
 

 

SICK LEAVE BANK REQUEST FORM 
 

 

 

Name of Applicant __________________________________________ 

Member of sick leave bank     yes   or   no 

Number of days requesting __________ 

Dates Disability will cover: 

____________________________________________________________ 

Reason for request: 

 

 

 

 

_____________________________________ 

Signature of Employee 

 

***Please return to this form to the Human Resource Department upon completion*** 

 

 

------------------------------------------------------------------------------------------------------------------------------------------ 

 

For Office Use Only: 

Date Received:  ______________________________ 

 


