Model Application for Use of Leave Pool

PART 1--To be completed by employee

Name:___________________________________________________ Social Security #: ________________________

Home Address ___________________________________________________________________________________


Home Telephone______________________________ Work Telephone: _____________________________________

Department: _________________________________________ Title: _______________________________________

Date Employment Began _______________________________

Full time (   Part time (                                                                   Monthly salary or hourly wage: $________________

Request is for: Self____ Child____ Parent____ Spouse____ Other (explain)___________________________________

Date illness was diagnosed/injury occurred: ________ Anticipated duration: ________ # of days requested:_________

Date all sick and annual leave will be/was exhausted: ____________________________________________________

Briefly describe the nature of illness or injury: 

I hereby certify that I understand, meet and accept the requirements and conditions of the shared leave pool program. I authorize the company and its agents to obtain and use any necessary medical information concerning this application, and in so doing I waive all privacy rights regarding medical information of me or any minor dependent (including history of illnesses, treatments, prescriptions, and any other information that is protected under federal or state law) that is relevant to this application.  This authorization will remain in effect until either I revoke it in writing (by sending a notice to the Company’s head of human resources at the following address: _________________________________, with the revocation becoming effective upon receipt) or receive a decision on the application for leave, whichever occurs first.  I understand that information that is disclosed pursuant to this waiver will no longer be covered by privacy laws, but that the company will not disclose or use it for other purposes after authorization ends.  I understand that denial of this application is not subject to grievance or appeal, and I release the company, its employees, officers and directors, and agents from all claims of liability arising from their acts or omissions, whether caused by active or passive negligence; except that this release will not apply to any claim for fraud or an intentional tort or intentional violation of law.  I understand that participation in the program is voluntary and that the company cannot force any employee to donate time for my use or the use of any other employee. I agree that this program is not an entitlement but a voluntary program and that the company’s designated representative has the right to deny my claim in his/her/its sole discretion if he/she believes I do not meet the criteria outlined in the shared leave pool policy. I understand there is no guarantee that donated time will be available in the pool when I apply, and I will make no claims against the company, its employees, or its representatives if donated time is neither available nor granted.
Employee Signature: _____________________________________Date: _______________________________

And/or
Signature of affected adult dependent on employee (if any): _____________________________     Date: _______
Relationship to employee:   _______________________________________
PART 2--To be completed by supervisor or designated authority 

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

Supervisor’s Signature: _____________________________________________ Date:________________________

Disciplinary history (if any) of employee:  _______________________________________________________

PART 3—Attending Physician’s Statement

Name: _________________________________________________ Phone: __________________________________

Address: ______________________________________________________________________________________

Date first consulted for this condition ________________

Briefly describe the nature and treatment of illness or injury:

Anticipated duration employee is unable to work due to his/her condition or the condition of a family member:

From: ___________________________________ To: _____________________________

Physician’s Signature: __________________________________________Date: ______________________________

PART 4—To be completed by human resources office or designated authority

The above named employee has exhausted all annual and sick leave as of _____________________ and the 

employment information in Part 1 is accurate.

Application was received on ____________________________________. A decision was made to accept/reject (circle 

one) and _______________ days were awarded from the shared leave pool. Notification of the decision was sent to 

applicant and his/her supervisor on _____________________________.

Signature: ______________________________________________ Date: ______________________________

Additional comments: 

