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I LIHESLATURAN GUAHAN
GUAM LEGISLATURE AFRG"?ﬂ‘s
155 Hesler Place, Hagatna, Guam 96910 tixh::__ﬂi_i Jaw; PR
ZICEIVED RY.
LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAVROLL NO- DATE REQUESTED:
Scott T. Mendicla 97547 March 31, 2018
TYPE OF LEAVE REQUESTED:
[ ] sicx [ Jawnuar [ ] marerwr [ ] eoucarona [ ] mumary (] sury [ ome

TN

PAY STATUS: HOURS: a2y L\ ~d- \2_(2
[ x_Jweav[Jworar [ ]comemarion WIPAY WIOLT A

FROM {HOUR, MONTH, DAY, YEAR): TO {HOUR, MO , DAY, YEAR): . rw‘ Charge Account NO:
April 01, 2015 T« April 08, 201

ADDRESS WHILE ON LEAVE:

Chalon Paogo

APPLICATION FOR PREPAYENT QF VACATION LEAVE
MIN'MUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. [T IS UNDERSTOOD THAT IF I RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFCRE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VAGATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEENMS ADVISABLE. IF THE CERTIFICATION REQUIRED I5 NOT FURNISHED, ALL
ABSENGE WHICH WOULD HAVE BEEN COVERED BY SUGH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPQRT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVIGE.
F CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERICD STATED
BELOW. FROM A MEDICAL STANDPGINT, KIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT 1CONSIDERED IT INADVISASLE

FROM HiS OR HER TO REPORT TCQ WORK,

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR):  |HOSPITALIZED? NUMBER OF DAYS:
D YES |:| NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS;

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORREGT (SIGNATURE OF EMPLOYEE) A ‘:: ?W .
[§ [~

APPROVED
YES I__—I NO (SIGNATURE OF SUPERVISOR) 7@
Meas

APPROVED {SIGNATURE CF APPQINTING AUTHORITY OR AUTHORIZED DELEGATE)
[ Jves [ Ino

LEAVE APFLICATION FORM (rev 06.30.03) GENERATED BY WIS




GIAM LEGISuA

I LIHESLATURAN GUAHAN V. “HMELmAYROLL O«
T ORE w1220
renzy G1 R
esler Flace, Hagatna, Guam KA, [ i
LEAVE FORM 2
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
4«/ ’
/ﬁ/@ﬁf// & / IHO GRyY A /L F /3 2008
TYPE OF LEAVE REQUESTED: L

[ siex EA/NNUAL DMATEF\NITY D EDUCATIONAL I:, MILITARY [ ] sury |:| OTHER
PAY STATUS Hou —
: RS: e -
weay [ ] ] 2 foy S [
PAY W/O PAY COMBINATION wieay P Nl
| a>

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): . Charge Account NO:

/-:%« 2Ry 20/5 | Sm My 14, 295| &/ ffas
Eopn gy (2,200 | B 7oty 12295] 7 fes
L0est WMy 13 205 | Epm W/{,M S fes

ADDRESS WHILE ON/LEAVE! 4

/7
3 A8 /Qmm;ﬁ /. /ﬁ/cmc; e

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT 13 UNDERSTOOD THAT IF I RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TQ THE UNEXPIRED
PORTION OF THE PREFPAID LEAVE,

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PEASONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE (5 ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURANISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH GTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH GERTIFICATION SHALL BE INIHCATED ON THE PAYROLL AS LEAVE OF ABSENGCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION QF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,
[ CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS FERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TQ REPORT TO WORK.

FROM (MONTH, DAY, YEAR): __|TO (MONTH, DAY, YEAR):  HOSPITALIZED? NUMBER OF DAYS:
[ Jves [ ]~o

NAME OF PAYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSIGIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) A

APPROVED
Mves [ Jno

/
APPROVED (SIGNATU
Mves [ Jno

LEAVE APPLICATION FORM (rev. 06.20.03) GENERATED BY MIS



I LTHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

GUAM LEGIywA i,

PEIMMELIPAYAOLY o

MAY 12 2015

LEAVE FORM

g A0 N’@f Vi

XECEIVED BY; A

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.:

DATE REQUESTED:
/A&W/ 7 W;«o

- /.
Niny # 27

TYPE OF LEAVE REQUESTED:

[ Jsex [Hamua [ Iwarernry [ ] eoucamiona. [ ] mwmany [ ] wry

[ omen

PAY STATUS: HOURS: \L\ ~\
weay [ Jwioray [ comeination WPAY o, 8 sl

¥

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR):~—

Charge Account NO;

Erot _Fhy 06, 2005 | Zom phhy 26, 2005 Fheg,
Cd I L4
Lom 2y 0F 20/S | Sons plhant svsl o s

doxn NG Y 0S| Bor e K208 O bt

ADDRESS WHILE ON'LEAVE:

N J
/93 4B ot Da. (Fpo—a %,g/vé

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (16) CONSECUTIVE WORKING DAYS. IT IS UNDERSTGOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, § SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

SICK LEAVE CERTIFICATION

IN COMPLIANGE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECALSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A MOLIDAY, WEEKEND. DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCARACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FGR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDMSPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FQR DISMISSAL FROM THE GOVERNMENT SERVICE,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED (T INADVISABLE
FROM HIS OR HER TQ REPORT TC WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR): — [HOSPITALIZED? NUMBER OF DAYS:
D YES [:] NO
!
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

APPROVED IZ{ D NO
ES (SIGNATURE OFW

A=

APPROVED (SIGNATURE OF APPOINTING AUTHORITY @R AUTH DELEGAT
YES D NO ’ %
. AR

N/

 —

N

LEAVE APPLIGATION FORM (rew, 06.30.03)

GENERATED BY WIS
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I LIHESLATURAN GUAHAN
GUAM LEGISLATURE NOV 25 7015
155 Hesler Place, Hagatna, Guam 96910 e JO05 B i ¢

REC:2925 9, S,
T

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:

- c It 2
Jeeupine A [23/1s
TYPE OF LEAVE REQUESTED: ‘
l:’ SICK E?NNUAL I:] MATERNITY D EDUCATIONAL D MILITARY D JURY I_—_l OTHER
PAY STATUS: HOURS:

—WIPAY  WiO PAY D COMBINATION WIPAY 1) W/IOUT PAY

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAYQYEAR): Charge Account NO:
{.ooam I3 /1§ “WWem ([[9KI1Y

. ] L
ADDRESS WHILE ON LEAVE:

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENY IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT 1S UNDERSTOOD THAT IF | RETURN TQ DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY QFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A GERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICKLEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| GERTIFY THAT THE ABOVE NAMED PERSOM WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER 7O REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): — [HOSPITALZED? NUMBER OF DAYS:
[ Jves [ Ino
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF EMPLOYEE)
ES D NO (SIGNATURE OF SUPERVISCOR)
APPROVED (SIGNATURE GF AFFOINTING AUTHORITY OR AUTHORIZED DELEGATE) \
[ Jves [ Ino

LEAVE AFPLICATION FORM (1ev, 06.30.02) GENERATED BY MIS



@
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I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM

wlhi LEGISLATORE
ERCOMNEE QLT AEFICF

SEP 302015

‘@:3, i i

RECEIVED BY:

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE FIEOUESTED]'S" |

Tina Rose Alicto September/’A,, 2015

TYPE OF LEAVE REQUESTED:
[ ] murary

[ ] sury

D OTHER

[ Isiex [X]awua [ Jmarernry [ ] eoucamiona
o Fa¥

PAY STATUS: HOURS: / \

(X [wear [Jwioray [ ]comearion WiPAY ‘ aﬂ:‘ |

V4TS

W/CUT PAY.

FROM {HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): ~—"

Charge Account NO;

579

9/28M15; 8am 9/30/15; 5:00pm Return on Thursday 10/1/15

ADDRESS WHILE ON LEAVE: ]
Yigo and Mangilao Guam

APFLICATION FOR PREPAYENT OF VAGATIGN LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS. T IS UNDERSTCOR THAT IF | RETURN TQ DUTY BEFQRE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTICN OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GLAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE iN EXCESS OF THREE CONSEGUTIVE

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR):  [TO (MONTH, DAY, YEARY — [FOSPITALIED? NUMBER OF DAYS:
DYES D NO
NAWE OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PRVSICIAN

REMARKS:

r4

| CERTIFY ALL STATEMENTS MADE HEHEIN ARE TRUE AND CORRECT (?@WYEW‘T
\ -

-

/ !
APPROVED
[Wes [Ivo

(SIG R VISCR)

{SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)

APPROVED I:IYES DNO

LEAVE APPLICATION FORM (rev. 06.30.03}

GENERATED BY MIS



GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NOQ.: : DATE REQUESTED:
Tina Rose Alicto ) A\ November 5, 2015

TYPE OF LEAVE REQUESTED:

[ ] siex ’%NNUAL [ JmaterniTY [ ] eoucamiona. [ ] mumany [ ] wumy l:l OTHER
PAY STATUS: HOURS: W\_j
2|v
WIPAY [:]w,'o PAY DCOMBINATION WIPAY M4 lrwom‘ PAY.

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR}: Charge Account NO:

MoJ SIS 5 2:0pnn v S, 1S, S Wprhy

PO/ &, IS gwom [NV ¢, 'S5 m B
/ T =

ADDRESS WHILE ON LEAVE: ]
Mangilao Guam

. APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (i0) GGNSECUTIVE WORKING DAYS. IT IS UNDERSTOQD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PCATION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJUAY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
AHOUDAY, WEEKEND, DAY OFF, OR YACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURANISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE GERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN [LLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT GAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVIGE.

FCERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | GONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WOIIK.

FROM (MONTH, DAY, YEARY. [TO (MONTH, DAY, VEAR),  [HOSPITALIZED? NUMBER OF DAYS:
DYES D NO

NAME OF PAYSICIAN (PRINT O TYPE) SIGNATURE OF PHYSIGIAN

REMARKS:

" -
! CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND GORRECT (SIGM@%W\ a‘Ab
/ i 1 Uik
APPROVED |ZI] D _ .
YES NO (SIGNATURE OF BURERVISORY~f 7 y_ l ! ;2
S

APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHOHIZ{E@ELEGATE)
YES D NO b

/\

4

LEAVE APPLICATION FORM (rev. 06.50.00} GENERATED BY MIS



4 @ GUAB LEGIS! AT1Po¥
PRS- v sitsie DFFICE

I LIHESLATURAN GUAHAN
GUAM LEGISLATURE JAN 232015
155 Hesler Place, Hagatna, Guam 96910 R I R T™ AL
{ECEIVED BY: _L, —_
LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO: DATE REQUESTED:
?a\*ﬁo\ﬂ S. Muawez 1524 /-20-KS
TYPE OF LEAVE REQUESTED: - Cro
Iz/sm& mwu [ Jmareramy [ ] eoucaTionaL [ ] mumary [ ] sury [j OTHER
FPAY STATUS: HOURS: \ %.,\\—'Q Sam 'SP"‘ J-20-18 —{annug
‘Zﬁm{ [ Jwioray [ commarion WIPAY . oAy Som - Spm (2115
r-2313 § Sffelk
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.
Bam__[-20-4s Spm [-23-I5

ADDRESS WHILE ON LEAVE:

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUNM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE 'WORKING DAYS, IT IS UNDERSTOOD THAT IF I RETURN TO DUTY BEFCRE
THE EXPIRATION OF MY PREPAID VACATION, I SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO ‘THE UNEXPIRED

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
lfl.LNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TG
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED FHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

1 CERTIFY THAT THE ABOVE NAMED FXRSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED GURING THE PERIOD STATEY
BELOW. FROM A MEDICAL STANDPOINT, BIS OR HER CONDITION DURING THIS rmop 'WAS SUCHTHAT I C.DNW INADVISABLE

FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR):  [TO (MONTEH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[ Jves. [ ]no
NAME OF PHYSICIAN (PRINT OR TYPE) ‘ SIGNATURE OF PHYSICIAN
REMARKS:
m\
I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF (
APPROVED .
z YES D NO (SIGNATURE OF H.MOR)

Ui

(SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) .

