UAMS CATASTROPHIC LEAVE BANK PROGRAM

RECIPIENT APPLICATION FORM
Please type or print legibly.                                                                                                                
INSTRUCTIONS: To apply for Catastrophic Leave, complete this form and submit it to your supervisor.  You must also have attached all appropriate documentation of the medical emergency.  Include the Physician’s Certification for Catastrophic Leave and the Catastrophic Leave Bank (CLB) Liability Agreement.   Note – This award of Catastrophic Leave is dependent upon its availability within the Catastrophic Leave Bank.  The program does not create any expectation or promise of continued employment.

	Part I – Application and Certification (To be completed by applicant employee or designee on his/her behalf)



	Patient Name (Last, First, Middle Initial) *if different than the employee
	Relationship to Employee



	Employee Name (Last, First, Middle Initial) 


	Social Security Number

	Division & Department Name

	Work Phone Number
	Home Phone Number
	SAP Personnel ID Number

	Leave Requested Beginning Date:


	Expected Leave Ending Date:
	Birthday: Year/Month/Day

	Certification: (if certifying on behalf of employee, modify as appropriate.)    I Certify that:

1. I have been affected by a medical emergency described on the attached Physician’s Certification.

2. I have or will have exhausted all Leave and Compensatory Time as of the date indicated above.

3. I expect to be absent from work without paid leave because of this medical emergency.

4.  FORMCHECKBOX 
     I have applied for and am receiving Workers’ Compensation Benefits in connection with this work-related condition.

5.  FORMCHECKBOX 
      I have applied but am not receiving Workers’ Compensation Benefits in connection with this work-related condition.

6. Any leave accrued while on Catastrophic Leave will be returned to the Catastrophic Leave Bank. 

7. I expect to be absent from duty for at least 30 (thirty) working days or 6 (six) weeks because of the medical emergency.

	Signature of Employee Receiving Catastrophic Leave or Designee


	If designee, state  your  relationship  to  Recipient
	Date

	Part II – Supervisory Verification (To be completed by Applicant’s Supervisor)


	Written Disciplinary Action for Leave Abuse During Past 2 Years?

 FORMCHECKBOX 
    Yes        FORMCHECKBOX 
     No
	Exhaustion of All Leave Time on (date):

	Explain Why this employee’s leave has been exhausted.  Be specific:

	Full-Time State Employee for Minimum of Two (2) years

 FORMCHECKBOX 
    Yes        FORMCHECKBOX 
    No
	Hire Date:
	

	Signature of Supervisor                                Print

                                             /
	Supervisor’s  Title 
	Phone Number
	Slot #
	Date



	Part III – Human Resources Verification



	Workers’ Compensation Status

	 FORMCHECKBOX 
  Applied                        Date_________________

 FORMCHECKBOX 
  Approved                      Date_________________

 FORMCHECKBOX 
  Denied                           Date_________________

 FORMCHECKBOX 
  Pending
	Amount of Workers’ Compensation Weekly Benefits
	Date Workers’ Compensation Commenced
	Expected Duration

	
	Does the Applicant meet the minimum requirements for the Catastrophic Leave Program?

 FORMCHECKBOX 
    Yes

 FORMCHECKBOX 
    No

	Class Code of Position


	Position Title
	Grade
	Position Number
	Hourly Rate of Pay    $
 FORMCHECKBOX 
   Bi-weekly              FORMCHECKBOX 
   Monthly

	Signature of Authorized Representative


	Position Title
	Phone Number
	Date

	Part IV – Catastrophic Leave Committee Review and Recommendation



	Date Reviewed


	Application Approved?

 FORMCHECKBOX 
    Yes        FORMCHECKBOX 
    No
	Beginning Date
	Projected Ending Date

	Signature of CLB Chairperson/Designee

                                                             Date:
	Total Hours Awarded


	Total Dollar Value of Leave



	Part V – Assistant Vice Chancellor’s Appeal Review and Action       FINAL ACTION :  FORMCHECKBOX 
  Approved     FORMCHECKBOX 
 Denied     FORMCHECKBOX 
   Concurred


	Signature of Assistant Vice Chancellor


	Date


