
THE SCHOOL DISTRICT OF OSCEOLA COUNTY, FLORIDA  
SPECIAL LEAVE REQUEST FORM  

ALL COPIES OF THIS FORM MUST BE SUBMITTED BY  
THE WORKSITE PAYROLL SECRETARY TO THE ADMINISTRATIVE CENTER RECEPTIONIST 

 
PLEASE TYPE OR PRINT IN INK  
 
      Name            
        EMPLOYEE ID NUMBER    LAST        FIRST                 MI. 
 
Position        Worksite         
 
Leave Beginning       Leave Ending        
        HOUR      MONTH        DAY          YEAR           HOUR              MONTH            DAY              YEAR 
 
I hereby request    work days of (check one only): 
 

               OCTA LEAVE BANK (At least 10 days notification to the 
                   Superintendent or designee as arranged by the Association 
                   President) 
 
               ILLNESS IN THE LINE OF DUTY – TEN DAYS OR LESS 
                   (Attach accident report or doctor’s statement) 

 
 
        /     
   Employee’s Signature       Date 
 
        /     
   Principal/Administrator Signature      Date 
 
                
 
   Approved    Disapproved      Reason            
 
                 
 
                
 
        Board Approved Date     
 
 
 
 
 
White:    Payroll              
Yellow:   Worksite      Superintendent/Designee Signature 
Pink:      Employee 
Gold:     Personnel File or Risk Mgmt. File           
       Date 
 
      An Equal Opportunity Agency   FC-120-1144  
            (Rev. 02/12/08) 
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