FEATHER RIVER COMMUNITY COLLEGE DISTRICT

OFFER TO DONATE LEAVE

EMPLOYEE’S NAME:_____________________________________________________


   Name of Employee you wish to donate hours to: _______________________________

  
 Maximum number of hours*/days you wish to donate: ____________________________




    Please circle one

  
 Type of donated hours*/days:      
  Vacation:   
_______hrs     _______ days

                                                         

 Sick Leave:
_______hrs     _______ days


                                              

 Comp Time:
_______hrs     _______ days 

SIGNATURE OF EMPLOYEE: _________________________________________

This Section to be completed by Human Resources at the time leave is donated

Number of hours*/days posted: __________   Type of hours*/days: _____________Vacation










   _____________Sick Leave










   _____________Compensatory 

Leave balance as of: ___/___/___     Vacation:   
_______hrs     _______ days

                                                           Sick Leave:
_______hrs     _______ days


                                                Comp Time:
_______hrs     _______ days

This Section to be completed by Human Resources at the conclusion of Donated Leave
Number of hours*/days actually used: ______________________________

Number of hours*/days returned to employee: ________________________

Leave balance as of: ___/___/___     Vacation:   
_______hrs     _______ days

                                                           Sick Leave:
_______hrs     _______ days


                                                Comp Time:
_______hrs     _______ days

Posted to employee account by:  ________________________________  Date:_______________

CC:  Employee

*Please note:  Exempt (non-hourly) can only donate full day (8 hr) increments

FEATHER RIVER COMMUNITY COLLEGE DISTRICT

REQUEST FOR DONATED LEAVE

EMPLOYEE NAME: _______________________________________

ADDRESS: _______________________________ PHONE NUMBER: ________________________

                    _______________________________OTHER CONTACT: _______________________

REASON FOR REQUEST (State your reason(s) for requesting donated leave and attach medical verification if applicable):

Estimated

Length of leave: __________________________  First day of leave: _________________________

Last day of leave: _________________________  Return to duty date: _______________________

I certify the above information: 

________________________________________________







                            Signature of Employee

DONATED LEAVE COMMITTEE ACTION

Approved on: ________________________   by: ________________________________________

                                       Date



Chairman, Donated Leave Committee

Denied on:     ________________________   by: ________________________________________

                                       Date



Chairman, Donated Leave Committee

Reason for denial:  _________________________________________________________________