Som b

APFROVED
YES D NO

LEAVE APFLICATION FORM (rev. D6.30.03)



2

o UAm LEGDLATURE
I LIHESLATURAN GUAHAN s “ANNE Bavant aeFice
GUAM LEGISLATURE _ AUG 192015
1
155 Hesler Place, Hagatna, Guam 96910 | " ato A | (P
{ECEIVED BY:
LEAVE FORM R ——
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.. DATE REQUESTED:
Ellei, &C. ke XL 1S e lg 2a08
TYPE OF LEAVE REQUESTED:
D SICK @ ANNUAL D MATERNITY D EDUCATIONAL |:] MILITARY D JURY D OTHER
PAY STATLP HOURS: =  PERE
WIPAYD W/O PAY D COMBINATION WIPAY o WiouTPAY — &
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): Charge Account NO:
b Ace \ 4 rots S pm Pug 90 i
. ‘ \.‘ 1
ADDRESS WHILE ON LEAVE:

A Defoe (?Af-?‘bffdd_f 6|r¢,ow‘1 ﬁm_,@tfva,%gﬂe\ Leq 2lz

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED i§ NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL GARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPUGINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED It INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [T (MONTH, DAY, YEAR) — |HOSPITALIZED? NUMBER OF DAYS:
[ Tves [ no

NAWE OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF#«JXE) %
APPROVED ‘
[Kes [Jno ¢ 2~

(SIGNATURE OF SUPERVISOR)

APPROVED m‘ (SIGNATURE OF APPQINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [ |no

LEAVE APPLICATION FORM {rev. 06.30.03) GENERATED BY WIS



LEAVE FORM ) -

[NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
INURG 121D - Al 1o 7L L L2
TYPE OF LEAVE REQUESTED: 0

I:lSlCK ANNUAL EI MATERNITY D EDUCATIONAL I:] MILITARY |:| JURY - OTHER
PAY STATUS: HOURS: @ .-\.L\-LS v CTO
wipay[ Jwioray [ | comeinaTion WIPAY A &Gt pav. 24 Annvadd

s

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEARY): Charge Account NO:

Qam S-11-1% Spm _May 1%, RO

ADDRESS WHILE ON LEAVE:
2 (2 &ﬁ/ﬂﬁw 6/& ST /—AMLNJA Yr2in&GE ME772D MAN/ =

APPLlCATlON FOH PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOQOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, CR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE CR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSIGIAN, THE DEPARTMENT HEAD MAY REQUIRE
GERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN [LLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CEATIFY THAT THE ABQYE NAMED PERSOM WAS UNDER MY PROFESSIONAL CARE OR GUARANTINED DURING THE PERIQD STATER
DELOW. FAOM A MEDICAL STANDPOINT, HIS OR HEA CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HiS OR HER TO REPORT TO WORK,

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, VEAR): _ |HOSPTALIZED? NUMBER OF DAVS:
D ves [ |no

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PRVSICIAN

REMARKS:

I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF EMPLOYEE)

APPROVED E I—_—|
YES NO (SIGNATURE OF SUPERVISD

APPROVED (SIGNATURE GF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [ no

' ABFZ?A/%/?

Y

?

)

LEAVE APPLICATION FORM (rev, 06.30.03) GENERATED BY MIS



I LIHESLATURAN GUAHAN GUAL: LEGISLATUEE
§GUAM LEGISLATURE LSRR Y30 0.7
155 Hesler Place, Hagatna, Guam 96910 JUNE( 12018
TR0 i
LEAVE FORM HEVEORY: L0

NAME (FTRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
Vincent P. Arriola 97433 June 8, 2015
TYPE OF LEAVE REQUESTED:
[ Tsiex EANNUAL I:I MATERNITY r_—l EDUCATIONAL |:| MILITARY I:] JURY - D OTHER
PAY STATUS: HOURS:
wray[_Jwioray [_| comsination WIPAY a2 WIOUT PAY.
FROM (HOUR, MONTH, DAY, YEAR): [TO (HOUR, MONTH, DAY, YEAR}: Charge Account NO:
8:00 am May 26, 2015 5:00 pm May 29, 2015
ADDRESS WHILE ON LEAVE:

Manila, Philippines

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT iN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

LRl

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VAGATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INGAPAGITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. (F THE CERTIFICATION REQUIRED 8 NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

I CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT[ CONSIDERED IT INADVISABLE

FAOM HIS OR HER TO REPORT TO WORK.
FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, VEAR) — JNOSPITALISED? NUMBER OF DAYS:
[[Jves [ Ino
NAME OF PHYSICIAN (PRINT OR TYFE) SIGNATURE OF PRYSICIAN
REMARKS:
0D f\
AN
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF BMPLDY, }
4 [ ]
APPROVED
IZ}S D NO (SIGNATURE OF SUPERVISOR)

APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHO| DELE[GA E)
ves [ Jno

LEAVE APPLICATION FORM {1ev. 02.0,03) GENERATED BY MIS




A ILIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NG.: DATE REQUESTED:
Vincent P. Arriola 97433 September 4, 2015
TYPE OF LEAVE REQUESTED:

w\bﬁr‘
[Jsck X annua [ ] mareanry [ ] eoucamonas [ MILITARY = (] oury [ ] omen

PAY STATUS: HOURS: TH5
weav[ _Jwiopay [ | comeivation WIPAY 20 ) wiourpay
FROM (HOUR, MONTH, DAY, YEAR): 70 (HOUR, MONTH, DAY, VEAR: — Charge AosountNo:

8:00 am September 8, 2015 | 5:00 pm September 14, 2015

ADDRESS WHILE ON LEAVE:
Manlla

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS. It IS UNDERSTOOD THAT IF I RETURN TO CUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, 1 SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
1N COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GLAM, IF ANY EMPLOYEE 1S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE

WITHOUT PAY, SICK LEAVE PORTION FOR TRIVIAL INDISFOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR GUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS GR HER CONDITION DURING THIS PERIOD WAS SUCH THAT { CONSIDEREL IT INADVISABLE

FROM HiS QR HER TO REPORT TO WORK.
FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): — [HOSPITALGED? NUMBER OF DAYS:
I:I ves [ |no
NAME OF PHYSICIAN (PRINT OR TYPE] SIGNATURE OF PRYSICIAN
REMARKS:
[ | Ak a)
[ CERTIFY ALL STATEMENTS MADE HEREIN ARE TRAUE AND CORRECT {SIGNATURE OF EMPLOYEE)
/ '
APPROVED G
;S D NO (SIGNATURE OF SUPERVISOR)
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEMTE)
ves [ Ino

LEAVE APPLICATION FORM (rev, 06.30.03) ' CGENERATED BY MIS




: GUAM LEGISLATNA:
I LIHESLATURAN GUAHAN Pamm MNEUE

GUAM LEGISLATURE JUL 2372015
155 Hesler Place, Hagatna, Guam 96910 \ o
e 75D | | ek
mn:_&____

LEAVE FORM
NAME (FIRST, MIDDLE, LASTY: PAYROLL NO- DATE REQUESTED:
JOSEPH MARTINEZ BORJA July 22, 2015

TYPE OF LEAVE REQUESTED:

[ Jsiex annvaL [ Jwmarerny [ ] ebucamionaL [T mwmasy (] sury [ ] omer

PAY STATUS: HOURS: ¥e 4" Q3| -

WIPAY I:] worar [ | compmation WIPAY . WIOUT PAY

FROM (HOUR, MONTH, DAY, YEARY. TO (HOUR, MONTH, DAY, YEARJ: Charge Account NO: 530
8:00AM 7/22/15 - 5:00PM 7/22/15

ADDRESS WHILE ON LEAVE:
HAGATNA, GUAM

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MIN!MUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. [T IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT (N AN AMOUNT EQUIVALENT TOH THE UNEXPIRED
PORTION OF THE PREPAIC LEAVE.

SICK LEAVE CERTIFICATION

WITHOUT PAY. SICK LEAVE PORTION FOR TREVIAL INDISPOSITION, QR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE BOVERMMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW, FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE

FROM HIS OR HER TO REPORT TO WORK.

FROM {MONTH, DAY, YEAR). TO (MONTH, DAY, YEHA1R): HOSPITALIZED? NUMBER OF DAYS:
[Jves [Jwo
i i ! ]
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE GF PHYSICIAN
REMARKS;
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGW W
APPROVED /
Vi
[Jves, [Jwo v/
(SIQNATUREJOF SUPERVISOR)
APPROVED . (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
[Mves o

LEAVE APPLICATION FORM (rav. 06.20. 03) GENERATED &Y MIS




I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
Joseph M. Borja November 12, 2015

TYPE OF LEAVE REQUESTED:

[ Jsick annual [ Jwarernmy [ ] EpucamionaL [ ] mumary [] aury I:I OTHER
PAY STATUS: HOURS:
WIPAY I:I WIO PAY [:] COMBINATION (243%5 l\]k’—ll5 WIOUT PAY

FROM (HOUR, MONTH, DAY, YEAR}: TO (HOUR, MONTH, DAY, YEAR};
8am November 3, 2015 Spm November 4, 2015 16 hours wipay
1pm November 9, 2015 Spm November 8, 2015 |4 hours wipay

1pm November 10, 2015 Spm November 10, 2015 |4 hours wipay

ADDRESS WHILE ON LEAVE:
Home in Barrigada

ML LML P I LR L L T T U T T T T T e o A L L LN MM N R TR

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQLIIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

O Ry . 0 Tttt T T L e T T T T e
MR AN N L R M R N R R [P D LM IO R e B R I R i L I B e ittt e et

ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISFOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERICD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPQRT TO WORK,

FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[Jves [ ]no

NAME OF PHYSICIAN (FRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF EMPLOYEE) . ’ *
APPROVED I

Fees o Y

4 (SIGNATURE QF SUPERVISOR €

[ 4
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGAT] Y
YES D NO

LEAVE APPLICATION FORM (rev, 06.30.03) GENERATED &Y MIS




I LIHESLATURAN GUAHAN

GUAM LE

GISLATURE

155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM

uhmLEBISLRIYE:
r;.i%ig%mm o
JUN 25 2015

*ﬁu%§§ﬁ¥hl

) ﬂzﬂp

NAME (FIRST, MIDDLE, LAST):

-:D.&m e Caby ér &

PAYROLL NO.;

iz

DATE REQUESTED:;

Jine 22, 2o\

TYPE OF LEAVE REQUESTED:

D Siex IZ/ANNUAL DMATERNITY |:| EDUCATIONAL I:] MILITARY

iy

Cro
B’ OTHER

PAY STATUS:

%PAY D W/O PAY [:I COMBINATION

HOURS:

o _
ye i ,z( e Annv,
W/PAY /OUT PAY,

)

[

FROM (HOUR, MONTH, DAY, YEAR):

TO (HOUR, MONTH, DAY, YEAR):

CHARGE ACCOUNT NO.: 9/l E: E E

2Ty Oro

Bovy & !'2.3!15

(o!'z.to'hg

ADDRESS WHILE ON LEAVE:

WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

FROM MIS OR HER TO REFORT T WORK.

T CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED

BELOW, FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT I CONSIDERED IT INADVISABLE

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR);

HOSPITALIZED? NUMBER OF DAYS:

[Jves [Jwo

NAME OF PHYSICIAN (PRINT OR TYPE)

SIGNATURE OF PHYSICIAN

REMARKS:

1CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT

‘(;;MjSOF EMPLO
L.
A 9

/e

APPROVED E’VE s DNO

{(SIGNATURE OF SUPERVISOR)

by

/
APPROVED
% [v

(SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) | ’

LEAVE APTLICATION FORM {rcv, 06.30.03)

N iyee

GENERATED BY MIS



; ® ®

I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

5tiAM LEGIDLALUKE
mgnum PAVRRI AFFICE

JUL D9 2015
LEAVE FORM (RSO | | aw; LAPH

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
EXR)es EIABREY Po8uy | 78S
TYPE OF LEAVE REQUESTED:

[1] sex EA/NNUAL [[Imaterny [ ] eoucationac [ ] muwmapy [ ] wumy D OTHER
PAY STATUS: HOURS:

OURS 1-9- 8 annual
MDWIOPAY DCOMB!NATION ‘ WI/PAY OUTPAY___ D Sk

FROM (HOUR, MONTH, DAY, YEARY: TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.:

| 2
A é/_v‘g YA 7 /§

ADDRESS WHILE ON LEAVE;

1208 AL woh BT ST suncpnn Coler

I CERTIFY THAT THE ABOYE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW., FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT I CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): _ [TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS,
D YES [:] NO
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNT\F—EMW
i {: \ M’r‘—\

APPROVED ' 7

YES ]:] NO ! ?

(SIGNATURE UFSUPERV]SOR) 3

APPROVED A (SIGNATURE PPOINTING AUTHORITY QR AUTHORIZED DELEGATE) ¢
YES |:| NO -
i
Vo /):u WTAB-:]
L ]

LEAVE APPLICATION FORM frev. 06.30.03) GENERATED BY MIS




— ‘

OUAM LEGISLATURE

Y\ I LIHESLATURAN GUAHAN FLSquates pasntt ol
GUAM LEGISLATURE MAY c’b‘??’MS
155 Hessler Place, Hagatna, Guam 96910 et X
o OC
LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:

Netfasha, T Cepeda. MBS (8, 204

TYPE OF LEAVE REQUESTED:

SICK IZ[ANNUAL [ Jmarernry [ ] eoucamona. [ ] mwmary ] gury [[] omer

PAY STATUS: HOURS: W [ 5 (0 Aerol
E@pm [ Jwiopar [ ]comeinarion . WIPAY ‘4@ @ wion ?;f‘ jl.l'\ 15

- {FROM (HOUR, MONTH, DAY, YEAR) __|TO (HOUR, MONTH, DAY, YEARY. CHARGE ACGOUNT NOx

w12, 015 MAY 2, 201

AUDRESS WHILE ON LEAVE:

|44 _VoNCO pt -z Cou. @18 Qeyes NG Clumd Troo, Cu OAA0

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT I3 NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT 1S UNDERSTOOD THAT IF | RETURN TQ DUTY BEFORE

THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTION OF THE PREPAID LEAVE,
R - TR

S1CK LEAVE GERTIFIGATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF

ILLNESS, INJURY, OR QUARANTINE IN EXCESS QOF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TQ
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED 8Y SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT FAY, SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REFPORT SHALL BE GONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIQD STATED
BELOW. FROM A MEDICAL STANDPOINT, HiS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, VEAR)  |HOSPITALIZED? NUMBER OF DAYS:
D'YES D NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)
APPROVED

ves [ o

(SIGNATURE OF SUPERVIS

AFPPROVED D (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)

YES |:| NO

LEAVE APPLICATION FORM (v §6,30.03} TG RATED b W s



I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagaina, Guam 96910

LEAVE FORM
NAME (FIFST, MIDDLE, LASTY: PAYROLL NO- DATE FEQUESTED:
Chauncey L.M. Colbert 97551 6/25-26/2015
TYPE OF LEAVE REQUESTED:
X siex mANNUAL [] waternmy (] coucationa  [_] MRy [T auny [ ] omen
L 2
PAY STATUS: HOURS: 0 I &
% rs -Sie

