	SICK LEAVE BANK APPLICATION

PSU/MTA


	SECTION ONE (to be completed by applicant)


Name 







Employee ID# 




Home Address 












Home Telephone # 












Department 





   Job Title 







Supervisor/Dept. Head 











Last Day of Work 



   Expected Date of Return to Work 




Nature of Illness or Injury
Please include narrative information in support of your request and outline 
specifically the time frame of your request.

	


Signature 




  Date  







	SECTION TWO (to be completed by physician)

Please answer the following questions as completely as possible. Attach additional sheets as necessary.


Name of patient: 












Patient’s general statement of condition and date of onset: 








How long have you been treating this patient for this condition; including dates of first and most recent visits:

Please describe your treatment plan and prognosis for this patient:

Please provide a date when you believe the patient will again be able to perform the duties of their current position. If you a re unable to make a determination at this time, when will you be able to better assess your patient’s progress?

Would you anticipate the patient would be able to return to work prior to this date on a modified work schedule? If yes, please specify the date of return to work, the required work modifications and length the modified work schedule will be required.

	I hereby certify that I have examined the above named patient and certify under the pains and penalties of perjury that the information provided is true, based upon my knowledge and belief.

Signature of Physician ____________________________________   Date ____________________________


Please print the following information:

Name of Physician: 













Address: 














Telephone number: 













Specialty: 





  Registration Number: 





	SECTION THREE (to be completed by applicant’s supervisor)







 (employee name) has notified me of his/her intention to apply to the 

PSU/MTA Sick Leave Bank for up to 

 hours of paid leave time per week from 


 

(date) until 



(date) due to:

· his/her own illness.


· parental leave for the care of a child in the event of birth or adoption.


· a serious illness of a family or household member.

If the paid leave request is part-time: he employee and I have agreed to the attached work schedule, which meets both the needs of the department and the physician’s recommendations.

Based on the information available to me, this leave does not result from a work-related illness or injury.

Supervisor’s Signature




Date

Supervisor’s name (printed)




Campus Address

Campus Telephone Number
