
Appendix S
GADSDEN STATE COMMUNITY COLLEGE

Sick Leave Bank

Enrollment Form


Return Form To:	Sick Leave Bank
			c/o Payroll Office


PLEASE PRINT


Employee’s Name					

Social Security Number

I hereby request membership in the Gadsden State Community College Sick Leave Bank. I understand that I must contribute five (5) sick leave days to the bank to participate.



Signature



Date





	************************************************************************



FOR  OFFICE  USE  ONLY

			Current Number of Sick Leave Days 

			Committee Approval Date   


Appendix S
GADSDEN STATE COMMUNITY COLLEGE

APPLICATION FOR LOAN

Days from the Sick Leave Bank shall not be awarded until all accumulated sick leave days in the personal account have been exhausted.  All loans are subject to the approval of the Sick Leave Bank Committee.

PLEASE PRINT



EMPLOYEE’S NAME					SOCIAL SECURITY NUMBER




NAME OF IMMEDIATE SUPERVISOR
************************************************************************
Number of Days Requested from the Sick Leave Bank 

Effective Date of Request:

	Starting Date:  				Ending Date:  

Reason for Leave:  





************************************************************************

		Original Request			Days Awarded by SLB

		Request for Extension of Loan 



Signature of Sick Leave Bank Committee Chairperson		Date
************************************************************************
	  Copy Sent to Payroll Office				Copy Sent to Applicant 
************************************************************************
Send this application to:

Chairperson, Sick Leave Bank Committee
in care of
Gadsden State Community College Payroll Office











Appendix S

CATASTROPHIC SICK LEAVE TRANSFER AUTHORIZATION



DONATING  Employee Information                         (PLEASE PRINT OR TYPE FORM)
	1.  Employee Name:
	

	2.  Employee Address:
	

	3.  Employee Telephone(s):       
	

	4.  Employer:
	



BENEFICIARY  Employee Information
	5.  Employee Name:
	

	6.  Employer:
	



Days to be Donated to Beneficiary (not to exceed 30 days)
	7.  Number of days to be donated:
     
	The donated days may be used to repay days borrowed from the Sick Leave Bank.  
                                             _______ Yes           _______No



Certification of DONATING Employee
	8.  I certify that I hereby donate the above noted number of my sick leave days to the beneficiary employee listed above.  My employer has my permission to transfer the indicated number of sick leave days to the employer of the beneficiary for his or her use due to a catastrophic illness/injury as defined by Act 93-753.  It is my understanding that my sick leave balance will be reduced by the specified number of days hereon and that the donated days will not be returned to me.

	Donating Employee’s Signature:
	Date:

	Witness: 
	Date:



Certification of DONATING Employer
	9.  I hereby certify that the donating employee’s information listed above is correct to the best of my knowledge.

	Authorized Signature:
	Date:

	Title:
	



Receipt of BENEFICIARY Employer
	10.  The above noted number of sick leave days has been credited to the sick leave account of the beneficiary employee.         (Please give a copy of this form to the beneficiary employee.)

	Authorized Signature:
	Date:

	Title:
	


Revised   03-10







Appendix S
GADSDEN STATE COMMUNITY COLLEGE

CATASTROPHIC LEAVE APPLICATION

Catastrophic leave shall not be awarded until all accumulated sick leave days in the personal account and days from the Sick Leave Bank have been exhausted.  Catastrophic leave is subject to the approval of the Sick Leave Bank Committee and physician approval.
PLEASE PRINT

	  
EMPLOYEE’S NAME			 SOCIAL SECURITY NUMBER


NAME OF IMMEDIATE SUPERVISOR	
*********************************************************************************************
I certify that I have exhausted all my leave options:
Sick Leave Days				
	Yes            No
Annual Leave Days	
				Yes            No
Personal Leave Days		
				Yes            No
Compensatory Leave Days	
				Yes            No
Sick Leave Days			
				Yes             No


EMPLOYEE’S SIGNATURE


SIGNATURE OF PAYROLL EMPLOYEE CONFIRMING INFORMATION

Number of Days Requested for catastrophic leave 

Effective Date of Request:

	Starting Date:  	Ending Date:  

Reason for Leave (Please attach Physician Certification form):





*********************************************************************************************
FOR USE BY THE SICK LEAVE BANK COMMITTEE

	Original Request		Catastrophic Leave Days Awarded by SLB
	Request for Extension of Loan


Signature of Sick Leave Bank Committee Chair	Date
	  
	Copy Sent to Payroll Office  	                         Copy Sent to Applicant

Send this application to:

Chairperson, Sick Leave Bank Committee
In care of
Gadsden State Community College Payroll Office




GADSDEN STATE COMMUNITY COLLEGE
Payroll Office 
P. O. Box 227     .     Gadsden, Alabama 35902-0227     .     www.gadsdenstate.edu


PHYSICIAN’S CERTIFICATION OF CATASTROPHIC LEAVE

Instructions:
Please complete the following information on the Gadsden State Community College employee in your care.

The Alabama State Board of Education defines catastrophic illness as “any illness or injury so certified by a licensed physician which causes the employee to be absent from work for an extended period of time.”

Certification:
I certify that ____________________________________________ is diagnosed with the following catastrophic illness or injury: _______________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

The expected recuperation period requiring the employee’s absence from work is ______
________________________________________________________________________
________________________________________________________________________

Additional Comments:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________


_____________________________________		__________________
Signature of Attending Physician				Date


_____________________________________
Typed or Printed Name

________________________________________________________________________
Gadsden State’s policy requires certification of catastrophic illness on a quarterly basis.  Should this patient’s status change prior to the next certification period, please notify Gadsden State Community College, Payroll Office, P.O. Box 227, Gadsden, AL  35902-0227.

  Chiquita Steward, Payroll Accountant                   Phone: 256.549.8352 – Fax 256.549.8213                 csteward@gadsdenstate.edu
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