06/24/2019
LHP-02


SICK LEAVE DONATION FORM

LOCAL HEALTH DEAPRTMENTS OF KENTUCKY

Name of Donor:__________________________________________________________________________

Department:_____________________________________________________________________________

Social Security Number:___________________________________________________________________

Amount of Donation to be credited to Recipient: _______________  

(Employee must have 75 hours of sick leave remaining after donation.) 
Name of Recipient:_______________________________________________________________________

Department:          

Social Security Number:___________________________________________________________________

I hereby certify that this donation is given without expectation or promise for any purpose other than

that authorized by 902 KAR 8:120, Section 11.

_______________________________________________________________________

                     

Signature of Donor


  

Date

This is to certify that the employee named above has a sufficient sick leave balance to donate the hours

indicated under the provisions of 902 KAR 8:120, Section 11.

_______________________________________________________________________

Signature of Appointing Authority

       
Date


The Donor’s Payroll Officer must forward one copy of this form to the Recipient’s Payroll Officer .





TO BE COMPLETED BY DONOR’S PAYROLL OFFICER UPON RECEIPT





LHD Number: ___________	                        LHD Name: ___________________________________________





        ________________________________________________                 Date  ______________________                          


               		PAYROLL OFFICER














TO BE COMPLETED BY RECIPIENT’S PAYROLL OFFICER





Recipient’s current sick leave balance: _________ + ________donation = _________ Recipient’s New Sick Leave Balance





LHD Number: ___________	                       LHD Name: ___________________________________________





        ________________________________________________                 Date  ______________________                          


          		           PAYROLL OFFICER











