

	LEAVE ELECTION FORM: 
	Atlanta GA 30334: 
	Injured Employees NamePlease Print: 
	Date of Injury: 
	begin to receive Workers Compensation if you are deemed eligible: 
	On: 
	Workers Compensation benefits for loss of wages instead of full pay from accumulated sick and annual: 
	From my accumulated sick leave and if necessary from my accumulated annual leave through: 
	undefined: 
	IF A MARK IS USED TWO WITNESSESS ARE REQUIRED: 
	2: 


