LEAYE APPLICATION

MSTS FORM 12830/5 (REV, 6-89) S/N-0104+ 1711005

1, EMPLOYEE'S NAME  (Las#) (Firse} (Middic)} i.cg.qgs OF SHIF OR RECEIVING BRANGH AND 3. EMPLOYEE NUMBER
TG, NO.
4, SPECIFY TYPE (dpnual, LFOP, eta.} S. SPECIFY TIME (o, o] hours} FROM (fri; de¥s o, 170l TO (hr., day, mo., 1)

6. [eave orexcused absence as specified above is hereby requested:

(a) D (HOME PORT OR VOYAGE LEAVE). I want leave without pay to cover any period of ahsence specified above which is not covered by leave with
pay or duty status in the Heceiving Branch. [ understand that leave in the home port separates me from the service of the ship until | return to wark
aboard ship. I understand that my leave may be cancelled at any time because of operational requirements. (Employee’s initials

(b} D {VOYAGE SICK LEAVE AND HOME PORT SICK LEAVE EXCEEDING 3 DAYS). A physician's certification of my illness is attached or indicated -
hereon. (Yoyage requests: Department Head certifies when no Medical Officer is aboard.)

{(c} D (SICK LEAYE COVERING EXAMINATION OR TREATMENT ONLY). Medical, dental, or optical examiration or treatment was performed by--

(Name of practitioner) .
T EMFLOYEE'S SIGNATURE PATE SUBMITTED 8. .
(a) (b} D APPROYED DISAPPROVED (If leave iz disapproved,
give reason in block 10)
(c) FORWARDING ADDRESS AND PHCNE NO. (Notify Ship or Receiving Hranch of any change) (a) SIGNATURE QF ACTION AUTHORITY DATE

(L) TITLE OF ACTION AUTHORITY

% REPCRTING INSTRUGCTIONS
Ta the employee: You are instructed to return to duty with (Ship’s name or Receiving Branch)

by (Aour, doy, month)}

10. REMARKS

IMPORTANT: Any false statements in connaction with this applicatien mey be con-
strued o5 on ottempt to defraud the Government subject to fine or imprisonment, or both,

REPLACES M5TS FORM 12030-1 (11-4!1) WHICH MAY BE USEQ UNTIL 3§ DECEMPER L96%




