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SICK LEAVE BANK REQUEST FORM

Name:_________________________________________________Date:____________________

Number of Days Requested:__________________________________________________

Reason for request *:___________________________________________________________






*Written medical verification from doctor must accompany the application.

Signature:________________________________________  Date________________________

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Date of meeting of Sick Leave Committee:___________________________________

Sign in of Committee Members:_______________________________________________



· Attach a copy of the minutes from the committee meeting to this form.
· Attach the medical verification of illness to this form.


Sick Leave Bank Committee Determination (circle one):

Approved		Not Approved	        Returned for Clarification

Number of days granted:________________________

Starting date:_____________________________________

Ending date:______________________________________

All forms will remain with the chairman of the Sick Leave Bank Committee.







