DCF-706								STATE OF CONNECTICUT


7/98 (Rev.)	 DEPARTMENT OF CHILDREN AND FAMILIES						Page 1 of 1





REQUEST FOR APPROVAL TO ACCRUE COMPENSATORY TIME








SEC. NO.�
NAME (Last, First, M.I.)�
EMPLOYEE NO.�
SOCIAL SECURITY NO. �
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EMPLOYEE'S SIGNATURE                       DATE�
SUPERVISING MANAGER'S SIGNATURE         DATE�
�
�
�
�
� FORMCHECKBOX ��  APPROVED�
� FORMCHECKBOX �� NOT APPROVED�
�



