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 Date: ________________ 
 

Faculty Name  _________________________________________________________ 

Designation  _________________________________________________________ 

Department  _________________________________________________________ 

Period of Leave        __________ From____________________ TO _________________ 

Date Class Time Faculty name Signature 

     

     

     

Type of leave: ______________ (CL / EL / LWP / OD 

_____________________ 
 (Signature of Applicant) 

__________________________________________________________________________________________________
___ 

(FOR OFFICE USE ONLY) 
 

Date: ____________________________ 
Type of leave    ______________ 

Sanctioned leave period  ______________ 

_____________________ 
     (Signature of Principal cum Director) 
 

 

FACULTY LEAVE APPLICATION 


