NAME (LAST) (FIRST) (MIDDLE INITIAL) | DATE

Chewning Candace S 10/14/2024

ORGANIZATIONAL UNIT EMPLOYEE NO.

Labor, Office of Worker Protection 297904

TYPE OF LEAVE (FOR FUNERAL COMPLETE REVERSE)
vacation  |LI | Sick* Yféfhé);’;sp §¥|ess) ggiify)

NO. OF HOURS FROM (DATE & HOUR) TO (DATE & HOUR)

22.5 10/14/24 10/17/24

*| certify that this absence was due to

Practitioner:

[1| illness which incapacitated me for duty
Medical, dental, or optical treatment by:

Name of . Penn Medicine, Dr Edward:

SIGNATURE OF EMPzEE

APPROVED (SUPERVISOR)

COMPLETE REVERSE SIDE AS REQUIRED BY
DEPARTMENTAL REGULATIONS

APPROVING OFFICER

82-S-14 (Rev. 4/2020)

LEAVE REQUEST CITY OF PHILADELPHIA



candace chewning


CERTIFICATION OF PHYSICIAN OR PRACTITIONER

NAME OF EMPLOYEE

| certify that above employee was under my FROM (MO., DAY. YR.)
professional care.

THRU (MO. DAY, YR.)

DIAGNOSIS OR REMARKS

DATE OF RETURN TO DUTY SIGNATURE

ADDRESS OF PHYSICIAN OR PRACTITIONER

DATE

FUNERAL LEAVE CERTIFICATION

THIS IS TO CERTIFY | ATTENDED THE FUNERAL OF

RELATIONSHIP

LOCATION OF FUNERAL SERVICES (NAME AND ADDRESS)
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