LUZERNE COUNTY SICK BANK REQUEST FORM
Please make sur e to complete entire application.

Date of Application: Isthisyour First Request:
Additional Time Request: (I)Z)zteof Original Request:
NAME:

ADDRESS:

DAY TIME CONTACT PHONE NUMBER:

DEPT: YEARS OF SERVICE:
PAYROLL CLERK: PHONE #
SUPERVISOR: PHONE #

ARE YOU CURRENTLY WORKING: ? IFNOT, WHAT WASYOUR
LAST DAY OF WORK: ?

*PLEASE LIST TIME ON RECORD ASOF DATE OF APPLICATION:

Vacation Per sonal Sick Comp

TIME REQUESTED ? MAXIMUM PER REQUEST (30 DAYYS)

TYPE OF ILLNESS:

STIPULATION: ANY AND ALL DAYSTO AN APPLICANT FOR DAY (S)
FROM THE SICK BANK PRECLUDES THAT SAID APPLICANT SHALL NOT
BE EMPLOYED AT ANY OTHER OCCUPATION WHILE BEING A
BENEFICIARY OF THE SICK BANK.

IF THE APPLICANT DOESNOT ADHERE TO THISSTIPULATIONIT
WOULD BE CONSTRUED ASA VIOLATION OF ELIGLBILITY AND ALL OF
THE DAYSGIVEN TO THE APPLICANT WOULD BE NULL AND VOID.
ALSO, ALL THE TIME USED WOULD BE CONSIDERED LEAVE WITHOUT
PAY; THEREFORE SUBJECT WILL REIMBURSE THE SICK BANK DUE TO
UNATUHORIZED USE OF TIME.

APPLICANT’'SSIGNATURE DATE



DOCTOR'SINFORMATION

IN LAYMAN'STERMS, PLEASE DESCRIBE THE ILLNESSAND THE
AMOUNT OF TIME NEEDED FOR RECOVERY. PLEASE PRINT CLEARLY.

*DATE PATIENT CAN RETURN TO WORK

* Please be as clear aspossible to the estimated time the applicant can return to
work.

DOCTOR’S SIGNATURE

APPROVED AMOUNT OF TIME GRANTED

DENIED

NOTE: ALL REQUESTS MADE TO THE SICK BANK ARE CONFIDENTIAL

RETURN COMPLETED APPLICATION TO:

KEN HOLLEY PAULA SCHNELLY
SECURITY DEPARTMENT OR DISTRICT ATTY'SOFFICE
830-5155 825-1847
OR

ANGELA SCOCOZZz0
ASSESSOR'S OFFICE
825-1540

REVISED 9/2009



