
 
NON-FACULTY SICK LEAVE BANK REQUEST 

 
MEMBER NAME__________________________________     ID #________________ 
 
MEMBER DEPARTMENT________________________________________________ 
 
DAYS REQUESTED: FROM____/____/____ TO____/____/____ 
 
REASON FOR REQUEST (attach a separate sheet if necessary)____________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
MEMBER’S SIGNATURE___________________________       DATE____/____/____ 
 
SUPERVISOR’S SIGNATURE_______________________        DATE____/____/____ 
  

PLEASE NOTE:  A CERTIFICATE OF CONDITION FROM A STATE-
CERTIFIED PHYSICIAN MUST ACCOMPANY THIS FORM 

 
SUBMIT ALL FORMS TO THE LEAVE ADMINISTRATOR 

(Becky Bennett) 
 

TO BE COMPLETED BY THE LEAVE ADMINSTRATOR: 
 
ACCRUED LEAVE BALANCES SICK_____ ANNUAL_____     COMP____ 
 
SIGNATURE_____________________________  DATE____/____/____ 
 
FORWARD TO BOARD OF TRUSTEES 

 
TO BE COMPLETED BY TRUSTEES: 
 
APPROVED  ____  NUMBER OF HOURS ____ 
 
DISAPPROVED ____  REASON________________________________ 
                       
                                                                            ________________________________ 
 
CHAIRPERSON SIGNATURE_________________________DATE____/____/____ 
 
ORIGINAL SENT TO PERSONNEL, CC TO LEAVE ADMINISTRATOR AND 
MEMBER, COPY TO NON-FACULTY SICK BANK CHAIRPERSON. 
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