
 

TIME OFF REQUEST FORM 
 
 

PLEASE CHECK ONE OF THE FOLLOWING: 
 

 VACATION  

 PERSONAL (NO PAY) 
 

 COMP. TIME  
 

 
 
 
 
 
        
EMPLOYEE NAME      STORE #  (required) 
 
 
START DATE:_ ____ END DATE_____ TOTAL   DAYS:____ 
 
 
 
SCHEDULED DAYS OFF (IF ANY) WITHIN THE ABOVE DATES 
 
 
          
EMPLOYEE SIGNATURE     DATE 
 
 
 
SUPERVISOR/MANAGER SIGNATURE  DATE 


	( VACATION 
	 PERSONAL (NO PAY)
	( COMP. TIME 
	EMPLOYEE NAME      STORE #  (required)

