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LEAVE APPLICATION FORM FOR JUNIOR RESIDENT (ACADEMIC) 

PERMISSION TO LEAVE HQ REQUIRED        YES     /     NO 

     (To be filled in block letters)    Date: 
 
1. Name of the applicant: ________________________________________________________________ 

2. Department/Subject: __________________________________Year of Residency 1 / 2 / 3 __________ 

3. Number of Days of leave___________ Date from __________________to ______________________ 

4. Sundays and Holidays, if any proposed to be: Prefixed______________ Suffixed________________ 

5. Purpose for which leave is applied for:_______________________________________________________ 

6. Address and contact Number during leave period: 

____________________________________________________________________________________ 

7. Date of return from last leave______________Duration of last leave: From__________To__________ 

Reliever Name: __________________     

Signature:_______________________ 

Contact Number:_________________ 

 

Signature of the Applicant/Resident 

8. Remarks of HoD/ In-charge: Recommended/Not Recommended     

                   Signature of HoD/ In-charge with Date 

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

9. No. of Leaves at Credit / Remarks (Clerk):  

10. Remarks of Dean (Academic): Sanctioned /Not Sanctioned     
                  Signature of Dean (Academic) with Date 
 


