
INSTRUCTloNS TO PAI]TICIPATING SICK BANK MEMBEl] (Educational Statf)
1) Complete and sign Part I (type or print legibly).
2) Fom/al.d to Attending Physielan to complete Part #.
3) Sut]mft both copies of compkRE origirial I- along wh a cop]/ Of your most recent payToll clieck

stub, to the Sick Leave Bank C®mnittee, PO Box 194 3cO8 0rfutt Road Randallstown, MD 21133
4) We are not responsible for lateness or illogible forms. Applications roceivod after the committee r`as

met wjll be reviewed at the next 8chodiiled Sick Bank meeting.
Faxed forms are not ecce

Applieaut Narne`
(This includes any / all oloctronic flles, oma[ls, jpeg8, text, and etc.)

Applicant Address :

Email Address:

Phone:

Ca\'                                      §fab

Yrs.  of Active Service:

Location Prevrous Tu.o (2) YeaFs`

Employee  lD#:

Payroll Location.

Previous "nesses in Excess of Five (5) days:
(additional sheet may be attached lf needed.  If none,  please indicate.)

Dates                                                                                                  Nature of  Illness

I request to borrow days from the Sick Leave Bank.
Falsification and/or distortion Of information on tlie appllcatlon will ro9ult ln automatic denial of
Sick Bank grants.

Signature.. Date:

I pAnT  '1 , THI§ SECTION TO BE COMPLETED BY TliE ATTENDING PHYSICIAN ONLY.
1) PIoaco type or print legibly. IIleglbte applicatlon8 mE\y no\ be approwi+
2)Treatment plan Q!!!ff be included with each illness.
3) Matemfty dtsabllfty perlod not to exceed ten weeks, lneludes time before and/er after the del]very of the chikL
4) Attach additional sheets if n®ceseary.
Nanire Of Illness ar`d progrosts

First clay Employee is unable to work

Physician's Name:

f]etum to work date

Phone:

Physician's Address :

Signature:

I,ART  11[
SICK  LEAVE BANK COMMITTEE ONLY

Days requested                      Number of Days Granted

First day employee is ilnable to work

Betum to work date
APPBOVED

DENIED

Authorized Signature:


