CITY of SEATTLE

APPLICATION TO RECEIVE DONATED SICK LEAVE

	Receiving Employee:

	     
	
	     

	Employee Name: (Last)
	
	(First)

	     
	
	     

	Employee Number
	
	Payroll Job Title

	     
	
	I hereby request donation of        hours of sick leave to my sick leave reserve. I will exhaust my sick and vacation leave balances on       and will not able to return to work until      .

	Employing Department
	
	



THIS REQUEST CANNOT BE PROCESSED WITHOUT A CERTIFICATE FROM THE ATTENDING PHYSICIAN STATING THE NATURE AND EXPECTED DURATION OF YOUR CONDITION. INFORMATION ON YOUR CONDITION WILL BE RETAINED IN THE CONFIDENTIAL MEDICAL FILE MAINTAINED BY YOUR HR UNIT.
I hereby certify that all statements made on this request are true to the best of my knowledge and that this transfer is intended to be a gift and has been or will be accomplished for no, or without the exchange of any, compensation or consideration whatever.

Employee Signature: ___________________
 Date: __________________

Approved: ____________________________
 Date:___________________


     Appointing Authority (For Receiving Employee)
Revised February 2009