[X]wieay [_Jwiopay [ ] comemation w,pAY__@:\ OUT PAY % Ari ) E" p
FHOM (HOUR, MONTH, DAY, YEAR): TG (HGUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO:

8:00am, 6/25/15 5:00pm, 6/25/15

8:00am, 6/26/15 5:00pm, 6/26/15
ADDRESS WHILE ON LEAVE:

195 Franquez St. Maite, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (i0) CONSECUTIVE WORKING DAYS. IT 18 UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TQ THE UNEXPIRED
PORTION OF THE PREPAID LEAVE

SICK LEAVE CERTIFICATION
4 COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE 1S ABSENT BECAUSE OF
ILLNESS, INJURY, OF QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK |.EAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATICN REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HiS OR HER TO REPORT TOWORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): FOSPITALIZED? NUMBER OF DAYS:
D YES D NO

NANE OF PHVSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

- i
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRBECT (SIGNATURE OF EMPLOYEE}) : -A/ @é

APPROVED
ves [_|no
(SIGNATURE OF SUPERVISOR)

APPROVED (SIGNATURE OF APPQINTING AUTHORITY OR AUTHORIZED DELE@SATE) u
ves [_|no |

4




— T~ c— N
I LIHESLATURAN GUAHAN | GUAM LEGISLATUAE
GUAM LEGISLATURE PERSOMNG wrvar! aeFicF
155 Hesler Place, Hagatna, Guam 96910 JUL 2 3 M5

g _LUS |
LEAVE FORM Y —— ';"‘g Vi

\-NAME (FIRST, MIDDLE, LAST): PAYROLL NC.: DATE REQUESTED:

Chauncey L.M. Colbert 97551 July 13, 2015
TYPE OF LEAVE REQUESTE

SiCK ANNUALM\AATEHNITY l___l EDUCATIONA |:| MIL?AHY D JURY |:| OTHER
PAY STATUS: HOURS:
]a&\;r g4
[X]weay [ Jwioray [ ] comeymnon WI/PAY Orpay___ o\ 7-S

[FROM {HOUR, MONTH, DAY, (EAR): | 7O (HOUR, MONTH, DAY;?H): :l CHARGE ACCOUNT NO.:
9:00am, 74315 /' YV 5:00pm, 74315 /()
ADDRESS WHILE ON LEAVE:

195 FranquczSt Maite, Guam

APPLICATION FOR PFIEPAYENT OF VAGATION LEAVE
MINIMUM REQUIREMENT [S NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFCRE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFCRE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD QOF ILLNESS HE DEEMS ADVISABLE. F THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.,
| CERTIFY THAT THE ABOYE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITICN DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TQ WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
: [ Jves |:| NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

AEMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN AHE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)
APPROVED :
ES NO
(SIGNATURE OF SUPERVISOR) /

APPROVED (SIGNATUH_E OF APPOINTING AUTHQRITY OR AUTHORIZED DELEGATE)
ves [_Ino




- "

1/1c G 7//7 /if

I LIHESLATURAN GUAHAN
GUAM LEGISLATURE GUAM LEBISL 2
155 Hesler Place, Hagatna, Guam 96910 pﬁ;&p‘m}!ﬁ%{;
LEAVE FORM UL 23 701
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED: mn‘ S : z
Chauncey L.M. Colbert 97551 July 23, 2015 -
TYPE OF LEAVE REGWESTED:
SICK ANNUAL waternry [ ] eoucamona [ | mumary [ ] gumy [ ] omen
PAY STATUS: HOURS: ﬁ’
[xX]wrray [ Jwioray [ ] comeination WIPAY }KZ % WIOUT PAY Z y %
FROM ﬁc‘)uwomm, DAY, YEAR): TO (HOUR, MONTH, DAY, VEAR,_,  |GHARGE AGGOUNT No.-
¥ 3%gpm;7/23715 5:00pm, 7/23/15 /
ADDRESS WHILE ON LEAVE:

FHP Main Clinic

¥

APPLICATION FOR PREPAYENT OF V;\CATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT [N AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTION OF THE PREPAID LEAVE.

L

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGLLATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE |S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY BMMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
|:| ves [ |no

NAME OF FHYSICIAN (PRINT OF TYFE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

yd .
APPROVED
ves [ |no
/ (SIGNATURE OF SUPERVI

APPROVED (SIGNATURE OF APFOINTING AUTHORITY OF AUTHORIZED B
ves [ |no




I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
Chauncey L.M. Colbert 97551 7/29-8/3/2015
TYPE OF LEAVE REQUESTED:
] sick |Z| ANNUAL l:] MATERNITY I:I EDUCATIONAL D MILITARY |:| JURY l:l OTHER
PAY STATUS: HOURS:
WIPAY |:|w10 PAY ]:I COMBINATION W/PAY 4V W/OUT PAY
_ _ bv- 015
FROM (HOUR, MONTH, DAY, YEAR: TO (HOUR, MONTH, DAY, YEAR): GHARGE ACGOUNT NO-
8:00am, 7/29/15 5:00pm, 7/29/15
8:00am, 8/3/15 5:00pm, 8/3/15
Qom gle(is Sem SIS

ADDRESS WHILE ON LEAVE: _
195 Franquez St. Maite, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTION O PREPAID LEAVE.

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT QF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEFARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH CTHER PERIOD OF ILLNESS HE DEEMS ADVIiSABLE. [F THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN GOVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFIGATION OF AN ILLNESS REPORT $HALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[ ]ves [ Ino

NAME GF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSIGIAN

REMARKS:

| CERTIFY ALL STATE?S MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) G

APPROVED
ves~[ Ino
(SIGNATURE OF SUPERVISOR)

AFFROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES I:] NO




I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLLNO . DATE REGUESTED:
Eliza G. Dames . July 31, 2015
TYPE OF LEAVE REQUESTED:
[ ] sicx [ ] annuac [ ] matermiry [ ] epucationa ] mumary [ sury [ ] oner
PAY STATUS: HOURS: (x‘ . % Ay
[ x_|wmay [ woea [ ] comaimamon WIPAY WIOUT PAY
FROM (HOUR, MONTH, DAY, YEAR): T3 (HOUR, MONTH, DAY, YEARY: Chargs Aocomnt NG
Friday, July 31, 2015 Wednesday, August S, 2015
ADDRESS WHILE ON LEAVE:

Vacation - Japan

APPLICATION FOR PREPAYENT OF VACATION LEAV
MINIMUM REGUIREMENT I§ NOT LESS THAN TEN (10) CONSEGUTIVE WORKING DAYS. IT 1S UNDERSTOOD THAT I¥ | RETURN 7O DUTY BEFORE
[THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT INAN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THEPREPAID LEAVE, |

LML NN LR B L DR D N P D N I R B R B

NN NN N N R T T S S S S
LI I L B N I TN L I I e I I LI B P N D T

SICK LEAVE CERTIFICATION
IN COMPLIANCE WEITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
AHOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INGAPACITY FROM A REGULAR LICENSED PHYSIGIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERFIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISASLE, IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFIGATION SHALL BE INDICATED ON THE PAYHOLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION GF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DIBMISSAL FROM THE GOVERNMENT SERVIGE,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERICD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR).  [TO (MONTH, DAY, YEAR). HOSPITALIZED? NUMBER OF DAYS:
5 ‘ : |:| YES D NO
NAME CF PHYSICIAN {PRINT OR TYPE) ) FGNATURE OF PHYSICIAN
REMARKS.
| GERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) % % b@ a—
APPROVED IZ D - T
YES NO (SIGNATURE OF SUPERVISOR) Ny
{SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) 7

APPROVED D vES D NO

LEAVE APPLICATION FORM (rav. 08.30.637) GEHERATED BY M5



I LIHESLATURAN GUAHAN GUA W LESLATURE
GUAM LEGISLATURE wRSOw =t Bavent | OFFICE
155 Hesler Piace, Hagatna, Guam 96910
DEC 2 3 2015
LEAVE FORM o
(LY £ ¥ H AL ;;E&!
NAME (FIRST, MIDDLE, LAST): PAYROLLNO.: DATE REQUESTED: B : g :
T FoRtWEL BY —
Blaine A. Dydasco December 21, 2015
TYPE OF LEAVE REQUESTED:
[ Jsiex AL [ materny [ eouagoun [ ] mumary ] Jury [ ] omer
PAY STATUS, HoTRR— 1 a:" §\ -
WIPAY I:I WIO PAY D COMBINATION WIPA e B9 wiout pay
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): Charge Account NO: 530
8am December 21, 2015 Spm December 24, 2015

ADDRESS WHILE ON LEAVE:
Santa Rita, Guam 96915

I P N e R ] I I P R N I e e e I P e M I L P e e fetat b, .
R T N Sult Skl Sl Bl Sl Tall Bl Tl S S Sl Sl Vol Sl Pl Yl Bl Sl Tl Sl S S Bl St Sl Sl Sl Sl Tl A PR Rl Sl Tl Sl Nl Rl Tl Shal el Bl Bl Bl Bl S H A S Y PR Sl Sl Tl Ml Sl TP Sl P

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
FORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANGE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, iIF ANY EMPLOYEE |S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE [N EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE ORAFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TG BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FLRNISH A CERTIFICATION AS 70 THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED 8Y SUUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE N
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN IELNESS REPORT SHALL BE CONSICERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED (T INADVISABLE
FROM HIS OR HER TO REPORT TQ WORK.

FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
; 1 Jves D NO
NAME OF PHYSICIAN (PRINT OR TYPE) ‘ SIGNATURE OF PHYSICIAN
[REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) J
APPROVED | 5 e
e Do 200 QY
‘ (SIGNATURE OF SUPERVISOR) C
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES ,—_—l NO

LEAVE APPLICATION FORM {rev. 06.30.03) GENERATED BY MIS




d \)ﬁ-ﬂ ] ‘i'r-:‘ r.‘:;:
SEZIM, 1 LIBESLATURAN GUAHAN oy CUABLEGISLE func
GUAM LEGISLATURE AERSONNTY 1 2avnuncy OFFICE
155 Hesler Place, Hagatna, Guam 96910
DEC 2 3 2015
LEAVE FORM . ‘
e 00 [Aa% [ 1PM
NAME (FIRST, MIDDLE, LASTY: PAYROLL NO.: DATEREQUESTED: | ;. uom py,
Lourdes Pimentel Eclavea 97834 December 14, 2015
TYPE OF LEAVE REQUESTED:
[ ]sicx il vvvae ] marerniry [] epucamiona [ ] mwmary [ ] oury o
Aat -[ Other: —
PAY STATUS: HOURS: 'l3 "Bereavement”
. WIPAY WIO PAY [] COMBINATION WIPAY 7\4/wour PAY v_(?ggfgggtﬁllnltv) ]
[FROM (HOUR, MONTH, DAY, YEARY). TO (HOUR, MONTH, DAY, YEARY: Charge Account NO:
0800, December 14, 2015 1700, December 15, 2015 ﬁQm (A7) n/m 501
0800, December 16, 2015 1700, December 18, 2015 feehrs (a3 GMYFM 501
ADDRESS WHILE ON LEAVE:

Agana Heights, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VAGATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTICN OF THE PREPAID LEAVE.

. SIGK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO,
FURNISH A CERTIFICATION AS TQ THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYRCOLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TC {MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[[Jves [wo

NAME OF PHYSICIAN {PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| GERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLO—YM
APPROVED T

. YES D NO (SIGNATURE OF SUP "
APPROVED . ves |:| o (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGAT|

LEAVE APPLICATION FORM [tev. 00.30.03} GENERATED BY MIS




A I LIHESLATURAN GUAHAN
3 GUAM LEGISLATURE NOV 25 2015
% 155 Hesler Place, Hagatna, Guam 96910 . :

LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NG.; DATE REQUESTED:

j;lfl'i-'\, C—/J_av\igg‘a | ”/Z}/Zojf

TYPE OF LEAVE REQUESTED:

D SicK ANNUAL [___l MATERNITY D EDUCATIONAL D MILITARY D JURY I:I OTHER
PAY STATUS: HOURS: ; W\\l\w
wer ()"

S wear  wioray [ ] comsmarion WIOUT PAY

FROM (HOUR, MONTH, DAY, YEAR): __ [TO (HOUR, MONTH, DAY, YEAR): Charge Account NO:

g 12 Y25 |2~ 1t/2Y/ 205

ADDRESS WHILE ON LEAVE:

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE |S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL 8E REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE [NDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE FORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CALUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW, FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUGH THAT | CONSIDERED IT INADVISABLE

FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): _|TO (MONTH, DAY, VEAR):  |HOSPITALIZED? NUMBER OF DAYS:
[ ]ves [~
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT [SIGNATURE OF EMPLOYEE) (
APPROVED
\&ES D NO {SIGNATURE OF SUPERVISOR)
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
[ Jves [ ]wo

LEAVE APPLICATION FORM (rev. 08.30.03) GENERATEQ BY MIS



8 T R e t5-(5

NA ILIHESLATURAN GUAHAN QUAM LLDIDLAIUKE
JAYd GUAM LEGISLATURE OFASONNFI /84 ¥ ORELFT
155 Hesler Place, Hagatna, Guam 96910 Gp 1770 1i/
1ML sAm; /PR
BAVEFORM By e

NAME (FIRST, MIDDLE, LAST): © [PAYROLL NO.: DATE REQUESTED:
Jocelle Javedosa %19 - "{'1 f"
TYPE OF LEAVE REQUESTED:

