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	Grande Prairie Catholic School District #28

Support Staff Request and/or Report of Absence
                                                                                                                                                                                                                          Form 400E

	
	


Name:  _____________________________________________________
School:  __________________________

Date(s) of Absence:  __________________________________

No. of Hours Absent:  _____________

Reason:  ______________________________________________________________________________________________________

Specific Clause of Contract (Check)

	With Pay
	Without Pay
	Clause
	

	_________
	__________
	17.1.1
	Compassionate Leave (Please complete reverse of this form)

	_________
	__________
	17.1.2
	To Write Examination

	_________
	__________
	17.1.3
	Witness Under Subpoena

	_________
	__________
	19.7
	Child/Spouse Illness

	_________
	__________
	17.1.4
	Personal Leave (two days with pay – no substitute allowed)

	_________
	__________
	18.2/18.3
	Paternity/Adoption Leave

	_________
	__________
	19.3
	Employee Illness (3 days or less)

	_________
	__________
	19.6
	Employee Illness in Excess of 3 Days – Please Attach Doctor’s Certificate

Expected Date of Return ___________________________________________________



	________
	__________
	19.5
	Travel for medical and dental appointment (by referral) Maximum 3 days



	
	__________


	20.1
	Leave of Absence/Personal Leave

State Reason  ___________________________________________________________

	_________
	
	
	Other

Banked Time Taken – Hours _______________

	
	
	
	

	_________
	__________
	
	Conferences, Seminars, P.D./Inservice/ Meeting –etc.  (Circle One)

Describe  _______________________________________________________________

	_________
	__________
	
	Jury Duty (As Outlined in Policy Handbook)

	_________
	___________
	
	Vacation Time Required – 12 month employees


EMPLOYEE’S SIGNATURE:  ___________________________________________
DATE:  ____________________________


PRINCIPAL’S/SUPERVISOR’S COMMENTS, RECOMMENDATIONS FOR APPROVAL:

SUBSTITUTE REQUIRED:  _______
PAYMENT OF SUBSTITUTE:
DISTRICT BUDGET_______     C.E.P. UNION __________

                 MINI BUDGET__________

PRINCIPAL’S/SUPERVISOR’S SIGNATURE:  ____________________________
DATE: _____________________________


SECRETARY-TREASURER’S COMMENTS, RECOMMENDATION AND/OR APPROVAL:

ORIGINAL STAYS ON FILE AT C.E.C. (PAYROLL)


    
                   COPIES TO:  EMPLOYEE, PRINCIPAL
NOTE:  The information collected on this form is personal information as referred to in the Freedom of Information and Protection of Privacy Act (FOIPP Act).  This personal information is collected pursuant to sections 33(c) and 34(1)(k)and (n).  This information is necessary to determine the eligibility of any individual to participate in a program or receive a benefit.  If you have any questions or concerns regarding the collection of information, or intended use of the information, please contact Bryan Turner, FOIP Coordinator, at the central office at 780.532.3013.
COMPASSIONATE LEAVE REQUEST
Administrative Guidelines:

There are two elements which require clarification:

(1)
Does the relationship fall under clause 17.1.1

(2)
In the case of critical illness, is the illness of an immediate life-threatening nature?


TO MAKE APPLICATION FOR COMPASSIONATE LEAVE, PLEASE COMPLETE THE FOLLOWING:

Compassionate leave is required due to the following circumstances,






 is accessing compassionate leave as follows:

      (Employee Name)

(a)  DEATH OF
________________________________________

__________________________________





Name





     Date of Death
 FORMCHECKBOX 
Spouse      FORMCHECKBOX 
Child               FORMCHECKBOX 
Son-in-law      FORMCHECKBOX 
Daughter-in-law      FORMCHECKBOX 
Grandparent            FORMCHECKBOX 
Parent     
       FORMCHECKBOX 
Brother    


    FORMCHECKBOX 
Sister         FORMCHECKBOX 
Grandchild      FORMCHECKBOX 
  Nephew        FORMCHECKBOX 
  Niece                    FORMCHECKBOX 
  Brother-in-law        FORMCHECKBOX 
  Sister-in-law  

(b)  CRITICAL ILLNESS  OF
_________________________________________

Name
 FORMCHECKBOX 
Spouse      FORMCHECKBOX 
Child               FORMCHECKBOX 
Son-in-law      FORMCHECKBOX 
Daughter-in-law      FORMCHECKBOX 
Grandparent            FORMCHECKBOX 
Parent     
       FORMCHECKBOX 
Brother    


   FORMCHECKBOX 
Sister         FORMCHECKBOX 
Grandchild      FORMCHECKBOX 
  Nephew        FORMCHECKBOX 
  Niece                    FORMCHECKBOX 
  Brother-in-law        FORMCHECKBOX 
  Sister-in-law  

Please specify the nature of the critical illness:  _____________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

SPECIFIC DATES OF ABSENCE (INCLUDING TRAVEL)  _________________________________________________________


TOTAL NUMBER OF DAYS ABSENT

_______________


NUMBER OF DAYS REQUIRED FOR TRAVEL
_______________

DISTANCE OF TRAVEL  _______________

TRAVEL FROM:  _______________________________________  
  TO
__________________________________________



  
(City, Province)





(City, Province)

EMPLOYEE’S SIGNATURE:  ________________________________________
DATE:  ____________________________
Revised July 13, 2011
Revised May 2003








