BronxCare Health System
Gastroenterology Fellowship Program
Time Off Request 

Date: __________________________
Name: ________________________

Time off from: ____________________________ to ____________________________
Total Number of Days: __________________________
Will Return to work on: ____________________________

Charts are completed: ___________________
SHMs Reviewed before leaving: ______________
SHM forwarded to: ______________________
Covering Fellow: _________________________
Clinics are closed/Coverage arranged: __________________
Time off to be counted towards:
Vacation: _______________
Personal Days: ________________
Holidays: ____________________
CME: _________________________

Signature of Requesting Fellow: ____________________ Date: ________________
Signature of Covering Fellow: ________________ Date: ________________
Signature of PD/APD: ________________________ Date: ________________
