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 LEAVE SHARING PROGRAM 

 APPLICATION FOR USE OF SHARED LEAVE 

PART 1: To be completed by employee (please type or print legibly in ink.) 

Name: SSN: 

Address: Home Phone: 

City:       Zip: Work Phone: 

Class Title: Department: 

Number of hours requested:             

 

Date permanent classified service began:             

 

    FULL-TIME       PART-TIME     %     Number of hours worked:                 Monthly salary             

 

I am also applying for:   This request is for: 

     SHORT-TERM DISABILITY       Myself 

     WORKER'S COMPENSATION       My family member                                 

     PERA DISABILITY RETIREMENT        Relationship: 

 

Date illness/injury began:               Anticipated duration:             

 

Last day worked:                                     # hours worked on last day:             

 

Date ALL your sick & annual leave will be/was exhausted:             

 

Date you were placed on LWOP:             

 

Briefly describe the nature of illness/injury:  (An attending physician's statement must be attached.  Statement must 

provide details of medical condition, how the condition is deemed as “catastrophic injury or illness that poses a 

direct threat to life,” as well as the expected time required before you are able to return to work.) 
              

 

              

 

              

 

              

 

I hereby certify that I understand, agree to, and meet the requirements and conditions of the leave sharing program.  

Also, I hereby authorize the Leave Bank Committee, or their designee, to obtain any necessary information 

concerning this application.  I understand that denial of this application is not subject to grievance or appeal. 
 
Employee's Signature:      Date: 

* * * CONTINUED ON BACK * * * 



 

PART 2: To be completed by employee's supervisor. 

I hereby certify that, to the best of my knowledge, the above information is accurate.  Also, I hereby certify that if the leave 

application is approved, authorization to use leave is granted. 

 

Print Supervisor's Name:      Phone:     

 

Supervisor's Signature:                       Date:     

PART 3:   To be completed by Leave Bank Committee. 

 

   REQUEST APPROVED   REQUEST DENIED 

 

Leave Bank Committee:       Date: 

PART 4:   To be completed by Human Resources 

                                                                                                                              DATE / SIGN 

 

File activated by Human Resources (copy of app. placed in file)                   

 

Original application submitted to Leave Bank Committee                     

 

Department notified of receipt of application         

 

Original returned to Human Resources          

 

Application is   (circle one)   approved    or    denied        

 

Number of hours granted:             

 

Number of hours used:             

 

Copy of Leave Bank Committee's letter placed in file                   

 

Records Updated: 

 

 History of Leave Sharing Applicants File Updated       

 

 Applicant's Leave File Updated          

 

 Supervisor Notified of Award Amount         

 

 Transfer Contribution Electronic File Updated (if applicable)                  

 

 File Completed                       

 

 Hours of leave refunded to leave bank (if applicable)                  

 

 

 


