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Sick Leave Donation Program
Application Form

: the undersigned, am making application to receive
please print name

donated sick leave through the Sick Leave Donation Program. | understand | must
establish that an extended medical necessity exists. In accordance with the policy, |
have attached medical verification. | hereby further verify that | am not eligible to receive
funds from any other source. | understand that, if eligible for disability through NEOMED
benefits plan or OPERS/STRS, | must apply.

Dates of Absence Total Hours Applied For

Applicant Signature Date

This form must be returned to the Office of Human Resources.

HR USE ONLY

Physician:

Length of Time Requested Tentatively:

Approved: a Yes a No
State Reason:

Number of Hours Approved: From: to
Date Date
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