
 

 

 
 

 

 

 

AFFORDABLE HOME CARE SOLUTIONS 
 

 

 

TIME-OFF REQUEST 

MUST BE SUBMITTED AND APPROVED 

AT LEAST TWO WEEKS IN ADVANCE 

  
DATE: ______________________ 

 

 

EMPLOYEE NAME: ____________________________ 

 

 

TIME OFF FOR: ________________________________ 

 

 

DATE (S) OF ADJUSTMENT:_____________________ 

 

 

REASON: ______________________________________ 

 

________________________________________________ 

 

 

 

__________________ 
AUTHORIZATION 


