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CATASTROPHIC SICK LEAVE BANK APPLICATION FORM





Name:__________________________________________             Date:_________________





School:_________________________________________      Position:__________________





Catastrophic Illness:  Self___________       Family Member________





Briefly describe the catastrophic nature of your/family member illness and the circumstances that caused you to make this request:


_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 





Expected Recuperation Time:_______________________________________________





Special  Family Considerations that contribute to the catastrophic nature of your illness:     ______________________________________________________________________________________________________________________________________________________________________________ 





Number of sick days being requested:____________________


Are you currently being treated by a physician?____________


Have you used all your accumulated sick and personal days?________ 


How many days have you been absent this year due to illness?_________


Are you covered by short-term disability insurance?___________





Please attach medical documentation signed by your physician to include a specific statement from your physician as to when you should be able to return to work.











Authorization for Release of Health Information


I authorize the use or disclosure of my health information to authorized members of the Rogers Public Schools Sick Bank Committee. This information will be used to determine my eligibility for withdrawing days from the sick bank.











________________________________________                               _______________________


                Employee Signature                                                                                    Date





Committee Use Only:


Date Considered:__________           Approved_____________     Not Approved______________


Number of Days Approved:____________________





Reason for Denial:_____________________________________________________________________________________________________________________________________________________________________________________