: a0
[ Jsiex [Amnuae [] maresnmy ] epucarona [ ] mumaay (] sumy [7] oren

PAY STATUS: Q{KW"‘ D015 w CTO
v/ pwear[Jwiorar [ comemarion WIPAY WIOUT PAY, iYW Annvea )

FROM (HOUR, MONTH, DAY, YEAR): : .
mm A M‘E 4/9: ZQE *ChlroiAcoountNO (_‘MQA“D 94ng
V.00 A 9:00 M D comp
— ‘ 12 Am. pfe. 9.
ADDAESS WHILE ON LEAVE:

: M Yo A, e 1003

R SRl %g\;?ﬁ&«g’:ﬁ

MINIMUM REQUIREMENT 13 NGT LESS THAN TEN {10
THE EXPIRATION OF MY PREPAID VACATION, | SHALL
POATION OF THE PREPAID LEAVE,

| CERTIFY THAT THE ABOVE NAMED PERBON WAS UNDEN MY PROFESSIONAL CAMI OR QUANANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, I8 OM HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED T INADYISABLE

FROM (MONTH, DAY, : |TO (MONTH, DAY, YEAR):

NAME OF PHYSICIAN (PRINT OR TYPE)

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE ANO CORRECT (SIGNATURE OF Em% Wa—v

il
APPROVED
Aves v

[
APPROVED HY Es DNO

LEAVE APPLICATION FORM {rov. 04.30.57)
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I LIHESLATURAN GUAHAN 12015
GUAM LEGISLATURE ‘\/
155 Hessler Place, Hagatna, Guam 96910 Tt R {\ £
: RECEIVED BY:
LEAVE FORM
[NAME (FIRST, MIDDLE, LAST) PAYROLL NO.: DATE REQUESTED:

Velma M. Komiyama 97426 q / 0? 5 / / kg
TYPE OF LEAVE RPQUESTED:
D SICK ANNUAL EI MATERNITY |:| EDUCATIONAL MILITARY l:] JURY I:] OTHER

HOURS:

'zﬁwmv [ Jworar [ |comemation WIPAY

FROM (HOUR, MONTH, DAY, Y TO (HOUR, MONTH, DAY, YEAR):

Hpm_4J0, Ny 5 pu 0] [2]i

ADDRESS WHILE ON LEAVE:

CHARGE ACCOUNT NO.:

Las Vegas, NV

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT 1S UNDERSTOOD THAT IF | RETURN TO DUTY BEFCRE
THE EXPIRATION CF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOQUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATICN AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD QF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHEL, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICAYION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
{ CERTIFY THAT THE ABCVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HiS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TQ REPORT T WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH. DAY, YEAR): — [HOSPITALIZED? NUMBER OF DAYS:
[Jves [ ] no

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PRYSICIAN

REMARKS:

I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) /
»-\E}’T- r
APPROVED
£ [ i 4
(SIGNATURE OF SUPERVISCOR; b 0
¥

APPROVED NATYRE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [ no

Py s —

LEAVE APPLICATION FORM (rev. 08.50.03) GENERATED 8Y MIS
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I LIHESLATURAN GUAHAN
GUAM LEGISLATURE OCT 15 7018
155 Hessler Place, Hagatna, Guam 96910 i KL
sl Ty g A Tiv
ALoIues . Qgé%m
LEAVE FORM r‘)‘.ctl‘ﬁcﬂ E‘I’. -
NAME (FIRST, MIDDLE, LAST): PAYROLLNO.: DATE REQUESTED:

Velma M. Kcyniyama 97426 ﬂ oL 6/ / \(
TYPE IliiAVE RE@RUESTED: ¥
E—q&cx ANNUAL [ ] marernmy [ eovcamona [ ] wumary [ ] ey [ ] omer

S r——

HOURS; p 5- ]
IjWIPAY DWIO PAY DCOMBINATION WIPAY & , COBU4 /PAY ?:\;/\k %}% ‘b&g

FROM (HOUR, MONTH, DAY, YFAR): |10 (HOUR, MONTH, DAY, JEAR), CHARGE ACCOUNT NO-
S WS[I< | B el <
¥ ¥ i }

\

ADDRESS WHILE ON LEAVE:
Las Vegas, NV

APPLICATION FOR PREPAYENT OF VAGATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT 1S UNDERSTOOD THAT IF { RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATICN, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFIGATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE |3 ABSENT BECAUSE OF

ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY [MMEDIATEL Y BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TQ
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF iLLNESS HE DEEMS ADVISABLE. [F THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL,
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIQD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEARY — HOSFRALZED? NUMBER OF DAYS.
[Jves [ wo

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSIGIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) //‘é?‘_ﬂ ~
e

Y
APPROV
W ves o /
/ [SIGNATURE OF SUPERVISOR)
/

s

APPROVED RE QF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)

_J

LEAVE APPLICATION FORM {rav. 06.30.03) GENERATED BY MIS



) GUAM LEGISLATURE
I LIHESLATURAN GUAHAN PERSBINSs T WFFI(F
GUAM LEGISLATURE UL 28 701

155 Hesler Place, Hagatna, Guam 96910 ) -
' 8 iidie S (a7
LEAVE FORM ey

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
/ 4&1‘/ ‘l) . é#’ﬁ/émw [ 724 47/29&5'
TYPE OF LEAVE REQUESTED:

[Jsex [Afwwuar [] mareanry [] eoucamona. [ mumary [ ] yumy [] omen

PAY STATUS: HOURS: Yé 7 /;1 3 /’ —
v/|weav[_Jwioray [_] comeination WIPAY WIOUT BAY.

FROM (HOUR, MONTH, DAY, YEARY: __ |TO (HOUR, MONTH, DAY, YEAR): Gharge Account NO:
fw  oya3/i5 S s/l
for o %’q/lf’ S p 7/24‘%’_""

ADDRESS WHILE ON LEAVE:

$~1/ %M, ,d,#c/ W&/D"ﬁ iaats " %{910

APPLICATION FOR PFIEPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTWE WORKING DAYS. IT 1S UN UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL AEIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXFIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION

IN COMPLIANGE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FCR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, aLL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH GERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFECATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,

[ CERTIFY THAT THE ABOVE NAMED PEASON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HEA CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPOAY TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, VEAR): — [HOSPITALIZED? NUMBER OF DAYS:
[ Jves [ Ino

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

| CEATIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

APPROVED m D
VES NO (SIGNATURE OF SUPEFIVISOH)
APPROVEE_ (SIGNATURE OF APFOINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [ Jno

LEAVE APPLICATION FORM {rav. 08.30.03) QENERATED BY MIS.




I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:

/{.,,dé W) Conruaey 7% w/vf//f

[ 4] sick @\;NUAL [] marernmy [ eoucamonar  [__| mimary |:I JURY

TYPE OF LEAVE REQUESTED: : Bevenve 4

PAY STATUS: HOURS: 22 f" @ ZF AnD vl
Awrav[_Jwiopay || cominaTioN WIPAY A N SN P
&N o2y & o7/ayir

?O‘z (Hf;H;/?’N;H DAY, YEAR): Téq'(‘I;’OUF; o ;4/?;3! YEAR): Charge Account NO:

Fw 16/c3/is S c#I13)is”

R 5RO ot/ 4 fis

ADDRESS WHILE ON LEAVE:

Sl Mo o ! G Pty G /w Yot ing Qech b

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM RECYIREMENT IS NOT LESS THAN TEN {10} CONSECUTIVE WORKING DAYS. ITIS UNDEHSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVEFINMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

POHTION OF THE PHEPAID LEAVE

SICK LEAVE CERTIFICATION

IN COMPLIANCE WiTH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OH AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VAGATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERICD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD S TATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORIKC

FROM (MONTH, DAY, YEAR): |[TO (MONTH, DAY, YEAR):  |HOSPITALIZED? NUMBER OF DAYS:
D YES D NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

[ CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) f i

pd
APPROVED
YES I:I NO (SIGNATURE OF SUPEHWSOW y;

APPROVED m D {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED ﬂELEGATEV
YES NO

—

LEAVE APPLICATION FORM {zev. 08.30.03)




. mwnn' #ﬂtr
" FYCONNEER My et ¥
1 LIHESLATURAN GUAHAN PR
GUAM LEGISLATURE AP}_Q&ZDQZOIS
155 Hessler Place, Hagatna, Guam 96910 i 2220, youmg AW
RECENED BY:
LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUEST_ED:

TowDBEk VDO Lces | ATTTAR U-28-15 40 5-1-15

TYPE OF LEAVE REQUESTED:

| oS~
D SICK ANNUAL DMATERNITY D EDUCATIONAL D MILITARY D JURY M OTHER

L
PAY STATUS: HOURS: 1.@ ql 20 ‘ S
EWIPAY D W/O PAY D COMBINATION WIPAY 32 WIOUT PAY
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE AGGOUNT NO<
PR |-08-1S M 5-1-1p
ADDRESS WHILE ON LEAVE:

ARSI
Fiel s iw A

_ SAOMMENTO) |, CALIFOMIA

A

s S LN
APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT 18 UNDERSTOOD THAT & | RETURN TO DUTY BEFORE

THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
FORTION OF THE PREPAID LEAVE,
RN Y

R PR

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF

ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEBIATEL Y BEFORE OR AFTER
‘A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFIGATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLE AS LEAVE OF ABSENCE

WITHOUT PAY. SICKLEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANT. INED DURING THE PERIOD STATED

BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT ! CONSIDERED [T INADVISABLE
FROM HIS OR HER TOQ REPORT TO WORK,

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[ o

NAME OF PHYSICIAN (PRINT OR TYPE) " |SIGNATURE QF PHYSICIAN

REMARKS:

LCERTIFY ALE STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

AFPROVED 7
YES NO
\E D {SIGNATURE OF S @

APFROVED DYES D NO {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE v

LF&YF APPLICATIUR FORMN (rav D6,30.93)

T BRI Y .,



I LIHESLATURAN GUAHAN
GUAM LEGISLATURE NOV 25 7015
155 Hesler Place, Hagatna, Guam 96910 . --lLQS._\t?é’““f Lo
! I & o -
LEAVE FORM
NAME (FIRST, MIDDLé. LAST): PAYROLL NO.. DATE REQUESTED:
JobN PAVL MANUE 23 /15
TYPE OF LEAVE REQUESTED:

D SicK ANNUAL |:| MATERNITY l:] EDUGCATIONAL |:] MILITARY l:l JURY |:| OTHER
PAY s: H : Al

STATU OURS (2 m Wio
/ WIPAY WG PAY D COMBINATION WIPAY W/OUT PAY

FROM (HOUR, MONTH, DAY, YEAR]: TO (HOUR, MONTH, DAY, YEAR): Charge Account NO:
W 1 /29/8 2P Naz/s
(P Uks/(5 2 P 1oy

ADDRESS WHILE ON LEAVE:

WG podva. B\

MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TQ THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
iN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH GERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICKLEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HI3 OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT 7O WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEAR).  |HOSPITALIZED? NUMBER OF DAYS:
D YES [:] NO
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHVSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADRE HEREIN ARE TRUE AND CORRECT (SIGNATI MPL!
APPROVED
Se O- :
(SIGNATURE OF SUPERWSOR)
AFPROVED {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) 3
[[Jves [ Ino

LEAVE APPLICATION FORM (rav. 05.30.03) GENERATED BY MIS



E GUAM LEGISLATURE
N 1

55 Hessler Place, Hagatna, Guam 96910 JUL 0 9 2015
lﬁl_.t%ﬂﬂil Lo
LEAVEFORM seaveosy. Q00
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
Jose/ Aoy Mesgm 6 / ufls”
TYPE OF LEAVE REQUESTED:

D SICK MANNUAL D MATERNITY I:l EDUCATIONAL D MILITARY [:l JURY \?_’ D OTHER
PAY,STATUS: HOURS: M \QC,\V Q) PPe 1-lh-\o
weay [ wioeay [ ] cominaTion WIPAY 7& wiouTPaY_______ >

FROM (HOUR, MONTH, DAY, YEAR): |70 (HOUR MONTH, DAY, YEAR. CHARGE ACCOUNT N~
; | =
Btm M 02 3 pm Pl It 20
ADROFSS WHILE ON LEAVE
S Eit 1%‘, 2 ] iR

APPLICATEON FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE

THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT i AN AMOUNT EQUIVALENT TO THE UNEXPIRED
HDRTION OF THE FREPAID LEAVE -

SICK LEAVE CERTIF!CATIDN

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE (3 ABSENT BECAUSE OF

ILLNESS, INJURY, OR QUARANTRNE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y 8EFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF LLNESS HE DEEMS ADVISAELE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL iNDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIGD STATED

BELOW. FROM A MEDICAL STANDPOINT, HIS QR HER CONDITION DURING THIS FERIOD WAS SUCH THAT | CONSIDERED [T INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR). |TO (MONTH, DAY, YEAR) — |HOSPITALIZESS NUMBER OF DAYS:
(e [Joo
NAME OF PRYSICIAN (PRINT ORTYPE) SIGNATURE OF PHYSIGIAN
REMARKS:
LCERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOY }] -
i
AFPROVED
YES D NO
) (SIGNATURE OF SUPERVISO),
APPROVED (SIGNATURE OF APPOINTING AUTHORITY DR AUTHORIZED DELEGATE)
[ Ives [ no

LFAVE APPLICATION FORK (rev D8.30.03) LA RAY IR T A .



