
Our Lady of Consolation  
Aged Care & Services 

Name:          Pay Number:    

Department:       Position:

Date of Flexi Day:

Signature:        Date:

   Approved By:        

   Signature:         Date: 

(         /         /         )

(         /         /         )

(         /         /         )

Supervisor / Manager 

Application for Flexi Day FormApplication for Flexi Day Form
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