Department of Administration
Request for Voluntary Shared Leave

RECIPIENT (complete this form in its entirety)

1. Name

Social Security Number (Print last four digits only) XXX/ XX/

Position

Agency

2. Nature of Medical Condition

3. Projected duration of absence (from physician’s statement).

4. Physician’s statement required (must accompany this form).

Employee’s Signature date

If I am approved to receive Voluntary Shared Leave, | authorize the release of the medical
condition as stated above that qualifies me for the Voluntary Shared Leave program.

YES NO

Employee’s Signature date

For Office Use Only

___This request is approved for Voluntary Shared Leave for the above mentioned
candidate.

___This request is denied for Voluntary Shared Leave for the above mentioned candidate
for the following reason(s):

HBR Signature Date
11/2001 (Revised)



