
[image: image1.wmf] 



COUNTY OF SUMMIT


LEAVE DONATION PROGRAM –  RECIPIENT APPLICATION 








	 Meets criteria (Exhausted all paid time)





	Does not meet criteria	                              				


		


								  				


Payroll Officer			                                Appointing Authority or Designee


Date	               ,20_____   				  Date			 ,20   





___________________________________________________________________________________________





________  Approved





________  Disapproved





__________________________________    Human Resource Commission	_____________Date





RECIPIENT EMPLOYEE:  (Please Print)


										


(Last)				(First)			(Middle Initial)	





Office: ______________________________


Division: 				   





I request to become a Leave Donation Program recipient.  I understand I must establish that a medical necessity exists in accordance with the policy and have provided medical verification.  I also understand I must comply with all other terms of the Leave Donation Program Policy and 169.22(d)(6)2. 





	  I DO AUTHORIZE or _________ I DO NOT AUTHORIZE release of my name if requested by 	  potential donors. If you want your name in email request please mark here______.





______  I DO AUTHORIZE or _________ I DO NOT AUTHORIZE release of my medical condition if 	  	  requested by potential donors. If you want your medical condition in email request please mark 	  here _______.     						


									


	***I understand that if I am off for an entire pay period with no paid leave I 	 	     	  	    CANNOT receive additional donated leave for the same qualifying condition.							


_____________________________	  ______________							


Leave Recipient Signature               Date


										


 





II.  AUTHORIZATION





I.  LEAVE RECIPIENT INFORMATION
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