
	FELLOW:
	     

	
	Name (please print)


	


REQUESTED LEAVE:  (please check)

   FORMCHECKBOX 
  VACATION


FROM      ,  through      ,  






(Total number of working days out:  FORMDROPDOWN 
)
	


 FORMCHECKBOX 
  PRESENTATION/PARTICIPATION AT MEETING (circle one)

       MEETING:       

FROM      ,  through      ,   FORMTEXT 

     .






(Total number of working days out:  FORMDROPDOWN 
)
	     
	
	     

	Faculty and Clinic Affected 
	
	Service


	


APPROVAL:

	
	
	

	Fellow Signature / Date
	
	

	
	
	

	Faculty Signature / Date
	
	Service

	
	
	

	Fellowship Training Program Director’s Signature / Date
	
	


	60 DAYS ADVANCE NOTICE IS REQUIRED FOR ALL TRAVEL AND VACATION.


PLEASE SUBMIT FORM TO PEDS EYE SECRETARY AFTER SIGNATURES ARE OBTAINED.
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