o ®

E GUAM LEGISLATURE
155 Hessler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LASTY: PAYROLL NO - DATE REQUESTED:
Tosch hoithonsy Meswpo 6 [ufs”
TYPE OF LEAVE REQUESTED:
|:| SIcK MANNUAL DMATERNiTY D EDUGATIONAL I:I MILITARY D JURY D OTHER
PAY,STATUS: HOURS: 4

gﬁ{mpfw [ Jwioray [ ]coumsmation WIPAY 7 WIOUT PAY

¥3C) PPE 3-25-15

FROM (HOUR, MONTH, DAY, YEAR: | TO (HOUR, MONTH, DAY, VEARF— | cHARGE AGGOUNT NO-
b i | —  origmal FHlee! w/ PPE R-11-15
& M 02,4 Wm %/K/Zdaf!
RDDD':SS WHILE ON LEAVE:

AFPLICATION FDR PREPAYENT DF VACATION LEAVE
HEHIMUM REQUIREMENT IS NOT LESS THAN TEN (10} GONSEGUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY EEFORE

THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PDRTION OF THE PREPAID LEAVE

TN R e

SRS F S den Al
SICK LEAVE CERTIFICATION

N COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF

ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE OR AFTER

A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO

FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE

CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL

ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE

WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REFORT SHALL BE CONSIDERED

SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED

BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIGD WAS SUCH THAT | CONSIDERED [T [NADVISABLE
FRCM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY YEARY — |HOSPITALTZED? NUMBER OF DAYS:
I___I'YES D NO

NAME OF PHVSICIAN (PRINT ORTYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMERTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLO' ) -

z
APPROVED

YES D NO

(SIGNATURE OF SUPERVISO
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
[ ]ves [ ]no

LEAVE APPLILALINS FORM (rev 06.30,85) OENERATLIZ B 4,



[

( | - (

£ 1 LIHESLATURAN GUAHAN 00 25 7015
%@AGUAM LEGISLATURE J /.
/ a 155 Hesler Place, Hagatna, Guam 96910 S g |y i

wy,
e e h [r ] e i s b

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NO:: DATE REQUESTED:

TRErA . Mbe) W /a3
TYPE OF LEAVE REQUESTED: '
D SICK "ANNUAL D MATERNITY I:l EDUCATIONAL |:| MILITARY D JURY [:I OTHER
PAY STATUS: ; HOURS: oA 255

')( W/PAY  WIO PAY D COMBINATION WIPAY WIOUT PAY
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEARY: Charge Account NO:

N 1-2%-1% [30p  1as-1$
v (-23%-18 ML [1-32-15

ADDRESS WHILE ON LEAVE:

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT 1S UNDERSTOCD THAT IF | RETURN TQ DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, CR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALYL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQU)IRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,
| CERTIFY THAT THE ABOVE NAMED PERSCN WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE

FROM HIS OR HER TO REPORT TO WORK.
FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR).  |HOSPITALIZED? NUMBER OF DAYS:
[ Jves [ ]no
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF /
APPROVED t
Kes (o i
{SIGNATURE OF SUPERVISOR)
APPROVED {SIGNATURE CF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) J
L Jves [ o

LEAVE APPLICATION FORM (rev. 05.30.03) GENERATED BY MIS



, GUAM LEGISLATURE
I LIHESLATURAN GUAHAN PERSONNEL PAVENI) OFFICE

GUAM LEGISLATURE FER 03 7015
155 Hessler Place, Hagatna, Guam 96910 g o
TEL2S | o 1M
RECEVER IY:
LEAVE FORM
NAME (FIRST, MIDDLE, LAST). PAYROLL NO- DATE REQUESTED:
DANIEL D. PEReZ | L4d42240 1/30/is
TYPE OF LEAVE REQUESTED:
[ siex EﬂNNUAL [] warerwry [] eovcamona. [ | swmary [ ] uuRy [ ] omer
PAY SJATUS: HOURS: P /La { <
wieay [_Jwioray || comamation WIRAY a I3 wxx T;PAY
N~
FROM (HOUR, MONTH, DAY, YEAR): |70 (HOUR, MONTH, DAY, YEARY: CHARGE ACCOUNT NO=

g00am, 3/3/15  |SWopm, '?yal/;g

ADDRESS WHILE ON LEAVE:

Hy) TR16I1640, A GANA HTS:

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS. iT IS UNDERSTOOD THAT IF | RETURN TQ DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT [N AN AMOUNT EQLIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION

IN COMPLIANGE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, iF ANY EMPLOYEE IS ABSENT RECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE QR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TC BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TQ
FURNISH A CERTIFICATICN AS TO THE INCAPAGITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY, SICK LEAVE PORTION FOR TRIVIAL [NDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER SONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK

FROM (MONTH, DAY, YEAR) |TO (MONTH, DAY, YEAR), — [HOSPITALIZED? NUMBER OF DAYS:
Dvss D NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PRYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATLRE OF EMPLOYEE) < /(/)(/ '
APP ROVE\@ J
YES D NC (SIGNATURE OF SUPERVIS
RE ANESS ENO

APPROVED D (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELW I'4
YES D NO

LEAVE AFPLICATION FORM (tev. 08.30.03) GENERATED BY MiS



I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hessler Place, Hagatna, Guam 96910

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:

DanieL D. PbREL | L4334 LIS
TYPE OF LEAVE REQUESTED:
D SICK %TNUAL D MATERNITY D EDUCATIONAL :] MILITARY D JURY |:l OTHER

PAY SJATUS: HOURS:
‘n.g u :\K
wieay [ Jwiorar [ ] comemaion . wPAY @_ TOUTPAY
FROM (HOUR, MONTH, DAY, YEAR): __|TO (HOUR, MONTH, DAY, YEAR): CHARGE AGCOUNT NO-

g0 . L/0J1s [ryweem. L/u/IS

ADDRESS WHILE ON LEAVE:

12) ThbI6hg , Deth BTG

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT |8 NCT LESS THAN TEN (10) CONSECUTIVE WORKING DAY, [T 19 UNDERSTOOD THAT IF | RETURN TQ DUTY BEFORE
THE EXPIRATICN OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMCUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CER'HFICA'HON

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION A8 TO THE INCAPAGITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFIGATION REQUIRED 19 NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INCICATED QN THE PAYROLL A% LEAVE QF ABSENCE
WITHOUT PAY. S!ICK LEAVE PORTION FOR TRIVIAL INDISPQOBITION, OR FALSIFICATION OF AN [LLNESS REPORT SHALL SE CONSIDERED
SUFFICIENT CAUSE FOR DiSMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESS/ONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW, FROM A MEDICAL STANDPQINT, HI3 OR HER CONDITION DURING THI® PERIOD WAS SLICH THAY | CONSIDERED IT INAGVISABLE
FROM His OR HER TO REPORT TO WORK.

FROM (MOMNTH, DAY, YEAR)Y: |TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
D YES D NO
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
[REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYE t ‘\O ;
[4
APPROVED\@
YES |:| NO (SIGHATURE OF SUPERVISGR)
SA MENO
APPROVED (SIGNATURE OF APFOINTING AUTHORITY OR AUTHORIZED DELEGATE] '
D YES D NO

LEAVE APPLICATION FQRM [y, 06,3000} GENERATED K s



... GUAM LECISLATURE
S omed RTION, OF  F

I LIHESLATURAN GUAHAN
GUAM LEGISLATURE - JUN 252015
155 Hessler Place, Hagatna, Guam 96910 1 X85 b1 .
mm#,
LEAVE FORM
[NAME (FIRST, MIDDLE, LAST): PAYROLL NO,: DATE REQUESTED: :
DANIEL D. PEReZ LHIHO L3NS

TYPE OF LEAVE REQUESTED:

[ sex [amua [] sarenwry [ ] eovcamiona :I wrare [ Jary ] omer
PAY GFATUS: HOURS:
vipsiy
WIPAY DWJ’O PAY COMBINATION L WIPAY w,vou-rp

FROM (HOUR, MONTH, DAY, YEARY,  |TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.t

gigg AN L/34/iS Sho PM. b/ du/IS

ADDRESS WHILE ON LEAVE:

mi4l TH Gl6AD | AGA—Mﬁ" WS-

................................................................................................................................

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM RECIUIREMENT 18 NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT 18 UNDERSTCOD THAT IF | RETURN TO DUTY BEFCRE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION Cff THE PREPAID LEAVE
) SICK LEAVE CERTIFICATION
(N COMPLIANCE WITH PERSCNNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE |8 ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE |N EXCEBS CF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE CR AFTER
A HOLIDAY, WEEKENO, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYER SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. |F THE CERTIFICATION REQUIRED |8 NOT FURNISHED, ALL
ABSENCE WHICH WOLLD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAYE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUEFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,

1 CERTHY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED OURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HiS OR HER CONDITION DURING THIS PERIOO WAS SUCH THAT | CONSIDERED [T INADVISABLE
FROM Hil OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO {MONTH, DAY, YEARY: HCSPITALIZED? NUMBER OF DAYS:
D YES D NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORREGT {SIGNATURE OF EMPLOYEE} kQ . ' G ( ?

. - e —
APPROVE

YES |:I NO (MIGNATURE OF SUPERVISOR)
RENNA A MENO

AN Y
AFFROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES I:] NO /
Z ]

LEAVE APPLICATION FORM (rov. 00.20.0% . GENERATED BY il




f e L
s - ..
O T R N

By, e S

1 LIHESLATURAN GUAHAN ‘ JuL 08201
GUAM LEGISLATURE s 1285 v X
155 Hessler Place, Hagatna, Guam 96910 HewepaY: X :b—
__ LEAVEFORM
NAME (FIR§?._MIDDLE. LAST): PAYROLL NQ.: PATE REQUESTED: .
DadieL d. PEREZ L4230 WALYIL I

TYPE OF LEAVE REQUESTED:

[] stex EﬁNNUAL [[] warermiry [] eoucamona [ Mumary [ jury [] omen
PAY STATUS: HOURY: <)
19-1S
WIPAY DWIOPAY DCOMBWA'HON L WIPAY W/OUT PAY

FROM (HOUR, MONTH, DAY, YEAR): Tro (HOUR, MONTH, DAY, YEAR): CHARGE ACGOUNT NO.:

1:dg P, [p/'blﬁ/;g Z13ivo 4, 7/|/l§ /

ADDRESS WHILE ON LEAVE:

43| TMGICAD, Aahp BTS .

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAY, IT |8 UNDERSTOOD THAT IF { RETURN TO DUTY BEFCRE
THE EXPIRATION GF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMGUNT EQUIVALENT TQ THE UNEXPIAED
IPORTION OF THE PREPAID LEAVE.
SiCK LEAVE CERTIFICATION
[t COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, Iff ANY EMPLOYEE |3 ABSENT BECAUSE OF
ILLNESS, INJURY, OR CUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATEL Y BEFORE OR AFTER
(A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED $ICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REQULAR LICENGED PHYSICIAN. THE DEPARTMENT HEAD MAY REGUIRE
CERTIFICATION FOR SUCH GTHER PERIOD OF ILLINESS HE DEEMA ADVISABLE. IF THE CERTIFICATION REQUIRED |8 NOT FURNISHED, ALL
ABBENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERYIFICATION SHALL. BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. 3ICK LEAVE PORTION FOR TRIVIAL (NDISPOMITION, OR FALSIFICATION OF AN ILLNESS AEPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE
| CERTWFY THAT THE ABQVE NAMED PERSON WAS UNOER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERICD STATED
BELOW. FROM A MEDICAL STANDFOINT, HiS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM Hi# OR HER TO REPORT TO WORIC

FRGM (MONTH, DAY, YEAR); |TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[Jres [] wo

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEWENTS MADE HEREW ARE THUE AND CORRECT

APPROVED
Nfves [Jro

APPROVED SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES D NO

LEAVE AFPUCATION FORM [y, 00.30.0% OGENERATED BY M2



' tg&uwmwﬂz
I LIHESLATURAN GUAHAN '{‘Ma AppiE
GUAM LEGISLATURE A 732015

155 Hessler Place, Hagatna, Guam 96910 e% L Jgll
DY .

L LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: PATE REQUESTED: .
DANipL B Peez- | L 2340 /1515

TYPE OF LEAVE REQUESTED:

sicK anuaL [T maremnry ] epucamona [ ] wmaay [Juar [ omer

PAY STATUS: HOURS: w +azls
. y
weay [ Jwopay [ Jcomemation | . weay W Jm___
[FROM (HOUR, MONTH, DAY, YEAR): TO (HGUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.:

|8d0am, 7/15/is \eap . 7/16fiS

BOCOOONGOONOAODENNOOOOOaNOS NGO ODaOINOON0OO0 OO OO OO O OO O O O A OO OO OO
.........................................................................................
.......................................................................................................................................................................

