
Week Ending:___________________

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

SUNDAY 

Rev. 08.18.23 (city)

Name:____________________________________ 

Type of Request:

Annual Leave

Sick Leave

Employee Signature:_______________________________ 

Supervisor Signature:______________________________  

Dept. Head Signature: ______________________________ 

Date:___________________ 

Date:___________________  

Date:___________________

DAY DATE HOURS REMARKS / *REASON FOR OVERTIME

Other:________________________

Training/Conference 

Overtime*

Request Turned in to: __________________________________________ 

Date & Time Given: ___________________________________________ 

Training/Conference: __________________________________________ 

City of Fort Oglethorpe 
Request for Leave/OT
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