Office for the Coordination of Humanitarian Affairs 

(OCHA)

Leave Request Form

	I.
	To be completed by Staff Member & Immediate Supervisor:

Name:    GOMEZ Cristina__________    Index #:  269935_                                 
Branch:    Executive Office                       Unit:   ____________________     Ext.:  __3-2094                             

EOD OCHA: __1 June 2006__________     Contract Type:  __Fixed-Term___                 

Type of Leave:      CTO         AL       AAL        HL         AHL         FVT

 Period of CTO:      From:                            To:                                 Working Days:  _____                                
 Period of Leave:    From:     11 August 2006 To:  _18 August 2006  Working Days:   __6__                              
 Official Business    From:                               To:                            Working Days:   _ ____                             
Contact Address:  __ _24 Ross Avenue, Chestnut Ridge, NY 10977_____                                                                                                                                              

Phone/Fax/E-mail:  (845) 627-2482 or (347) 365-4432____________________________________                                                                                                                 Signature of Staff Member          Date

	
	


	II.    

 
	To be completed by attendance monitor and verified by Executive Office prior to departure:

Last Leave Taken: CTO  AL  HL/AHL   FVT  From:                                                                                                                                                                   (DD/YY/MM)            

Annual Leave Balance Accrued as at:     31-7-06               27 1/2                              

                                                                  (Date)                   (Days)

Leave Days to be used: =  ____6____                                                              
Verified by:   Executive/Administrative  Officer   _____________________________     _____________                                                                                                              Signature                                      Date



	III.
	Recommended by: Immediate Supervisor    Yes      No   Signature/Date ________________________                                                                                                                                                                        

Approved  by: Chief of Unit/Branch             Yes      No   Signature/Date ________________________     

	
	


	IV.
	Original to be completed by staff member upon completion of leave and submitted to Executive Office.

Last Date at Work:  ________________________

Date of Return to Duty _____________________        

________________________________________                                        
Signature of Staff Member                 Date                                                               

        ____________________________________

Signature of Immediate Supervisor     Date    

 


