SOUTH CAROLINA DEPARTMENT OF EDUCATION

LEAVE DONATION REQUEST FORM

Policy #603.15
TO BE COMPLETED BY EMPLOYEE

NAME:   



SSN:   



OFFICE:   



POSITION CLASSIFICATION:   



DATE OF DONATION:   



DONATION
DAYS
HOURS


SICK LEAVE



AND




ANNUAL LEAVE



AND



EMPLOYEE'S SIGNATURE:  

TO BE COMPLETED BY THE OFFICE OF HUMAN RESOURCES

EMPLOYEE'S HOURLY RATE OF PAY:  




TOTAL LEAVE ACCRUAL
DAYS
HOURS
TOTAL HOURS


SICK LEAVE










ANNUAL LEAVE










- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

NEW LEAVE BALANCE
LESS DONATION
DAYS
HOURS
TOTAL HOURS


SICK LEAVE










ANNUAL LEAVE









# 603.15A

# 603.15A


