your records and forward the original form to the District Office.

No payment of salary for eligible absences will be made until this form is submitted.
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