
REVISED 7/1/2021 

 

 

PHYSICIAN’S TIME OFF REQUEST  
NAME_______________________________________________________________________________ 

(PLEASE USE MULTIPLE FORMS IF NECESSARY) 

 
REQUESTED DATES AND TIMES: 
 
Date___(EXAMPLE: 4/25/22)______      Hours Requested:______(EXAMPLE: 8AM-10AM)___________ 
☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☒  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 
 

Date__________________________      Hours Requested:_____________________________________ 

☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☐  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 

 

Date__________________________      Hours Requested:_____________________________________ 

☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☐  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 

 

Date__________________________      Hours Requested:_____________________________________ 

☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☐  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 

 

Date__________________________      Hours Requested:_____________________________________ 

☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☐  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 

 

Date__________________________      Hours Requested:_____________________________________ 

☐ VACATION WITH PAY     ☐ VACATION WITHOUT PAY     ☐  PLEASE USE SATURDAY TIME     ☐  CONTINUING EDUCATION 

 

 
Comments:___________________________________________________________________________________ 

   
DOCTOR’S SIGNATURE___________________________________________________________ 
DATE_________________________________________________________________________ 

  