MINIMUW FIEQUIREMENT |8 NOT LESS THAN TEN (10) CONSECUTIVEE WORIING DAYS, IT 1 UNDERSTCOD THAT I | RETURN TO QUTY BEFORE
[THIE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXMRED
FONTION OF THE PREFAID LEAVE. ) '

.................................................................................................................................
............................................................................................
....................................................................................................................................................................

lﬁmmmmmmmmamrmmn_mmw
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THRER CONSECUTIVE WORIONG DAYS, OR FOR THE DAY IMMECIATEL ¥ BEPORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO B GRANTED MCK LEAVE THE GOVERNMENT EMPLOYER SHALL BE REQUIRED TO
mAmmmﬁMmﬂﬂmAﬂWMAmmmmwmmﬂ?m
CERTWICATION POR SUCH OTHER PERIOD OF LLNESS HE CEEME ADVMSABLE. IF THE CERTIFICATION AEQURED 18 NOT FURNISHED, ALL
ASSENCE WHICH WOULD KAVE SEEN COVERED BY BUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AB LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOMTION, OR FALSIFICATION OF AN LLNERS REPORT SHALL 38 CONSIDERED
SUEFICIENT CAUME FOR DISMSRAL FROM THE QOVERNMENT SERVICE.

| CERTIFY THAT THR ABCVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARSE OR QUARANTINED) DUMRING THEE FERICD STATED
BELOW. FROM A MEDICAL STANDFOINT, HIS Ot HIER CONDITION DURING THIS PERICO WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HiS Ot HER TG REFPORT TO WORK

FROM (MONTH, DAY, YEAR). [TO (WONTH, DAY, YEAR):  |HOSPITALIZED? ) NUMBER OF DAYS:
’ | Dves D NO

NAME QF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICLAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARS TRUE AMD CORRRCT (mmwwm*_o "Z I‘ Z E:

APPRCVE
\Fves [Jwo

APPROVED {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) 74
\Clves [wo Al 7,

Z

LEAEAFPLICATION FORM o, 0L JLCN OENERATED ¥T M8




[ LIHESLATURAN GUAHAN _ ‘
GUAM LEGISLATURE : 0CT 15701145
155 Hessler Place, Hagatna, Guam 96910 EZZE) o 1

T -

LEAVE FORM

PAYROLL NO::
PANIEL D. PEREZ] L4340

TYPE CF LEAVE AEQUESTED:

m/mzml. [[] marenniry [] eoucamoma [[__] wemany JURY [] omen

FRGM (HOUR, NGNTH, DAY, YEARE |10 (HOUR, MONTH, DAY, YEARY: [cHarce account no:

Gom. 10/5/1S |9 an. DS

ADDRESS WHILE ON LEAVE:

4> THI6I6A, ﬁ(,m}Pr HTS Lo

APPLICATION FOR HIPAYIH'I'W VACAT“ I.llVI
h-n.. WENIMUM REQUIREMENT (8 NOT LESS THAN TEN ($0) CONSECUTIVE WORKING DAYS. IT 1 UNDERSTOOD THAT I | RETURN TO DUTY BEPORE
mmwmmvmmnmnmmmummmmmmm
mnonammmvt : !

..............
""""""

......

WW.MMHMGMWWMMNMMMVMTIY“MM
mv.mmvﬂmmmmnmmmwmmmmnmm
MAMMMNMWMAMLMMMMM“Y“
mmmmmmwummmmrmmmmummm
mmmﬂmmnmmmmummwmmmumwwm
PAY. muawmmmmmmmmmwmmmmmum

BELOW. mnmnmr.mm_mmmmmmmﬂmnm
PROM I8 OR HIER YO REPORT TO WORL.

FROM (MONTH, DAY, YEARE  [TO (MONTH, DAY, YEARK . NUMBER OF DAYS:
’ -

NAME OF PHYSICIAN (PRINT GR TYPE) SIGNATURE OF PHYSICIAN

El

LIAVE APPLCATION POR pun: OILIEEN QENERATED BY 0



-

GUAM LEGISLATURF

I LIHESLATURAN GUAHAN PESINNELPAYRNL) OFFi(
GUAM LEGISLATURE o '
155 Hesler Place, Hagatna, Guam 96910 . MAYG? 47015
i'.&.,,l__l a1
LEAVE FORM EEMDN: __NL
NAME (FIRST, MIDDLE, LAST), —[PAYROLL O DATE REQUESTED:
Wilfred T. Pinzon 97762 April 27, 2015
TYPE OF LEAVE REQUESTED: workman's comp .
scx [x]awva [ Jwarernty [ ] eoucamona [ ] mumary [ ] sury I___I OTHER
PAY STATUS: HOURS:
[x]wrar [ ]wioray [ ] comeinaTion wiPAY __ 8hrs WIOUT PAY
FROM (HOUR, MONTH, DAY, YEAR). TG (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.-

8:00am April 27, 2015 5:00pm April 27, 2015

ADDRESS WHILE ON LEAVE:
92 San Miguel St. Talofofo, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF [ RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, [ SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
N COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AETER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TC BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISFOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CATSE FOR, DISMISSAL FROM THE GOVERNMENT SERVICE.
1 CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT ] CONSIDERED IT INADYISABLE
FROM HIS OR HER TO REPORT TO WORK,

FROM (MONTH, DAY, YEAR), _|TO (MONTI, DAY, YEAR): THOSPITALIZED? NUMBER OF DAYS:
[[Jves [ ]no
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLQYEE)
. -~
AL T
APPROVED £ i
ECE .
(SIGNATURE OF SUPERYISOR)
APPROVED |2/ (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) | ¢ |
ves [ Ino

o b

LEAVE APPLICATION FORM (rev 14.3003) QENERATED BY MIS




¢ ) 4 (
GUAM LEGISLATURE

I LIHESLATURAN GUAHAN FSONNELIPATNI OFFI/
GUAM LEGISLATURE MAY 28 2015
155 Hesler Place, Hagatna, Guam 96910 rvs lep | Ja PR
SV _OCC
LEAVE FORM '
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:
Pinzon, Wilfred 97762 May 28, 2015
TYPE OF LEAVE REQUESTED: ) CTO
E] SICK ANNUAL [ | maTERNITY [ ] epucationa. [ ] mimary [ sury [_] omer
PAY STATUS: HOURS: /f;\ 9i 21 i lf?
W/F’AY l:l WIQ PAY [I COMBINATION WIPAY s, WIOUT PAY
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.:
8am 5/20/15 5pm 5/20/15 Fhes Sick
#18m 5/26/15 4pm 5/26/15 2/ K. Qavave\
ADDRESS WHILE ON LEAVE:

92 San Miguel St., Talofofo Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOOD THAT IF ] RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, 1 SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION
N COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER.
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
I CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPQINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT I CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REFPORT TQ WORK.

FROM (MONTH, DAY, YEAR): _|TO (MONTH, DAY, YEAR): HOSPITALIZEDT NUMBER OF DAYS.
|:| YES |:| NO
NAME OF PIYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE}
I’ 77—
APPROVED
s [ ?
(SIGNATURE OF SUPERVISOR)

{SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGA"E)

“ L‘*"z

APPROVED E{ES DNO

LEAVE APPLICATION FORM (rev. 06.10.0) GENERATED DY MIS




L]

1 LIHESLATURAN GUAHAN Fs,fa‘{ggflsums

GUAM LEGISLATURE = mug;n(
155 Hesler Place, Hagatna, Guam 96910 ‘ MAY 28 2015
LEAVE FORM
NAME (FIRST, MIDDLE, LAST) PAYROLL NO. DATE REQUESTED:
Pinzon, Wilfred 97762 May 28, 2015
TYPE OF LEAVE REQUESTED: ' CTO
[Jscx [#] awnvae [ Jwarernmy [ eoucamonae [ ] murary [ ] ury [ ] omen
PAY STATUS; HOURS: /l? gl 1S

WIPAY [ Jwoeay [ ]comeination wipay A es -OOL o oy

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.
1pm 5/28/15 4pm 5/28/15 3 [Ahrs ANNUAL
8am 5/29/15 Spm 5/29/15 8 hrs ANNUAL
ADDRESS WHILE ON LEAVE:

92 San Miguel St., Talofofo Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MRNIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTQOD THAT IF 1 RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, I SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR. QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICTAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOYERNMENT SERVICE.
I CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT 1 CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REFORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
D YES |:] NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

‘. N 3

YD T

APPROVED s B

E YES D NO L -

(SIGNATURE OF SUPERVISOR)

APPROVED B/ (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) /
YES D NO

LEAYE AFPLICATION FORM (rev. 06.30.01) GENERATED DY MIS



I LIHESLATURAN GUAHAN
GUAM LEGISLATURE RHUAMLEGISLATHRE

155 Hesler Place, Hagatna, Guam 96910 FERSQMMSH AT WFFiL Y
|_ 23 ?mﬁ
A%\ g1 1tm

LEAVE FORM

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.; DATE REQUESTED: :
Wilfred T. Pinzon 97762 July 17, 2015
TYPE OF LEAVE REQUESTED: cto
SIcx @ ANNUAL ':I MATERNITY D EDUCATIONAL I____| MILITARY D JURY IEI OTHER
PAY STATUS: HOURS:

' -1 '2, [o}
[x]wiay [[Jwioeay []comaarion WIPAY_..'__ éﬁm HHRs €T

HHRCS ANNUAL

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT MO
8:00am July 17, 2015 5:00pm  July 17, 2015
ADDRESS WHILE ON LEAVE:

243 North San Miguel St. Talofofo, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF 1 RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, 1 SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXFIRED
PORTION OF THE FREPAID LEAVE.

SICK LEAVE CERT]F[CAT]ON
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TQ
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILL.NESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WRICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FCGR DISMISSAL FROM THE GOVERNMENT SERVICE.
1 CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT I CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO(MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
|:] YES D NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

APPROVED [ i
Aves [Jro .
(SIGNATURE OF SUPERVISOR} A ‘

APPROVED IZ/ {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) * 1
es [ |no

LEAVE APPLICATION FORM (rev. 06.30.03) . GENERATED BY MIS




,. Y ‘ (l'

I LIHESLATURAN GUAHAN mUAK LEGISIATYRE
GUAM LEGISLATURE FERSOMMEY e Tant] SFFICE
155 Hesler Place, Hagatna, Guam 96910 JUL 2372015

| e 27| ikae| 1P
LEAVE FORM ECEVEDRY: 3

NAME (FIRST, MIDDLE, LAST): PAYROLL NO- DATE REQUESTED:
Wilfred T. Pinzon 97762 July 20, 2015
TYPE OF LEAVE REQUESTED: - cto
sk [X]mnvae [ Jwaremnry  [] eoucatonar [ ] mumary [ ] aumy [] omen
PAY STATUS: HOURS: Z
[x]weay [ Jwioray [ ] comsination
FROM (HOUR, MONTH, DAY, YEAR: |0 (HOUR, MONTH, DAY, YEAR), N p——

10:00am July 20, 2015 4:00pm July 20, 2015 -

ADDRESS WHILE ON LEAVE:
243 North San Miguel St. Talofofo, Guam

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF [ RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, I SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR. VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGUELAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

I CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOQINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT 1 CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
|:| YES I___| NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

T CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) -

(f
APPROVED
Bﬁs I:l NO (STGNATURE OF SUPERVISOR} w

.

APPROVED B/ (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE) |} |
YES D NO

-

LEAVE APPLICATION FORM (rev. G6.30.00) GENERATED BY MIS



1 LIHESLATURAN GUAHAN
GUAM LEGISLATURE i€ 4 43 ey
155 Hesler Place, Hagatna, Guam 96910 ”ﬂ{gggﬁl%‘:gﬁl. ags:”

LEAVE FORM (ﬁ\\l})ﬁ 20_2015
\ Ade

NAME (FIRST, MIDDLE, LAST): PAYROLL NG DATE REQUESTED:
SCEIVEDBY:

wicgeenr T oot | A776C B~r2-75—
TYPE OF LEAVE REQUESTED: :
[} sex mNUAL [Jmarernmy [ ] eoucaronar [ swmany ] umy |:| OTHER
PAY STATUS: HOURS: Yo7 T
FROM (HOUR, MONTH, DAY, YEAR): [0 (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO

g T~13 ~ 15 Vs E—1F-15
ADDRESS WHILE ON LEAVE:

g2 Sow Arrgecl £ FACOFor O Gram 969 (§~

APPLICATION FOR PREPAYENT OF YACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXFIRATION OF MY PREPAID VACATION, I SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TC THE UNEXPIRED
PORTIGN OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAY'S, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFEICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
1 CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT I CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REFORT TO WORK.

FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
|:| YES |:| NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

I CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

- h!
(STGNATURE OF SUPERVISOR) \z’ ),V( [W\—)'

(SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)

vy 5. Lﬁ.,.._j

APPROVED [Z/YES DNO
APPROVED @ES DNO

| EAVE AFPLICATION FORM (:¢v. 06.20.03) GENERATED BY MIS



GITAR LEGISE&TIPF:

ERCAMMED PAYTINL fneet

(\IHAN@ et
\ I LIHESLATURAN GUAHAN .
7 LY ARR 32015

GUAM LEGISLATURE

155 Hesler Place, Hagatna, Guam 96910 i \OVA
%::E?,'IB AR (S
LEAVE FORM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO- DATE REQUESTED:
Tricla Ann S. Pocaigue 97792 March 31, 2015

TYPE OF LEAVE REQUESTED: : )

X | sick [ x]annuaL [ ] materNiTy ] epucationa |___| MILITARY I:l JURY |I| OTHER
PAY STATUS: HOURS: 3 TO

X lwipAy BINATI ﬁ Sick l:s
WO PAY |:| COM ON WIRAY ﬂ nnua\ "OLE)

FROM (HOUR, MONTH, DAY, YEAR): | TO (HOUR, MONTH, DAY, YEAR): Charge Account NO:
8am, Mar.27, 2015 5pm, Mar.30, 2015

ADDRESS WHILE ON LEAVE:
127 RB Quitaro St. Yona, Guam 96915

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS LNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE F'REF'AID LEAVE

SICK LEAVE GERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMERIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPAGITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICKLEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT { CONSIDERED IT INADVISABLE

FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEARY,  [HOSPITALIZED? NUMBER OF DAYS:
|:| ves [ o

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) o _P o
. _d,hm(a([”(a&. Ocajxk'\d—
Vi
APPROVED Er D W
Y/ES NO (SIGNATURE OF SUPERVISOR) /

APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGA
ves [ _|no

LEAVE APPLICATION FORM (rev. 08.20.03) . GENERATED BY MI3



GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM

‘-NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED:

Trcia Pocaigue aArraz sla |

TYPE OF LEAVE REQUESTED:

|:|SICK ANNUAL |:| MATERNITY |:| EDUCATIONAL |:] MILITARY I___I JURY

D OTHER

PAY STATUS: HOURS: =
X |WIPAYDW/OPAY D COMBINATION W/PAY _@_

[FROM (HOUR, MONTH; DAY, YEAR): __[TO (HOUR, MONTH, DAY, YEAR): Charge Account NO:

¢ Zpm_May 24, 19| Spm Mﬁﬂ 29,20\

ADDRESS WHILE ON LEAVE:
Y22 chalan San Antonio

ko

Suite o] Tern 9913

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN {10) CONSECUTIVE WORKING DAYS, IT [S UNDERSTOOD THAT IF | RETUAN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTION OF THE PREPAID LEAVE

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REQULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING RAYS, CR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TQ BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY AEQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION HEQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUGH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENGE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATICN OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CEATIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED BURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TQ REPORT TO WORK.

