
 

 
FAMILY ILLNESS ACKNOWLEDGEMENT FORM 

 
 

 
Name: ______________________________________________________________________________________  
 
 
School/Campus: ____________________________________________________________________________ 
 
 
Date(s) of Absence: _________________________________________________________________________ 
 
 
Total number of Family Illness Days taken this illness: ________________________________________ 
 
 
EMPLOYEE ACKNOWLEDGES THAT HE/SHE WAS ABSENT ON THE ABOVE DATES FOR                     
FAMILY ILLNESS​. 
 
 

          ____________________________________________ 
    Staff Member’s Signature  
 
 
 

(UPON RECEIPT, PLEASE COMPLETE AND RETURN  
THIS FORM TO THE ​BUILDING PRINCIPA​L OR  

OUTREACH SUPERVISOR​.) 
 
 
 
-------------------------------------------------------------------------------------------------------------------------- 
 

OFFICE USE ONLY 
 
Comments: _________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
Approved ________       Disapproved ________           ____________________________________________  

          Building Administrator/Supervisor Signature 
 

 


