Illinois Conference of Seventh-day

Adventists

VACATION REQUEST - Office

NAME

DATE

Submit By Email to
shealy@ilcdsa.org

DATES REQUESTED: FROM

TO

EMERGENCY CONTACT INFORMATION

Name

Address

City

State Zip Code

Email:

FOR OFFICE USE ONLY

Phone:

YEARS OF SERVICE 1-4
Days Accruable 8
Carryover from last year

Used to Date

MONTH

’-n»-lg'-lgm

APPROVED

Admin. Signature:
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