FAOM (MONTH, DAY, YEAR): |TO (MCNTH, DAY, YEAR): _ |HOSPITALIZED? NUMBER OF DAYS:
[ Jves I__-] NO

NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT |(SIGNATURE OF EMPLOYEE) r c : Z ‘-9
s

APPROVED Zr
e No (SIGNATURE OF SUPERVISCR)
APPROVED (SIGNATURE OF APPQINTING AUTHORITY OR AUTHORIZED DELEGATE) !
YES DNO

LEAVE APPLICATION FORM {fev. 08.30.09) B

GENERATED BY M3




I LIHESLATURAN GUAHAN
GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910

LEAVE FORM
NAME (FIRST, MIDDLE, LASTY: PAVROLL NO: DATE REQUESTED:
.y ~ .3
Tricia Pocalque 4119l 12 /rs
TVPE OF LEAVE REQUESTED:
[X]siox [ X]annvae [ ] wmarennmry [ ] eoucaronac [ MILITARY ] wumy [ ] omen
= Azl

PAY STATUS: HOURS: ' ch 2Y hre
wipav]_|wiopay [ | comamation WIPAY HLidlay . Shre

Annugl --#F ke,
FROM (HOUR, MONTH, DAY, YEAR): __[TO (HOUR, MONTH, DAY, YEAR): 252 |Charge Account NO:

Bam July 01, 3015 Spm ‘T"“\‘j 10, 2005
o v ;

ADDRESS WHILE ON LEAVE:

F-HP Heqi_H,, C‘en—ler / 9% PB Gu1+aro S-I dona é’u

APPLICATION FOH PHEPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT S NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE,

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE 1S ABSENT BECAUSE OF
ILLNESS, INJURY, O QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, QR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A GERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE.
CERTIFICATICGN FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE GONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVIGE.

| CERTIFY THAT THE ABOVE NAMED PEASON WAS UNDER MY PHOFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FRCM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEARY. [TO (MONTH, DAY, VEAR),  [HOSPITALIZED? NUMBER OF DAYS:
[[ves []wo

NAME OF PHYSICIAN (PAINT OR TYPE) SIGNATURE OF PHVSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEAEIN ARE TRLE AND CORRECT (SIGNATURE OF EMPLOYEE) t e é -~
V) /s S TTRV.9 COLQua
— P i
APPROVED IZ/
YES D NO (SIGNATURE OF supsnv

APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHOAIZED DELEGAT) )
ves [ _Jno

.~

LEAVE APPLICATION FORM (rev. £8.30.02) GENERATED BY MIS




I LIHESLATURAN GUAHAN ?ﬁw‘,&m%ﬁ

GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910 JUL 232015

| \ e 4S ¢ g | o

LEAVE FORM N2

NAME (FIRST, MIDDLE, LAST): PAYROLL NOQ.: DATE REQUESTED:
Tricia Pocaique | 41353 Hazlis
TYPRE OF LEAVE REQUESTED:

[Jsix [X]annua [ ] marernmy [] eoucatonae [_] mumary [ ] yumy [ ] omen

PAY STATUS: HOURS:
+3)IS
A |weav[ ] wiopay [T comaination WIPAY ‘Bﬁowp,lz '

FROM (HOUF, MONTH, DAY, YEAR): __|TO (HOUR, MONTH, DAY, YEAR): Charge Account NO;
@am Fa2laois Som  FHaalsors
ADDRESS WHILE ON LEAVE:

|9~:I- RE> C\lm-‘raro -2 Sona éiu

APPLICATION FOH PHEPAY NT OF VACATiON LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT {F | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOLUINT EQUIVALENT TO THE UNEXPIRED

POATION OF THE PREPAID LEAVE.

SICK LEAVE GERTIFICATION '

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATICNS, GOVERANMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, Oft FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVEANMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TC THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF |LLNESS HE DEEMS ADVISABLE. F THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENGE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYRCLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERASON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DLURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPQINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT ¢ CONSIDERED iT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, VEAR):  |HOSPITALIZED? NUMBER OF DAYS:
[]ves [[Jno

NAME OF PHYSICIAN (PRINT OR TYFE) SIGNATURE OF PHYSICIAN

REMARKS:

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) )
' Fg . OC@L(R\Q_,
APPROVED ,Z/ * ~
YES D NO (SIGNATURE OF SUPERVIS !
P ,
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES D NO

LEAVE APPLICATION FORM (rev. 05.20.03) . QENERATED BY MIS




£SZ2%, 1 LIHESLATURAN GUAHAN. o
GUAM LEGISLATURE Nﬂj-(mzms
E&an (T
LEAVE FORM ' ’4@ -

NAME {FIRST, MIDDLE, LAST): PAYROLL NO.; DATE REQUESTED:
Agnes B. Rumbaoa 97778 April 20, 2015

TYPE OF LEAVE REQUESTED: . ‘

| sick B0 annuaL |:| MATERNITY D EDUCATIONAL |:| MILITARY D JURY El OTHER
PAY STATUS: HOURS: ;

X wiPAY  W/OPAY |:| COMBINATION W/PAY
FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEARY): Charge Account NO:
8:00 am 04/28/15 5:00 pm 04/28/15

ADDRESS WHILE ON LEAVE:

APPLICATION FCR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

SICK LEAVE CERTIFICATION
IN COMPLIANGE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT GF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS QF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATICN, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FORDISMISSAL FROM THE GOVERNMENT SERVICE,
1 CERTIFY THAT THE ABOVE NAMED PERSQN WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM H!IS OR HER. TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): [TO (MONTH, DAY, YEARY,  |HOSBITALIZED? NUMBER OF DAYS:
[:] ves [ |no
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT [SIGNATURE OF EMPLOYEE) 5—7
L Agnes'B. Rumbaoa
APPROVED m (]
YES NO (SIGNATURE @ BRVISOR)

APPROVED {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORI ELEGATE)
ves [ Jno

e’

LEAVE APPLICATION FORM (rav, 06.30.03) . QENERATED 8Y MIS



LEAVE FORM
NAME (FIRST, MIDDLE, LASTY: PAYROLL NO.: DATE REQUESTED:
Agnes B. Rumbaoa 97778 July 29, 2015

TYPE OF LEAVE REQUESTED:

[ ] siex annual [ warerniry [ ] eoucatonan [ ] murary  [Jury [ ] omer

PAY STATUS: HOURS: (m(\ (P % ‘&
X lwipay Wi PAY I:l COMBINATION WIPAY fd W/OUT PAY.
FROM (HOUR, MONTH, DAY, YEAR) TO (HOUR, MONTH, DAY, YEAR): Charga Account NO:

yg@foec"" S Feiaide " "y | s.00pmorains

ADDRESS WHILE ON LEAVE:
276 Little Manila Finile Dr. Agat, Guam 96928

AFPLICATION FQR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TG DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT [N AN AMQUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CERTIFICATION
1IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE |S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMERIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SiCK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNIEH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED CN THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FORDISMISSAL FROM THE GOVERNMENT SERVICE.
| CERTIFY THAT THE ABOVE NAMED PERSQON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR). [TO (MONTH, DAY, YEAR);  |HOSPHALIZED? NUMBER OF DAYS:
[ Jves [:I NO
NAME OF PHYSIGIAN (PRINT OR TYFE) SIGNATURE OF PHYSICIAN
REMARKS:
1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)
Aghes B. Runtbaca
AFPROVED m
. YES I:I NO (SIGNATURE OF SUPERVISOR)
APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGA‘(E)
ves [ Jno

LEAVE APPLICATION FORM (rav. 08.30.03) GENERATEG BY MIS



, WA LCODLAT UK
I LIHESLATURAN GUAHAN TRCHMMT DAY ) ﬂﬂ:tlrr

GUAM LEGISLATURE
0CT 0 12015

155 Hesler Place, Hagatna, Guam 96910 _
sy, q ‘s-bl ){:mg; 1 j.’-l;ﬁ

LEAVE FORM ECEIVED BY: __*52__

NAME (FIRST, MIDDLE, LAST): PAYROLLNO.: DATE REQUESTED:

nseon Sau Aqustin Q71710 lo-1 15"

TYPE ORLEAVE REQUESJED:

CTO
D SicK lerNNUAL L__IMATERNITY D EDUCATIONAL |:| MILITARY D JURY D OTHER

PAY STATUS; HOUTS: %Jv
wray | wiopar | ] comsiNaTioN WA o I5w;ou-r PAY
FROM (BOUK, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): CHARGE ACCOUNT NO.:
lom 9-25-15 Sem  9-25-15
ADDRESS WHILE ON LEAVE:

107 Thomas S4  Tamuning

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINDMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS, IT 1§ UNDERSTDOD '.IHATIF IRETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, I SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

PORTION OF THE. PREPAID LEAVE,

SICK LEAVE CERTIFICATION

{IN COMPLIANCE WITH FERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE 1S ABSENT BECAUSE OF
ﬂ.umss, INJURY, OR QUARANTINE IN EXCESE OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACTTY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FURNISHED, ALL

| ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
'WITHOUT PAY. SICK LEAVE PORTION FOR, TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED

SUFFICIENT CAUSE FOR DISMISSAL FR.OM THE GOVERNMENT SERVICE.

I CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED

BELOW. FROM A MEDICAL STANDPUINT, HI5 OR HER CONDITION DURING TEJS PERIOD WAS SUCH THA'T ¥ CONSID] INADVISABLE
¥ROM HIS OR HER TO REPORT TO WORK. '
FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR): HOSPITALIZED? NUMBER OF DAYS:
[]ves- [[]no
NAME OF PHYSICIAN (PRINT OR TYPE) ) SIGNATURE OF PHYSICIAN
[REMARKS:
i
I CERTIFY ALL sn\'mvmrs MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE) —
APPROVED . —
[Dves [no ~ a
(SIGNATURE OF SUPERVISDR) M/"‘/\' %

(SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)

APFROVED DYES DNO . _

LEAVE AFPPLICATION FORM (rev. 04.30.03) GENERATED BY MiE



: u,..a.l'z LA

LU\ 1 LIFESLATURAN GUAHAN s el
¥WGUAM LEGISLATURE Uk 112015
155 Hesler Place, Hagatna, Guam 96910 | ,‘,_a-'l!!I‘a’ -y
LEAVE FORM AENVEDSY: :
NAME (FIRST, MIDDLE, LAST): PAYROLIL. NO.: DATE REQUESTED:
Ro%Lo Teeban - JP-- Jule Wy, 201€
TYPE OF LEAVE REQUESTED: :

SicK M/ANNUAL [ ] maternimy [ ] eoucamona [ ] mumany [ ] umy I:I OTHER
1
PAY STATUS: HOURS: ' " LY
-\/ W/PAY W/O PAY I:' CONMBINATION W/PAY [ﬁ Hﬂ‘gwjou'r PAY.

FROM (HOUH, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): Charge Accouint NO:
JUdE jo |, 20)C N 1l 201€
ADDRESS WHILE ON LEAVE:

'\"ﬂ’\-’iﬁfo ;A

A R T A T T S o SR T e S SR e By
APPLICATION FOR FFIEPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10} CONSECUTIVE WORKING DAYS. ITIS UNDERSTOOD THATIF TRETU RETURN TO DUTY BEFORE

'THE EXPIRATION OF MY PREPAID VACATION, { SHALL REIMBURSE THE GOVERNMENT IN AN AMDUNT EQUIVALENTTOﬂ-IE UNEXPIRED

{PORTION OF THE PREPAID LEAVE,

W ARG R R ».af‘é-‘- AR
SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, QOVERNMENT QF GUAM, IF ANY EMPLOYEE IS ABSENT BEC.AUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WOF!KING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE QR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUAAED TG
FURNISH A CERTIFICATION AS TQ THE INCAPACITY FROM A REGULAR LICENSED FHYSICIAN. THE DEPAHTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOTFUFINISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY., SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR GUAHANTENED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDFOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUGH THAT | CONSIDERED IT INADYISABLE
FROM HIS OR HER TO REPORT TO WORK,

FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR), — [HOSPITALIZED? NUMBER OF DAYS!

[Jves [ Jno
NAME OF PHYSICIAN (PRINT OR TYPE) STGNATURE OF PHYSICIAN )
REMARKS:

ﬂ .
1, 2 i z
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF EMPLOYEE) ,(g ; %
L .

