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Hardship Leave Request and Approval
	Employee Request

	I officially request use of “Hardship Leave” in accordance with Article 41, section 8 of the Classified staff OPEU/SEIU and OUS Collective Bargaining Agreement.  I understand donated leave may be used for the purposes of sick leave in eligible consecutive or intermittent time that will last more than 30 days after all of my leave accruals have been exhausted.  

I understand that if I do not currently have a treating physician certification on file with Human Resources (HR) that my request for hardship leave must have the physician certification section of this form completed by my physician.  I authorize my physician to provide the information to PSU that is requested in this application.

 

	Employee Name: ________________________________
Employee Signature:  _____________________________
OPEU/SEIU Signature:  __________________________
	PSU ID #: ____________________
Date: ________________________
Date: ________________________

	Payroll Certification

	This employee ( has exhausted or ( will exhaust all leave on or about ____________. 

	Payroll Staff:  ____________________________________
Signature:  ______________________________________
	Date: ________________________

	Treating Physician Certification (Only needed if information is not already on file with HR)

	Dear Physician:  As authorized by the Employee named above, please check one of the following and enter and appropriate date for return to work.  Thank you.


____
Employee’s medical condition will continue for at least thirty (30) days.


____
Employee’s condition is not related to worker’s compensation or the birth



of a baby. 


Date medical disability period is expected to end:  __________________________

	Physician (please print):   ___________________________
Signature:  ______________________________________
	Date: ________________________

	Human Resource Office Approval

	
____
Approved – Donation forms to Payroll


____
Denied – Employee Notified
HR Representative Signature:  _______________________
	If applicable:  

Baby’s birth date _______________

Date of W/C:  ________________

Date:  _______________________


Copies to:  Payroll, Benefits
�











