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                                     ANEXO ÚNICO  
 
                 FORMULÁRIO INDIVIDUAL PARA JUSTIFICATIVAS 
                                     REGISTRO DO PONTO 

 
OBS.:A JUSTIFICATIVA DEVERÁ SER ENTREGUE EM ATÉ 48 HORAS  

 

 
NOME DO SERVIDOR: _________________________________________________ 
 
MATRÍCULA: __________      CARGO/FUNÇÃO: ____________________________ 
 
 

 
OCORRÊNCIA: 

 
DATA:_______/________/2025 

 
HORÁRIO: _________________________________ 

 
JUSTIFICATIVA:_________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 

 
IJACI,________ DE ___________________ DE 2025. 

 
 

____________________________________________________ 
  ASSINATURA DO SERVIDOR             

 
 

 
 
 

APRECIAÇÃO PELA CHEFIA IMEDIATA/SECRETÁRIO MUNICIPAL 
 

 
 
 
 

 
JUSTIFICATIVA: ________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
NOME DO RESPONSÁVEL: ____________________________________________________ 
CARGO: _______________________________ 

 
__________________________________________________ 
ASSINATURA DO RESPONSÁVEL 

(   )   DEFERIDO 

DATA___/ ___/ ______ 

(   )  INDEFERIDO 

DATA___/ ___/ ______ 

Recebido RH     _____/_____/2025 
 
_____________________________ 

 

ANEXAR ATESTADOS 
MÉDICOS/DECLARAÇÕES; EM CASO DE: 

 
DOENÇA DO SERVIDOR, ACOMPANHAMENTO 
DE INCAPAZ, LICENÇA PATERNIDADE, 
LICENÇA MATERNIDADE, CASAMENTO (08 
DIAS CORRIDOS), FALECIMENTO DE MEMBRO 
DA FAMILIA (De acordo do Estatuto de 

Servidores Públicos), OUTROS (Especificar 
e/ou anexar documentos comprobatórios) 

 


