
GOVERNMENT OF GUAM
DEPARTMENT OF EDUCATION

SICK/ANNUAL LEAVE DONATION REQUEST FOR
MEDICAL EMERGENCY REASONS

.1 LEAVE RECIPIENT LEAVE DONOR

1. EMPLOYEE NAME -

2. SOCIAL SECUR~TY NO. I

CLASS TITLE, PAY GRADE/STEP I

AGENCYIDlVISION

3.

4.

FROM - TOTAL
5. DONATED LEAVE PERIOD: TO: __________________________________ HOURS: ______________________

6. EXPLANATION OF ILLNESS/INJURY:

I hereby certify that I have seoured permissionfrom my agencyto use donated sick/annual leave pursuant to the leave sharing procedures. This request is due
to the above referenced illness/injury and will be used during the dates listed above in order to continue my compensation. I understand that my own accured
leave will be exhausted first before the donated leave.

CertIfication of Leave: ______________________________________________________ Date _____________________________

Recelpients Signature

7. CERTIFICATION FROM LEAVE RECIPIENT’S PAYROLL SUPERVISOR

A. I certify that the employee requesting for donated leave has accrued thefollowing hours to his/her leave account.

D ANNUAL LEAVE Balance: ____________ PPE:

SICK LE.AVE Balance: ____________ PPE: _______________________

D COMPENSATORY TIME Balance: PPE:

Payroll Supervisor: _____________________________________________________ Date ____________________________

8. CERTIFICATION OF LEAVE DONOR

A. I hereby certify that I am voluntarily donating the leave hours on item 5 above and request that my Payroll Supervisor transfer the above listed hours
of my sick/annual leave to the Leave Recipient listed above. I understand that a minimum of one pay period of balance will be retained in my leave
account for my personal use.

Leave Donor: __________________________________________________________ Date ______________________________

E. I hereby certify that the donor has accrued the amount of leave to be donated in addition to the required one pay period leave which must remain in
the donors leave account.

Li ANNUAL LEAVE Balance: ____________ PPE: _______________________

D SICK LEAVE Balance: PPE: _______________________

Payroll Supervisor: _______________________________________________________ Date ____________________________

9. I hereby certify for the Recipient Agency listed above that this request meets the guidelines for donating sick/annual leave pursuant to the leave shirrnp

proceoures. I autoonze my agency to add the total hours donated above to the recipient employee listed.

L~i APPROVED B DISAPPROVED

Recipient’s Appoinunc Authont> Date


	PRINT: 
	Download: 
	Clear Form: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Text206: 
	Text207: 
	Check Box208: Off
	Text209: 
	Text210: 
	Check Box211: Off
	Text212: 
	Text213: 
	Check Box214: Off
	Text215: 
	Text216: 
	Text218: 
	Text220: 
	Check Box221: Off
	Text222: 
	Text223: 
	Check Box224: Off
	Text225: 
	Text226: 
	Text227: 
	Check Box228: Off
	Check Box229: Off
	Text230: 


