ROBERTS COUNTY
SICK LEAVE POOL REQUEST FORM

Request # ____________				       SLP Membership     YES    NO

NAME		_______________________________________________________________
		FIRST				MIDDLE 			LAST

ADDRESS	_______________________________________________________________
						CITY				STATE/ZIP

PHONE		 ________________________	_________________________________
		HOME					CELL

NUMBER OF DAYS REQUESTED FROM SICK LEAVE POOL ____________ (80 HOURS MAX)

NATURE OF DISABILITY_____________________________________________________________________

______________________________________________________________________________

I hereby authorize Roberts County to release information regarding my medical history, doctor’s records and/or letters, and use of sick leave in order that the Sick Leave Pool Approval Committee can determine if I am eligible for leave days from the Sick Leave Pool.

____________________________		____________________________________
DATE						EMPLOYEE’S SIGNATURE 
VERIFICATION OF ABSENCE BY IMMEDIATE SUPERVISOR

COMMENTS___________________________________________________________________

LAST DAY AT WORK____________________ DATES ABSENT_____________________________

_____________________________________		______________________________
SIGNATURE							DATE

SICK LEAVE APPROVAL COMMITTEE

Request Approved: Yes  No
 				                        __________________________________________
					           Committee Signature

[bookmark: _GoBack]Number of hours Approved: ____________ 

Comments____________________________________________________________________		
