
SICK LEAVE POOL – ENROLLMENT/CANCELLATION 
This policy is to establish a Sick Leave Pool (SLP) to provide a source of compensation for participating employees who have exhausted all paid leave as it relates to the following policies: Family Medical Leave Act (FMLA) qualifying event and/or Short Term Disability (STD).

Employee Name:      
ID#      
Department:       

Extension:      
Date of hire:      
 FORMCHECKBOX 
 
I wish to participate in the SLP.  I am aware that by electing participation I am required to make an initial donation of two (2) days. I understand in order to continue participation there will be a required annual donation of one (1) day.

 FORMCHECKBOX 

I wish to cancel my participation in the SLP. I understand any donations previously made will not be returned to me.
Employee or Authorized Agent’s Signature: 





 
Date:      
For office use only
Your request for participation/cancellation from the pool has been:
 FORMCHECKBOX 
 Granted

 FORMCHECKBOX 
 Not granted (see comments below).

Pool Administrator: ______________________________________  Date:      
Chief Financial Officer: ___________________________________ Date:      
Comments:       
