EXHIBIT 25

Leave of Absence Application
Name:________________________________  Employee SS#_______________________________Date:  ___________________

Address:  _____________________________  Status (check one)  [  ]  Exempt   [  ]  Non-Exempt  [  ]  Full-Time  [  ]  Part-Time

Department:  ___________________________________________________  Hire Date:  _______________

Employee Statement:  (To be completed by the employee)

I,  ______________________________________, request a leave of absence to begin _____________ and to end ________________

for the following reason:  (please check one)

[  ]  FMLA  [  ]  Temporary Disability    [  ]  Long Term Disability   [  ]  New Child  [  ]  Personal Non-Medical  [  ]  Bereavement  [  ]  Educational  [  ]  Jury Duty/Witness  [  ]  Voting  [  ]  Legal Proceedings  [  ]  Military  [  ]  Other:  __________________________

1. All leaves of absence must be approved by your manager and/or the next level of managerial authority.

2. Failure to return from a Leave of Absence on the agreed upon date without an approved extension will be considered a voluntary resignation by the employee and will result in termination.

 I have been advised of and fully understand the policy and procedures that must be followed by both the Diocese and me for the type of leave I have chosen on this Leave of Absence Application. 

_____________________________________________________



______________________



Employee Signature







Date

Approval:
Leave Approved:  _______  Manager:  _____________________________________________  Date: __________________

Extension Request:

I, __________________________________________, am currently on a ______________________ leave of absence which began on ____________________.  I would like to request an extension to be continued from __________  and to end on ____________.
_________________________________________________




_____________________



Employee Signature







Date

Extension Request Approval:

Leave Extension Approved:  ________  Manager:  _____________________________________  Date: _________________

Leave of Absence Condition:  (To be completed by Payroll/Benefits)

Explained details to pay premiums:  _________________ (date)

Last day worked:  ____________________  Return to work date:  ________________________

Pay:  STD _____________ days/sick __________days/vacation __________days

No pay _________ days

Check Insurance to be continued and the weekly/monthly cost to employee.

MEDICAL                

[  ]  YES           
[  ]  NO     
[  ]  N/A        __________________$

DENTALISION


[  ]  YES

[  ]  NO

[  ]  N/A        __________________$


VISION



[  ]  YES           
[  ]  NO     
[  ]  N/A        __________________$

LIFE/AD&D


[  ]  YES           
[  ]  NO     
[  ]  N/A        __________________$
OTHER:  ________________
[  ]  YES           
[  ]  NO     
[  ]  N/A        __________________$
Total insurance premium due per week $  _____________________

Total insurance premium due per month $  _____________________

