COMMUNITY COLLEGE SYSTEM OF NEW HAMPSHIRE              APPLICATION FOR SHARED SICK LEAVE


Human resources

Part I – To be completed by the covered employee or designee.
PLEASE PRINT OR TYPE - ALL FIELDS MUST BE COMPLETED
	1. Name:


	Job Title:

	College:


	Department:



	Work Phone:


	Home Phone:


	Home Address:



	I understand that I may be eligible to receive shared sick leave donations if all the conditions below apply:
1. I am a full-time employee who has completed twelve (12) months of full-time service;

2. I am on an approved unpaid leave of absence due to a serious health condition qualified under the Family Medical Leave Act of 1993 (FMLA);
3. I have exhausted, or expect to exhaust, all forms of paid leave prior to being able to return to work;
4. There are no paid leave benefits or salary replacement income or benefits available.
Please note:  Shared sick leave cannot be used for common, minor, or chronic medical conditions, a job related illness or injury that is covered by workers’ compensation, or for a health condition in which the employee is receiving disability benefits. 

	The probable duration of my medical leave of absence is from _________________to __________________
I project that my accumulated leave shall be exhausted on:__________________
I am requesting __________________ days of shared sick leave.



	Describe reason for request (Please attach additional documentation, if needed): 

	

	The above reason for the request must be verified by the treating physician or medical practitioner.  

	I understand that in applying for shared sick leave donations, I agree to have my treating physician/medical practitioner document the medical information requested in Part II of the Application. I understand that I may revoke this authorization by notifying the CCSNH Human Resources Office in writing.  However, the revocation will not be valid if the CCSNH has taken action on this authorization.  

	By signing below I attest that the information I have provided is truthful and accurate and that I have read, understood, and agreed to the above provisions of the CCSNH Shared Sick Leave Program.
Signature:  ___________________________________                       Date:______________________


	Completed by:
	· Employee
	· Designee (specify): _____________________________________


Part II - To be completed by the covered employee’s physician or medical practitioner.
The covered employee named in PART I has requested shared sick leave through the Shared Sick Leave Program established by the Community College System of New Hampshire (CCSNH).  Your patient is requesting that you complete the following medical certification so that their request may be reviewed by the designated authority (CCSNH Labor Management Committee) who shall approve or deny the request.
PLEASE PRINT OR TYPE – ALL FIELDS MUST BE COMPLETED
	Patient’s Name:


	Most recent date of examination related to this application:

	The patient is/was:
	·   Under my professional care for this injury/illness: 
	FROM


	TO



	The patient has been incapacitated from performing his/her duties:


	FROM
	TO

	Anticipated duration the patient will be unable to work due to the condition:

                                                                                                               FROM                         TO

Please note:  You must include a probable end date of the employee’s inability to work due to their medical condition or this request shall not be considered.

	If the patient is not able to return to full duty employment, can the patient return to work at less than full duty?

	· No
	·   Yes        If yes, period of partial incapacity and 

      recommended work schedule:


	FROM                         TO  

WORK SCHEDULE



	Describe the specific diagnosis and treatment of the illness/injury related to this request. (Please attach relevant medical documentation):



	Will this illness or injury permanently prevent the patient from returning to work?


	· Yes
	· No

	PHYSICIAN’S OR PRACTITIONER’S NAME:  _________________________________________

	Address:  ________________________________________

Signature:  ________________________________________


	Phone:  ________________________

Date:  __________________________


Part III - To be completed by the covered employee’s College President/System Office Administrator or designee
PLEASE PRINT OR TYPE – ALL FIELDS MUST BE COMPLETED
	Employee Name:


	Job Title:
	CCSNH Institution:
	Date of Full-Time Appointment:

	Has the employee exhausted all paid leave?
	· Yes
	· No

	Date when the employee will have exhausted all of his/her leave balances (date):_________________


	Has this employee filed previous requests for shared sick leave?


	· Yes
	· No

	If yes, indicate date(s) and amount(s) of leave approved: ________________________________________



	Date illness/injury began:  ____________

Date of Expected Return to Work: _____ 
	                 Number of days/hours requested:  _______/_______

               Length of employee’s regular work day: ____________



	Has the employee been counseled or disciplined for unsatisfactory attendance 

during the last 12 months? If yes, please attach relevant documentation.
	· Yes
	· No

	

	I recommend approval of the request: 

                   If yes, how many days?  _____________________
	· Yes
	· No

	
	
	

	If RECOMMENDED IN PART or NOT RECOMMENDED, describe reason(s) below or on a separate sheet and attach relevant documentation, such as leave records.



	Your recommendation is confidential and should not be shared with the requesting employee.  Please forward the completed, original Application for Shared Sick Leave (Parts I, II, and III) directly to the CCSNH Director of Human Resources. 

	_________________________________________________

College President/System Office Administrator Signature 

PRINT NAME AND TITLE:   _______________________________________     


	____________________
Date   



Date of Last Revision:  12/06/11


