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	VOLUNTARY LEAVE TRANSFER PROGRAM

LEAVE RECIPIENT APPLICATION

	INSTRUCTIONS:  Submit this completed form with the physician’s statement as indicated below, through your first level manager, then to the Voluntary Leave Transfer Program Coordinator, Human Resource, NHM-1.  Application can be submitted in anticipation of or during a medical emergency, or within 30 days after the medical emergency terminates.

CRITERIA FOR BECOMING A CERTIFIED LEAVE RECIPIENT:  To become a certified leave recipient, you must:

1.  Have a documented medical emergency or a family member must have a documented medical emergency that is likely to require your absence from work;

2.  Have exhausted all sick and annual leave, or be expected to exhaust all sick and annual leave during the medical emergency;

3.  Be expected to be absent from work without available paid leave for 24 hours or more, and have managerial approval for the absence;

4.  Submit medical documentation.  (See “Part 3: Medical Documentation” section below.)


	PART 1:  IDENTIFYING INFORMATION

	EMPLOYEE’S NAME
	ROUTING
	TELEPHONE NUMBER

	     
	     
	     

	TITLE
	GRADE LEVEL

	     
	     

	HRmis ID
	TOUR OF DUTY (Full-time or Part-time)

	     
	     

	PART 2:  FAMILY MEMBER

	INDIVIDUAL AFFECTED BY MEDICAL EMERGENCY (check one)

	 FORMCHECKBOX 
 EMPLOYEE
	 FORMCHECKBOX 
 EMPLOYEE’S FAMILY MEMBER
	 FORMCHECKBOX 

	RELATION TO THE EMPLOYEE
	     

	

	PART 3:  MEDICAL DOCUMENTATION (Attach either the physician’s statement OR page 3 of this application to be completed by the physician, and attach as the medical documentation.)

	Name of physician who will verify the medical emergency:
	     

	 The physician’s statement must address 

· the diagnosis or nature, and the severity,

· the duration, or expected duration, and

· the approximate frequency of the medical condition or treatments, if it is a recurring condition.

If your application is to care for a family member, the physician’s statement must also provide:

· a description of your role in caring for the family member, and

· the amount of time and frequency required to provide care.



	PART 4:  LEAVE SOLICITATION

	HOW DO YOU WANT THE LEAVE DONATION SOLICITATION TO APPEAR? (The VLTP Coordinator may contact you for further verification)

	 FORMCHECKBOX 
 
	NAME AND REASON
	 FORMCHECKBOX 
 
	NAME ONLY (no reason)
	 FORMCHECKBOX 
 
	ANONYMOUS (no name or reason)
	 FORMCHECKBOX 
 
	DO NOT SOLICIT

	REASON:  IF THE MEDICAL EMERGENCY REASON IS INCLUDED, HOW WOULD YOU LIKE IT SHOWN ON THE MONTHLY VLTP RECIPIENT’S LIST? 

	     

	PART 5:  APPLICANT’S CERTIFICATION.  My signature below certifies that this application is voluntary and contains no intentional misrepresentation of fact, and authorizes the release of personnel information for donor solicitation, as indicated above, if my application is approved.  I (recipient/applicant) will inform my manager and the Voluntary Leave Transfer Coordinator in Personnel Services of the date this medical emergency terminates.  (If I fail to do so, I realize I could be disciplined, and will have to repay erroneously donated leave).  If approved, I understand that donated leave will be used only to liquidate my leave account for LWOP and/or advanced leave accumulated during my medical emergency.  Advanced leave or LWOP accumulated before or after my medical emergency will not be liquidated.  In addition, leave and other paid time off that I accrue in the future will be used to reimburse my leave account for the advanced leave and/or LWOP applied during my medical emergency.  Finally, I understand that my eligibility to receive donated leave will end two years after my medical emergency terminates.

	SIGNATURE OF APPLICATION/RECIPIENT OR REPRESENTATIVE
	DATE
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	PART 6:  MANAGERIAL ACKNOWLEDGMENT OF APPROVAL OF ABSENCE FROM WORK.  The following managerial signatures indicate whether the employee’s absence from work on LWOP, advanced sick or annual leave has been approved.  OPM-71, Application for Leave, must be completed by the leave transfer applicant and signed by the appropriate manager for approval to be official.  

	6A.  SIGNATURE OF FIRST LINE MANAGER
	DATE
	ROUTING
	TELEPHONE NUMBER

	     
	     
	     
	     

	6B.  SIGNATURE OF TIER 2 MANAGER (only required if First Line Manager is Foreman III or below)
	DATE
	ROUTING
	TELEPHONE NUMBER

	     
	     
	     
	     

	Please submit this approved form and the physician’s statement to the Voluntary Leave Transfer Program Coordinator, Human Resources, NHM-1. 



	PART 7:  ACTION BY VOLUNTARY LEAVE TRANSFER COORDINATOR

	 FORMCHECKBOX 
 APPLICATION HAS BEEN CERTIFIED FOR TRANSFER OF LEAVE:

	EFFECTIVE DATE 
	     
	ENDING DATE 
	     
	MEDICAL DOCUMENTATION SUBMITTED (Date):
	     

	 FORMCHECKBOX 
 APPLICATION HAS NOT BEEN CERTIFIED FOR TRANSFER OF LEAVE. REASON:
	     

	SIGNATURE OF VOLUNTARY LEAVE TRANSFER COORDINATOR, HUMAN RESOURCES
	DATE

	     
	     

	VLTP Approval Memo completed by HR (Date): 
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	VOLUNTARY LEAVE TRANSFER PROGRAM

MEDICAL DOCUMENTATION REQUEST 
	

	
	
	

	Date:
	     
	

	Employee:
	     
	Routing:
	     
	

	

	The employee listed above is applying for BPA’s Voluntary Leave Transfer Program (VLTP). To qualify for this program, he/she will need to submit medical documentation (either completion of this form by the physician, or a separate statement prepared by the physician) to include the following required information:

	

	1. The diagnosis or nature and severity of the medical condition: 

	

	

	

	2. Time loss from work (to/from dates) and duration, or expected duration:

	

	

	

	3. The approximate frequency of the medical condition, if it is a recurring condition:

	

	

	

	If the employee is required to provide care for a family member, the physician must also provide:

	4. A brief description of the employee’s role in caring for the family member:

	

	

	

	5. An estimation of the amount of time and/or frequency that will be required by the employee to care for his/her family member:

	

	

	
	
	
	

	Physician’s Signature
	Date

	

	Physician’s Address/Phone Number:
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