City of Richmond : ID :
Shared Leave Application D) R

Please complete Sections I. I1. and 111
Section I.
Date of Application Department Division
Applicant Name
Applicant Home Address
Home Telephone Number Work Telephone Number
Date Leave will start Hours requested

Section Il

Please describe your serious illness or injury in detail in accordance with eligibility requirements as follows:
The illness/injury must (1) pose a threat to life or require inpatient care, hospice care, or home health care and
(2) keeps you from performing any portion of his or her regular work duties. (Attach FMLA -Health Care
Certification Form).

Section 111.

If you receive and/or have applied for replacement income, mark the replacement income that applies.
[ ] Workers Compensation [ ] Long Term Disability
[] Other

Employees that receive replacement of income benefits are not eligible to participate in the Shared Leave
Program.

Employee Certification: | certify that the information on this application and all documentation submitted by me is a
true representation of my current serious illness/injury. | have exhausted all accumulated vacation leave, sick leave,
and compensatory time credits at the time of this application. | am not requesting shared leave for an incident covered
by worker’s compensation and | do not receive replacement income benefits. | agree to undergo a medical review
and/or examination by the City’s Employee Medical Services Provider for eligibility and monitoring purposes. | have
read and understand the rules pertaining to this program. | further understand that falsification of this application or
my failure to abide by the program eligibility criteria shall be automatic grounds for denial or termination of program
participation.

(Print name) (Signature) (Date)

If not employee, name & signature of person completing the form.

(Print name) (Signature) (Date)
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Section IV.

To be completed by Employee Supervisor and Appointing Authority

Date Received Received by
(MM/DD/YY) (Print Name)

Recommendation [ | Meets initial eligibility requirements
[ ] Does not meet eligibility requirements

If illness does not meet eligibility requirements, state reason (s):

Recommend [_] Approval [ | Disapproval

(Signature-Appointing Authority) (Date)

Forward completed application to Human Resources

Section V.

To be completed by Shared Leave Proaram Coordinator

Date received Meets eligibility requirements: [ ] Yes [] No If no, state reason(s):

EMSP Review/ Appointment required: [ ] Yes [] No If Yes, Applicant notified on

(Date)

HR recommendation [ ] Approved [ ] Approved w/ modifications [ ] Disapproved Reason(s):

HR Director or Designee: Date:

(Signature)

Effective date Date Applicant notified

Applicant notified by

All parties involved in the review of this application are required to maintain confidentiality.
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