Shepherd University Catastrophic Leave Application
A classified or non-classified employee experiencing a catastrophic illness or injury as defined by West Virginia Code (18B-9-10) and Shepherd University Board of Governors Policy 10 may request approval to receive paid leave time donated by other employees.  It is the responsibility of the employee to provide appropriate medical verification so that a request for catastrophic leave can be evaluated.  The medical leave verification must be completed by an appropriately licensed treating health care provider verifying that the employee is unable to work due to a catastrophic illness or injury.  (The physician’s signature is required, as opposed to the signature of a member of the physician’s staff.)  This completed form must accompany the employee’s request for catastrophic leave.
Catastrophic leave requests must be submitted to the Office of Human Resources.  The President of the University is the only person who has the authority to approve catastrophic leave requests.
Employee’s Name: _____________________________
Job Title: _____________________________

Supervisor’s Name: _________________________

Department: ___________________________________
Work Phone Number: ___________________

Home Address: ________________________________________________________________________

Home Phone Number: ___________________________
Last Day Worked: _____________________
Date Leave Exhausted: __________________________
Reason Leave Exhausted: ________________
Estimated Number of Leave Days Needed: _____________________

If employee cannot work to full capacity, could he/she perform “light duty” tasks? ____________________

(If the employee could perform “light duty” tasks, those limitations must be explained on the Medical Leave Verification form.)

I am seeking catastrophic leave for an injury/illness for:     □ myself     □ primary family member

If for a primary family member, name and relationship of family member:  _____________________________

Please provide a brief summary of medical condition requiring an extended leave of absence from work. ____________________________________________________________________________________________________________________________________________________________________________________
I certify that the above statements are true.  I authorize Shepherd University to obtain information necessary to evaluate this request. 
______________________________________
_____________________________

Employee’s Signature




Date
	HR Director’s recommendation to President:       _______ approve catastrophic leave request
                                                                               _______ do not approve catastrophic leave request

HR Director’s Signature:  ________________________________   Date:  __________
President’s action:     ________ approved     _______ disapproved

President’s Signature:  __________________________________    Date:  _______________



--  Please note that when employees return to work following catastrophic leave, they will be placed on the hourly payroll. --
Shepherd University Medical Leave Verification

Employee’s Name: _________________________________________________________________________  

Home Address: ____________________________________________________________________________

Home Phone Number: ______________________________________________________________________

	Physician’s Statement (if leave is being requested for Employee):

Medical Condition of Employee:  _____________________________________________________________

Diagnosis: ________________________________________________________________________________

Prognosis: ________________________________________________________________________________

Duration and Treatment Plan: ________________________________________________________________

Employee needs to be off work from _______________ through and including ________________



	Physician’s Statement (if leave is being requested for a family member):

Medical Condition of Patient (Family Member):  _________________________________________________

Diagnosis: ________________________________________________________________________________

Prognosis: ________________________________________________________________________________

Duration and Treatment Plan: ________________________________________________________________

Relationship of Patient to Employee: ___________________________________________________________

Employee needs to be off work consecutively from _____________ through and including ____________


AND/OR

Employee needs to be off work intermittently from ____________ through and including _____________




_____________________________________________
_____________________________________

Physician’s Signature
(Must be signed by physician, not staff) 
Date
________________________________________

_____________________________________

Name of Physician (please print)



Physician’s Phone Number
	I hereby grant permission for my medical records to be released to the Human Resources Office, Shepherd University, PO Box 5000, Shepherdstown, WV, 25443.  (Phone 304-876-5299; Fax 304-876-5197)

_________________________________________________          ___________________________________

Employee’s Signature                                                                            Date


	Shepherd University Medical Release to Return to Work



	Patient’s Name:  ________________ is released to return to work on _________ with the following restrictions:

_____  No restrictions required

_____  Restricted hours per day:  This specified limit _____________________

_____  Restricted days per week:  This specified limit _____________________

_____  Restricted weight lifting:  No greater than:  □ 50 lbs.   □ 20 lbs.   □10 lbs.   □ 5 lbs.     □ Other ________

Restrictions during a work shift
Bending/Stooping       □  0-3 hours     □   1-3 hours     □   3-5 hours     □   5-8+ hours     □ No restriction

Pulling/Pushing          □  0-3 hours     □   1-3 hours     □   3-5 hours     □   5-8+ hours     □ No restriction

Overhead Reaching    □  0-3 hours     □   1-3 hours     □   3-5 hours     □   5-8+ hours     □ No restriction

Sitting                         □  0-3 hours     □   1-3 hours     □   3-5 hours     □   5-8+ hours     □ No restriction

Standing                     □  0-3 hours     □   1-3 hours     □   3-5 hours     □   5-8+ hours     □ No restriction

If other limitations please specify:  _____________________________________________________________

These restrictions are to be in effect starting _________________ through and including _____________

These limitations are:     □ Permanent          □ Temporary
May resume regular duties on ____________ OR will be re-evaluated on _________________________



	_____________________________________________
_____________________________________

Physician’s Signature
(Must be signed by physician, not staff) 
Date
________________________________________

_____________________________________

Name of Physician (please print)



Physician’s Phone Number


	I hereby grant permission for my medical records to be released to the Human Resources Office, Shepherd University, PO Box 5000, Shepherdstown, WV, 25443.  (Phone 304-876-5299; Fax 304-876-5197)

_________________________________________________          ___________________________________

Employee’s Signature                                                                            Date


	It is the employee’s responsibility to submit this form to the Department of Human Resources prior to returning to work.  Shepherd University will take the suggestions that medical providers make into consideration, but it is the employer’s decision as to whether requested accommodations can be met in a reasonable fashion.  Employees will be notified by their supervisors if their duties can be modified to meet the restrictions described, or if such modifications cannot be made and they will need to remain off work on medical leave.


Shepherd University

Catastrophic Leave Donor Form

Sick and annual leave donated by qualified classified or non-classified employees will be deducted from their leave balances at the time it is used.  In some cases, there may be several months between the time the donor signs this form and the time the leave deduction appears on the donor’s leave report.
Name of Donating Employee: ______________________________ 

Name of Employee Receiving Catastrophic Leave Donation: ____________________________

Number of Days Donated: _______________(sick)  ______________ (annual)

____________________________________
____________________________

Donor’s Signature




Date

	HR Office use only
Leave deducted from donor’s leave balance:  _______ (sick)    _______ (annual)

Date deducted: ____________       HR staff initials: ____________
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