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______________________________________________________________________________  

  

Voluntary Shared Leave Application for Participation  

  

*To be completed by employee*  

  

Please Print  

Employee’s Name   __________________________________________________  

            

Social Security No.  __________________________________________________  

  

School/Office    __________________________________________________  

  

Position    __________________________________________________  

  

  

*****Attach HCP Statement of Medical Condition(s)********  

  

I authorize the Voluntary Shared Leave committee to make known through system-wide 

communications my need for additional leave. Only general information about my condition is to be 

released beyond the committee.  

  

  

____________________________________________________________________________________  

(Signature of Applicant)                (Date)  

  

  

  

____________________________________________________________________________________  

(Assistant Superintendent of Human Resources)          (Date)  

  

  

  

Please mail this form to:  

Richmond County HR Department  

118 Vance Street  

Hamlet, NC 28345 or  

Fax to 910-582-7051 (Attention: Janet Stroman)  
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______________________________________________________________________________  

  

Health Care Provider Statement of Medical Condition 

  
*To be completed by Health Care Provider*  

Please Print  

Patient’s Name   ____________________________________________  

  

Last four of SS#    _____________________________________________  

  

Health Care Provider’s Name: ______________________________________  

            

 Mailing Address:  

  

____________________________________________________________  

  

____________________________________________________________  

  

  

Phone number ___________________________________________________________  

  

Fax number   ___________________________________________________________  

  

  

Statement of Medical condition(s):  

  

____________________________________________________________________________________  

  

____________________________________________________________________________________ 

____________________________________________________________________________________  

  

Probable duration of condition: ________________________________________   
            (days, weeks, months etc.…)  
  

Signature of Heath Care Provider:__________________________________  Date: ______________  

  

Please mail this form to:  

 

Richmond County HR Department  

118 Vance Street  

Hamlet, NC 28345 or  

Fax to 910-582-7051 (Attention: Janet Stroman)  


