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   Human Resources 

        Monroe 2-Orleans BOCES

Employee Request for Excused Leave

In accordance with state law, BOCES 2 will provide employees with up to four (4) hours of excused paid leave time annually, including commute time, for the purpose of obtaining a cancer screening.  If you intend to obtain a cancer screening during your normal work hours, you must complete this form at least two (2) weeks prior to your screening, absent emergency circumstances, and submit it to your immediate supervisor for his/her signature.
Also in accordance with state law, BOCES 2 will allow employees who work 20 or more hours per week, up to three (3) hours of excused unpaid leave time annually for the purpose of blood donation.  If you intend to donate blood during your normal work hours, you must complete this form at least two (2) weeks prior to your appointment, and submit it to your immediate supervisor for his/her signature.
Directions: After your supervisor and the appropriate Director sign this pre-approval form, it will be returned to you.  You must bring it to your screening appointment or blood donation center when requesting excused paid cancer screening leave, and/or blood donation leave.  Your doctor/blood donation center must fill in the date and time of your appointment and sign the form.  When you return to work, please send the completed form to your supervisor.
Check one of the following: 


Requesting Leave for Cancer Screening

Requesting Leave for Blood Donation
_________________________________

_____________________        __________________

Employee name (print)



Position

      
         Department
_________________________________     
____ 
Date and time of appointment

      
# hours leave taken (including commute time) 
_________________________________

________________

Employee signature



Date

------------------------------------------------------------------------------------------------------------

_________________________________

_________________

Supervisor’s signature



Date

_________________________________

_________________

Director’s signature



Date

------------------------------------------------------------------------------------------------------------

Physician’s Statement/Blood Donation Center Verification:

_______________________ appeared on _____________, 202_ at ____a.m./p.m. (circle) to obtain (check one of the following):

Cancer screening; or


Blood donation
______________________________

_______________

Medical professional signature 
 

Date

_____________________________

Medical professional (print name)
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