09-12-16
LHP-01
 SICK LEAVE SHARING
[bookmark: _Hlt412618440]Application
[bookmark: Check3][bookmark: Check4]
|_| INITIAL REQUEST   |_|AMENDED REQUEST
	
Name of Employee Receiving Leave Donation:
	
     

	
Local Health Department:
	Click here to select LHD

	
Last 4 digits of SS#
	
     

	
Amount of Leave Being Requested:
	
     

	
Please provide a reason designated leave is needed, including a brief description of the nature, severity,
and anticipated duration of the medical emergency.  (If this is an amended request, provide reason for extension.)          


	Please attach certification by one or more physicians for the medical reason the employee will be unable to perform the duties and responsibilities of his/her position for ten (10) or more consecutive working days or the reason for extension, if an amended request.


	SIGNATURES

___________________________________________________________________________
Signature of Recipient or Representative				Date

___________________________________________________________________________
Signature of Supervisor						Date 


Date Supervisor Received Request:  _____/_____/______


	
The above named employee has been approved to receive donated sick leave in accordance with the provisions of 902 KAR 8:120, Section 10.


___________________________________________________________________________
Signature of Appointing Authority				              Date




			
                                                                                               FOR OFFICE USE ONLY
HR Administrator Initials_______________                        Date____/____/________ 	

