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SICK LEAVE RECIPIENT
INFORMATION FOR EMPLOYEES:
1. An employee may receive no more than 240 hours (prorated by FTE) of sick leave within any continuous 12-month period received as either grants from the Sick Leave Fund or as direct grants (Donated Sick Leave). 

2. You must meet the following eligibility requirements to receive a grant.  You must be able to answer yes to all of the following statements at the time you receive the grant:
     Yes
         No    (PLEASE CHECK AS APPLICABLE).
      FORMCHECKBOX 

          FORMCHECKBOX 
  I have completed the 90-day qualifying period for use of sick leave.

      FORMCHECKBOX 

          FORMCHECKBOX 
  I have been absent more than 10 consecutive working days due to an extensive illness
                             or accident or providing necessary care as defined in the Sick Leave Fund Policy.
      FORMCHECKBOX 

          FORMCHECKBOX 
  I have exhausted all my accrued sick leave, annual leave, other accrued paid leave, and

                            compensatory time.
      FORMCHECKBOX 

          FORMCHECKBOX 
  I have taken 5 days consecutive leave of absence without pay.  
      FORMCHECKBOX 

          FORMCHECKBOX 
  I have received leave approval for a leave of absence from my supervisor. 
      FORMCHECKBOX 

          FORMCHECKBOX 
  I have provided the appropriate physician’s certification as required by my agency.

      FORMCHECKBOX 

          FORMCHECKBOX 
  I have been a member of the Sick Leave Fund for at least 90 days.
If you believe you have met the eligibility requirements for a Sick Leave Fund grant or a direct grant, sign below and deliver this form to Human Resource Services, Lommasson Room 252.

I wish to receive a grant of           hours from the University of Montana Sick Leave Fund.

I wish to receive a direct grant of ​​         hours from various donors.
Name of Recipient Employee:       



Recipient’s Department:       
Recipient’s UM ID (790#):       




Recipient’s Signature______________________________________________     Date ______________
Approval of Dean/Director of Recipient’s Dept.__________________________    Date ______________



Approval of Human Resource Services ________________________________     Date ______________
