STATE OF NH              APPLICATION FOR SUPPLEMENTAL SICK LEAVE


Human resources

Part I – to be completed by the employee or designee.
PLEASE PRINT OR TYPE – ALL FIELDS MUST BE COMPLETED
	1. Name:


	Job Title:

	Agency:


	Section:
	Unit:

	Work Phone:


	Home Phone:



	Home Address:



	I am requesting __________________ days of supplemental sick leave.



	Describe reason for request: 


	Work-related?
	· Yes
	· No

	

	The reason for the request must be verified by the physician or medical practitioner treating the individual with the medical condition.  The physician or medical practitioner must provide all of the information requested on PART III of this form and he/she must sign and date the form.      

	In applying for supplemental sick leave, I agree to have my physician/medical practitioner provide the information requested in Part II of the Application. 

	Signature:  ___________________________________
	Date:  ____________________________



	Completed by:
	· Employee
	· Designee (specify): _____________________________________



	TO BE COMPLETED ONLY BY THE EMPLOYEE. In applying for supplemental sick leave, I hereby authorize the use and disclosure of my individually identifiable health information as follows: my name, the agency I work for, the reason for my request, my last day of work, the date my leave available for this absence was or will be exhausted, and the expected duration of my absence.  I understand that I may revoke this authorization by notifying the Department in writing.  However, the revocation will not be valid if the Department has taken action in reliance on this authorization.  I further understand that the information I have authorized for disclosure may be redisclosed and no longer protected by federal privacy regulations.



	Signature:   ___________________________________


	Date:  ______________________________


Part II - to be completed by the employee’s physician or medical practitioner.
The employee named in PART I has applied to receive supplemental sick leave through the Supplemental Sick Leave Program established by the State of NH.  You are requested to complete the information below for your patient.

PLEASE PRINT OR TYPE– ALL FIELDS MUST BE COMPLETED
	2. Patient’s Name:


	Most recent date of examination:

	The patient is/was:


	·   Under my professional care

· Hospitalized 
	FROM

FROM
	TO

TO



	The patient has been incapacitated from performing his/her duties:


	FROM
	TO

	Anticipated duration the patient will be unable to work due to the condition:


	FROM
	TO

	If the patient is not able to return to full duty employment, can the patient return to work at less than full duty?

	· No
	·   Yes        If yes, period of partial incapacity:


	FROM


	TO



	Describe the nature, diagnosis, and treatment of the illness, injury, impairment or physical or mental condition (please attach documentation if necessary):



	Will this illness or injury permanently prevent the patient from returning to work?


	· Yes
	· No

	PHYSICIAN’S OR PRACTITIONER’S NAME:  _________________________________________

	Address:  ________________________________________

Signature:  ________________________________________


	Phone:  ________________________

Date:  __________________________


Part III - to be completed by the employee’s Appointing Authority or designee.

PLEASE PRINT OR TYPE– ALL FIELDS MUST BE COMPLETED
	3. Employee Name:


	Job Title:
	State Longevity Date:

	Has the employee exhausted all paid leave (sick, annual, compensatory, bonus, floating holidays)?
	· Yes
	· No

	If not, what are the employee’s leave balances? ____​​​​​________________________________________ 

The employee’s leave available for this absence was/will be exhausted on (date):  __________________



	Has this employee filed previous requests for supplemental sick leave?


	· Yes
	· No

	If yes, indicate date(s) and amount(s) of leave approved: ________________________________________



	For this absence, is the employee receiving/eligible to receive workers’ compensation benefits or is there a pending workers compensation appeal?
	· Yes
	· No

	The employee is expected to be absent from work until (date):  __________________________  

 

	Date illness/injury began:  _____________


	Number of days/hours requested:  _________/_________

Length of employee’s regular work day: _______________



	Has the employee been counseled or disciplined for unsatisfactory attendance 

during the last 12 months?
	· Yes
	· No

	

	I recommend approval of the request: 

                   If yes, how many days?  _____________________
	· Yes
	· No

	
	
	

	If RECOMMENDED IN PART or NOT RECOMMENDED, describe reason(s) below or on a separate sheet and attach relevant documentation, such as leave records.



	Your recommendation is confidential and should not  be shared with the requesting employee.  Please return this form directly to the Bureau of Employee Relations, Division of Personnel.

	Signature: _________________________________________________

PRINT NAME AND TITLE:        


	Date:  _______________
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