TRI-COUNTY TECHNICAL COLLEGE

Leave Transfer Program

Donation Form

EMPLOYEE COMPLETES THIS SECTION:

Employee Name:            Division Name:       
Position Title:         Social Security Number:       
Annual Leave:  Number of Days Donated        Hours      
Sick Leave:  Number of Days Donated        Hours       
Non-Work Days:  Number of Days Donated        Hours       
__________________________________________
___________________________



Employee Signature






Date

FOR PERSONNEL USE ONLY

Class Code/Slot:_________________________________________

Sick Leave Balance at Effective Date:________________________

Approved/Disapproved: ______________________Date: _____________________





   Personnel Director

Employee Hourly Rate: ______________________

Monetary Value of Days donated: $______________________