APPROVED m VES D N
E 0 (SIGNATURE OF SUPERVISOR) 0/

»

APPROVED (SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
[Clves [ o

LEAVE APPLICATION FORM {rev, 08.30.03) GENERATED BY WIS



PPEEY

( : (
A LEsLRAE Ling
MOCAVMEL RAMARE BETTY

GUAM LEGISLATURE NOV 25 701k

o 4ditad 2\'1 i i‘mi., ;\[jlm

ELEMERAY. -
LEAVE FORM '
NAME (FIRST, MIDDLE, LAST): PAVROLL NO.: DATE REGUESTED:
to g 0. 98 20]<
TYPE OF LEAVE REQUESTED: g
[ sk [Aawwa [] waternmy [] eovcarona. [ ] murary [ ] suay [ ] omen
PAY GTATUS: HOURS: W2s =
' Iwray  wiopay [ cominaTion WIPAY WIOUTPAY
FROM (FOUR, MONTH, DAY, YEAR), |70 (HOUR, MONTH, DAY, VEAR: Charge Account NO:

g Nev- Jo, 10K | g RO0. 76701

ADDRESS WHILE ON LEAVE:

‘ wh oA .>.$y

2T by

W ] i
APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS, IT 1S UNDERSTOQD THAT IF ! RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EGUIVALENT TO THE UNEXPIRED
PORTION OF THE PHEFAID LEAVE,

F*«"““ s .J\-

’.'5-\',‘-*{\-%-’”\* N

‘:)4},*;:‘;5&"? SRR M
' SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL AULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE 1S ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE [N EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS .ADVISABLE. IF THE CERTIFICATION REQUIRED IS NOT FUHNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CEFI'I'!FICA‘I’ION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALS!FIGATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFIGIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE. -

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPQINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED (T INADVISABLE

FROM HIS OR HER TO BEPORT TO WORKL
FROM (MONTH, DAY, YEAR): |TO (MONTH, DAY, YEAR):  JHOSFITALIZED? NUMBER OF DAYS:
Dvss [:] NO
NAME OF PHYSICIAN (FRINT OR TYPE) SIGNATURE OF PHYSIGIAN )
REMARKS:

1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORREGT (SIGNATURE OF EMPLOYEE) //
- /
APPROVED |z] |:I . ; } ;
YES NO (SIGNATURE OF SUPERVISOR) \ﬂ/OQ, (‘.‘—- G"W
e .

ri
APPROVED (SIGNATURE OF APFOINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [_|No

- b G

LEAVE APPLICATION FOAM [rev. 08.20.03} GENERATED BY M5




L

1 LIHESLATURAN GUAHAN GUAM LG
GUAM LEGISLATURE PERCOMNG PRI NFFi.
155 Hesler Place, Hagatna, Guam 96910 : JUL 232015

e 0 o | jbin
LEAVE FORM SECENEDBY: _g_,w

NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: . DATE REQUESTED:

VENIDO S. TORRES . July 23, 2015

TYPE OF LEAVE REQUESTED:

[ Jsex [xx] amnuar [ ] marerniry [ | eoucationa. [ ] mwmary [] sury [] omes

FAY STATUS: HOURS: ‘6@ 4-[33‘!5'

WIPAY I:l WIO PAY D COMBINATION WIPAY . WIOUT PAY

FROM (HOUR, MONTH, DAY, YEARY: TO (HOUR, MONTH, DAY, YEAR): Charge ACCount NO: 530
8:00AM 7/20/15 5:00PM 7/20/15

ADDRESS WHILE ON LEAVE:
YIGO GUAM

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF | RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UINEXPIRED
PORTION OF THE PREPAID LEAVE.

P e R e R e B S R i et . et
IR T B I T B T S S Bt T Bt | PR R Sl B B Tl B PR T Sl Tl Tl Tl P I A L L L D L A R B T L N R e e LR I T Tl Tt B

IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT CF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFCRE OR AFTER
A HOLIDAY, WEEKEND, DAY QFF, OR VACATICN, TQ BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF [LLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUERED (5 NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED 8Y SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLLAS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FCR TRIVIAL INDISPOSITION, OR FALSIFICATICN OF AN ILLNESS REPORT SHALL BE GONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR): TO (MONTH, DAY, YEAR}. HOSPITALIZED? NUMBER OF DAYS:
o Cdves [
NAME OF PHYSICIAN (PRINT OR TYPE}) SIGNATURE OF PHYSICIAN
REMARKS:
L+ Y

1 CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE N EMPLCYEE)
APPROVED ’

!:l YES NO

(SIGNATURE OF SUPERVISCR)
APPROVED @ {SIGNATURE OF APPOINTING AUTHORITY OR AUTHCRIZED DELEGATE)
YES [:] NO

U

LEAVE APPLICATION FORM {rev. 08 35.01) GENERATED BY MIS



GUAM LEGISLATURE
I LIHESLATURAN GUAHAN | PERSCNNEL | PAYROLL OFFICE

GUAM LEGISLATURE
155 Hesler Place, Hagatna, Guam 96910 DEC 1.0 2015
LEAVE FORM TIME:_IOYS__ [ 1AM [ ]PM
RECEIVED BY:
NAME (FIRST, MIDDLE, LAST}): PAYROLL NO.: DATE REQUESTED:
VENIDO S, TORRES December 10, 2015

TYPE OF LEAVE REQUESTED:

[ Jsicx [xx] annuat [ | materniTy [ ] eoucamona. [ ] muwrary [ ] wury ‘:I

OTHER

PAY STATUS: ROURS: \1]\&!\? "
weay [ |worar [ _] comination WIPAY (8 ) WIOUT PAY

FROM (HOUR, MONTH, DAY, YEAR): TO (HOUR, MONTH, DAY, YEAR): Charge Account NO: 530
8:00AM 11/30M5 5:00PM 11/30M86

ADDRESS WHILE ON LEAVE:
147 CHL SAIPAN, YIGO, GUAM

APPLICATION FOR PREPAYENT OF VACATION LEAVE

MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS LNDERSTOOD THAT IF 1 RETURN TO DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED

SICK LEAVE CERTIFICATION

IN COMPLIANCE WITH PERSONNEL RULES AND REGLILATIONS, GOVERNMENT OF GUAM, IF AN'Y EMPLOYEE IS ABSENT BECAUSE OF
ILLHESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VAGATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE CEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD OF ILLNESS HE DEEMS ADVISABLE, IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOQULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE,

| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITICN DURING THIS PERIOD WAS SUCH THAT | CONSIDERED IT INADVISABLE
FROM HIS OR HER TO REPORT TG WORK.

FROM (MONTH, DAY, YEAR): _[TO (MONTH, DAY, YEARY: HOSPITALIZED? NUMBER OF DAYS:
[[Jves []no
NAME OF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN

™~

REMARKS: \ N

| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT (SIGNATURE OF EMPLOYEE)

V4
APPROVED

= O 00 ¢ 0f

(SIGNATURE OF SUPERVISQR) C
, |

APPROVED z/ {SIGNATURE OF APPOINTING AUTHORITY OR AUTHORIZED CELEGATE)

YES D NO

2€ ¢ Ay

LEAVE APPLICATION FORM [rev. 08.30.03)

GENERATED BY MIS



% ILIHESLATURAN GUAHAN GUAN LEGISLATURE
A8 GUAM LEGISLATURE PERSONNEL | PAYROLL OFFICE
‘ V' 155 Hesler Place, Hagatna, Guam 96910 DEC 2 3 2015
LEAVE FORM
mme: [ g4 A% [1PM
NAME (FIRST, MIDDLE, LAST): PAYROLL NO.: DATE REQUESTED: ‘;"’:CEiVED BY: W
Peter H. Tran December 21, 2015

TYPE OF LEAVE REQUESTED:

I E [x_] annuat D MATERNITY Wl%«l QBDUCATIONAL I:I MILITARY D JURY |:' OTHER

AN

Z
PAY STATUS: ‘ HOURW
WJ'PAY D WIO PAY |:| COMBINATION &8 halirs WIOUT PAY mhours

O wipay

FROM (HOUR, MONTH, DAY, YEAR}: TO (HOUR, MONTH, Dﬁ( YEAR):

8am December 21, 2015 5pm December 21, 2015

ADDRESS WHILE ON LEAVE:
Off-island

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN [10) CONSECUTIVE WORKING DAYS. IT 1S UNDERSTOOD THAT IF ! RETURN TO DUTY BEFORE
THE EXFIRATION OF MY PREPAID VACATICON, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TO THE UNEXPIRED
PORTION OF THE PREPAID LEAVE.

SICK LEAVE CER'HFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, OR VACATION, TO BE GRANTED SICK LEAVE THE GOVERNMENT EMPLOYEE SHALL 8E REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INCAPACITY FROM A REGULAR LICENSED PHYSICIAN, THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERIOD CF ILLNESS HE DEEMS ADVISAELE. IF THE CERTIFICATION REQUIRED JS NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN COVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLLAS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PQRTION FOR TRIVIAL INDISPOSITION: OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CERTIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANDPOINT, HIS OR HER CONDITION DURING TH!S PERIOD WAS SUCH THAT | CONSIDERED |T INADVISABLE
FROM HIS OR HER Y0 REPORT TO WORK.

FROM (MONTH, DAY, YEAR}: TO (MONT];_I__ DAY, YEARY: HOSPITALIZED? NUMBER OF DAYS:
' D YES D NO
NAME OF PHYSICIAN {FRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
| CERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT [SIGNATURE OF EMPLOYEE)
¥
APPROVED
les [ 9€ C @0
(SIGNATURE OF SUPERVISOR}
APPROVED (SIGNATURE OF APPQINTING AUTHORITY OR AUTHORIZED DELEGATE)
YES |:| NC

I C.OY

LEAVE APPLICATION FORM (rev. 08.30.03) ) ' GENERATED 8Y MIS




UM LEBIC AT

I LIHESLATURAN GUAHAN . PER B2 ERON . 7
GUAM LEGISLATURE MAY 147205
155 Hesler Place, Hagatna, Guam 96910 o 1ay <D

& ‘!"é*\l'?m oL

¥
LEAVE FORM HEmE Y. L.
NAME (FIRST, MIDDLE, [ASTY: PAVROLL NO- DATE REQUESTED: — —
Thomas J. Unsiog 97086 May5,2015.
TYPE OF LEAVE REQUESTED: o .
[ Jsick  [XJannuar [ ] mateanmy [ ] eoucamonar [ mwmary [ ] sumy [_] oren
PAY STATUS: HOURS:
WIPAYD W/Q PAY I:l COMBINATION W/PAY 64 W/OUT PAY.
FROM (HOUR, MONTH, DAY, YEAR): |70 (HOUR, MONTH, DAY, YEAR): Charge Aot NO:
8:00 am May 6, 2015 11:00 am May 15, 2015
ADDAESS WHILE ON LEAVE:

Virging - »

APPLICATION FOR PREPAYENT OF VACATION LEAVE
MINIMUM REQUIREMENT IS NOT LESS THAN TEN (10) CONSECUTIVE WORKING DAYS. IT IS UNDERSTOOD THAT IF [ RETURN TG DUTY BEFORE
THE EXPIRATION OF MY PREPAID VACATION, | SHALL REIMBURSE THE GOVERNMENT IN AN AMOUNT EQUIVALENT TQ THE UNEXPIRED

PORTION OF

SICK LEAVE CERTIFICATION
IN COMPLIANCE WITH PERSONNEL RULES AND REGULATIONS, GOVERNMENT OF GUAM, IF ANY EMPLOYEE IS ABSENT BECAUSE OF
ILLNESS, INJURY, OR QUARANTINE IN EXCESS OF THREE CONSECUTIVE WORKING DAYS, OR FOR THE DAY IMMEDIATELY BEFORE OR AFTER
A HOLIDAY, WEEKEND, DAY OFF, GR VACATION, TO BE GRANTED SICK LEAVE THE GOVEANMENT EMPLOYEE SHALL BE REQUIRED TO
FURNISH A CERTIFICATION AS TO THE INGAPACITY FROM A REGULAR LICENSED PHYSICIAN. THE DEPARTMENT HEAD MAY REQUIRE
CERTIFICATION FOR SUCH OTHER PERICE OF ILLNESS HE DEEMS ADVISABLE. IF THE CERTIFICATION REQUIRED 1S NOT FURNISHED, ALL
ABSENCE WHICH WOULD HAVE BEEN GOVERED BY SUCH CERTIFICATION SHALL BE INDICATED ON THE PAYROLL AS LEAVE OF ABSENCE
WITHOUT PAY. SICK LEAVE PORTION FOR TRIVIAL INDISPOSITION, OR FALSIFICATION OF AN ILLNESS REPORT SHALL BE CONSIDERED
SUFFICIENT CAUSE FOR DISMISSAL FROM THE GOVERNMENT SERVICE.
| CEATIFY THAT THE ABOVE NAMED PERSON WAS UNDER MY PROFESSIONAL CARE OR QUARANTINED DURING THE PERIOD STATED
BELOW. FROM A MEDICAL STANCPOINT, HIS OR HER CONDITION DURING THIS PERIOD WAS SUCH THAT | CONSIDERED iT INADVISABLE
FROM HIS OR HER TO REPORT TO WORK.

FROM (MONTH, DAY, YEAR), [TO (MONTH, DAY, YEAR),  |HOSPITALIZED? NUMBER OF DAYS:
[[Jves []no
NAME GF PHYSICIAN (PRINT OR TYPE) SIGNATURE OF PHYSICIAN
REMARKS:
~N
| GERTIFY ALL STATEMENTS MADE HEREIN ARE TRUE AND CORRECT {SIGNATURE OF EMPLOYEE)
4
APPROVED ~
%s D NO (SIGNATURE OF SUPERVISCR) \

e s
APPROVED (SIGNATUY APPOINTING AUTHORITY OR AUTHORIZED DELEGATE)
ves [ Jwo
L]

LEAVE APPLICATION FORM (rev. 08.20.03) QENERATED BY MIS




