
  

PORT NECHES-GROVES INDEPENDENT SCHOOL DISTRICT 
REQUEST FOR LEAVE 

 
DEATH IN FAMILY 

 
 
 
 
 

Death in Family ________________ _________________________________ _______________ 
   Date(s)    Name of family member       Relationship 
*Up to three (3) working days allowed for each death in the immediate family. 
 
 
 
 
NAME OF EMPL0YEE_____________________________________________________ 
 
 
 
This request has been approved by:__________________________________  _________________ 
                  Signature of Principal/Supervisor               Date 
. 
 
 
                    
 
Original to:  Business Office______ 
 
 Copies to:   Campus            ______ 
                     

       Revised July 2023  
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