                          U. S. AGENCY  FOR  INTERNATIONAL  DEVELOPMENT 

    VOLUNTARY  LEAVE  TRANSFER PROGRAM                                                                   

                                 Leave Recipient Application

Attach Required Documentation            (See ADS Chapter 482 for detailed information)
INSTRUCTIONS  TO DONOR:

Parts A, must be completed by a prospective recipient or his/her designee.  Part B and C must be completed by the applicant’s supervisor and approving official. (M/HR/POD, M/HR/EM or IG/RM)

                 A.

    APPLICATION

              AND

   CERTIFICATION


 Applicant’s Name 

     
Social  Security Number

     
Position Title

     


Pay Plan, Grade/Pay Level, Step

     
Leave Balance (attach most recent Statement of Earning & Leave)

     


Bureau/ Office

     
Annual Leave Balance (hours)

     
Sick Leave Balance (hours)

     


Home Address

     
Address  During  Medical Emergency

     


Home Phone Number

     
Phone Number During Medical Emergency

     


Name of Timekeeper

     
Timekeeper’s Phone Number

     
r


Individual Affected by Medical Emergency (Check one)

 FORMCHECKBOX 
   Employee        FORMCHECKBOX 
  Employee’s

                                      Family Member
Date Medical Emergency Began

     
Date Medical Emergency Ended (or is Expected to End)

     


Have you applied for worker’s compensation in connection with the medical emergency cited in this application?      FORMDROPDOWN 

How Many Hours of Leave Without Pay Have Been Used for This Medical Emergency?

     


Name of Physician Who Will Verify the Medical Emergency (Attach documentation from the physician or other appropriate expert showing the diagnosis, prognosis and duration of the illness.)

     


Describe the Nature, Severity, and Anticipated Duration of the Medical Emergency

     



I certify that the above statements are true.  I agree that the above information may be disclosed as necessary to potential leave donor (s) and to individuals involved in the record keeping and processing have transferred annual leave.

I certify that,      , is submitting this application on behalf of me with my knowledge and permission.

                B. 

     SUPERVISOR’S

RECOMMENDATION


 FORMCHECKBOX 
   I recommend this application be approved.

 FORMCHECKBOX 
   I  recommend against approval of this application for the reason (s) cited in the attachment.


Date Application

Received 

     
Signature of Supervisor
Date Submitted to Approving Official

     


                                           (SENT  TO APPROVING OFFICIAL)

             C.

APPROVING

OFFICIAL’S REVIEW
 FORMCHECKBOX 
   Application approved.

 FORMCHECKBOX 
   Application disapproved for reason (s) cited in the attachment.


Signature of Approving Official
Date




                (Return to Supervisor and Sent Copy  of Approved Application to M/FM/P)

             PAYROLL
Pay Period Processed

     
Printed name of Payroll Officer

     
Signature of Payroll Officer
Date



U. S. C. 6311 authorizes collection of this information, which will be used to transfer, leave to your account from the donor’s account. Your social security number is requested solely for the purpose of positively identifying leave donors so that transferred leave can be deducted from the proper account.
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