
 

                     
 
 
 
 
 
 

Please Complete and Fax to: 800-807-1963 
 

Or mail to: 
 

Medical Staffers, LLC 
910 Brooks St. 

Missoula, MT  59801 
 

Questions?  800-393-1559

 
 

TIME OFF REQUEST FORM 
 
 
Last Name ____________________First Name                                                        MI ___________            
 

Date of Request ____________________ 
 

Please Note: 
 

AGENCY AND FACILITY MUST BE NOTIFIED OF REQUEST 2 WEEKS PRIOR 
TO DATE OF INTENDED ABSENCE 

 
• REQUESTS ARE SUBJECT TO FACILITY AND AGENCY APPROVAL 

 
• UNAPPROVED REQUESTS MAY RESULT IN REDUCTION OR LOSS OF COMPLETION 

BONUS, STIPENDS & BENEFITS(CONSULT WITH YOUR RECRUITER FOR SPECIFICS) 
 

• REQUESTS MAY RESULT IN EXTENSION OF OVERALL CONTRACT TO COMPENSATE 
 

 
 

REQUESTED DATES 
 
 
    _______________________________  ___________________________________ 
                     
   _______________________________  ___________________________________ 
   
   _______________________________  ___________________________________ 
 
 
 
Employee Signature ________________________    Date _______________ 
 
 
Facility Signature     ________________________    Date _______________ 
 
        Approve d    Denied       
 
Agency Signature     ________________________    Date _______________ 
 
        Approve d    Denied       
 
 
 
 
 
 
Agency Use Only 
 
Received By   ______________________________________     Date Received  ______________________ 


