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MATERNITY LEAVE APPLICATION FORM ML1
TO BE COMPLETED BY THE EMPLOYEE, APPROVED BY THE DEPARTMENT HEAD AND  SUBMITTED TO THE  DEPARTMENT OF HUMAN RESOURCES.

NAME OF EMPLOYEE :
 ___________________
    Staff  No. :
 ________

DEPARTMENT:

___________________



Dates of Maternity Leave  (26 weeks  i.e. 130 days) Quote first day - last day
FROM: ________________

TO:
_____________________

Additional Leave:
( Max 16 weeks i.e. 80 days)          
     

From : ____________
To:
________________________

Please attach Medical Certificate to Confirm Pregnancy

Signed :
______________________
Date : _______________

Note: The form must be given to your Head of Department/Manager at least four weeks prior to the proposed date of commencement of leave and forwarded immediately to the Department of Human Resources.

Signature - Department Head:  _________________
Date:______________
Additional Annual Leave taken must be accompanied by an Annual Leave Form.

