Southern Oregon University
Request for Hardship Leave
Please complete Section I and II and return form to Human Resource Services (Churchill 159). 
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Section I. Employee’s Request

I, (print name) ____________________________________________, am applying for hardship leave donations in accordance with the provisions of Article 36, Section 8 of the SEIU Collective Bargaining Agreement.  I certify that:

· I have exhausted all available accumulated leave (accumulated leave includes but is not limited to sick, vacation, personal, compensatory leave accruals, and exchange time) due to illness or injury;

· My utilization of sick leave and other leave is specifically or substantially related to my present illness or injury and is the result of one continuous medical condition and not the result of several unrelated and separated illnesses and/or injuries.
· The illness or injury will continue for at least fifteen (15) days following the projected exhausting of the accumulated leave.
· I have attached the treating physician’s written statement certifying that the illness or injury will continue for at least fifteen (15) days following the exhaustion of my accumulated leave balances.
I project that all my accumulated leave will be exhausted on (date): ______________________________.
I  FORMCHECKBOX 
 am /  FORMCHECKBOX 
 am not eligible for workers’ compensation benefits for this injury or illness.

I  FORMCHECKBOX 
 am /  FORMCHECKBOX 
 am not eligible for PERS benefits.

I  FORMCHECKBOX 
 am /  FORMCHECKBOX 
 am not eligible for disability insurance benefits.

I  FORMCHECKBOX 
 am /  FORMCHECKBOX 
 am not on parental leave.

I understand that approval of this request by Human Resource Services is dependent upon my meeting all the eligibility requirements of hardship leave and that the University cannot guarantee any transfer or donation of leave from any other employee to my leave account. 

	Employee’s Signature:
	
	Date:
	

	

	Department:
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Section II. Payroll/Benefits Office Use Only
	I certify that (employee’s name) 
	
	leave balances are as follows:

	

	Sick Leave:
	
	
	Date Hours Exhausted:
	

	

	Vacation Leave:
	
	
	Date Hours Exhausted:
	

	

	Compensatory Time (FLSA and Non-FLSA):
	
	
	Date Hours Exhausted:
	

	

	Personal Leave:
	
	
	Date Hours Exhausted:
	

	

	Other Leave:
	
	
	
	Date Hours Exhausted:
	

	

	Payroll/Benefits’ Signature
	
	Date:
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For Human Resource Services Use Only
Date: ____________________________

 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Denied, reasons:___________________________________________________________________
HRS 01/20
