
 
 
 
 
 
 
 

RESIDENTIAL HABILITATION TIME OFF REQUEST 
 
 
 

NAME: ___________________________________________________________ 

DATE SUBMITED: _________________________________________________ 

CONSUMER(S) SERVED: ____________________________________________ 

___________________________________________________________________ 

 
 
 
      DATE  LWOP         CLT         HOLIDAY   MEDICAL 

     

     

     

     

     

TIME USED     

 
 

APPROVED: _____________________________________________________ 

DENIED: ________________________________________________________ 

REASON FOR DENAL: ____________________________________________ 

_________________________________________________________________ 

 

AUTHORIZED BY: _________________________________________________ 


