Rvd 10-12-2021
LHP
	SICK LEAVE SHARING REQUEST
Application


	Name of Employee Receiving Leave Donation:
	Click or tap here to enter text.
	Local Health Department:
	Click or tap here to enter text.
	Approximate date of return to work:
	Click or tap to enter a date.
	Please provide a reason designated leave is needed, including a brief description of the nature, severity, and anticipated duration of the medical emergency.
Click or tap here to enter text.

	SIGNATURES

_________________________________________________________________________
Signature of Recipient or Representative                                                        Date


_________________________________________________________________________
Signature of Supervisor                                                                                       Date


	☐ The above named employee is approved to receive donated sick leave in accordance with the provisions of 902 KAR 8:120, Section 11.
☐ Request denied. See comments below
Comments: __________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

_________________________________________________________________________
Signature of appointing Authority                                                                    Date


	HR Administrators Initials:_________                    
For Office Use Only: _____________________________________________



