


CESA ADVISORY COMMITTTEE 

SICK LEA VE BANK APPLICATION 

Please Note: The Advisory Committee meets on the I st Tuesday of each month. This application must be submitted to 
the Committee Chair a minimum of two (2) weeks in advance, accompanied by all requested information. 

Name (please type or print legibly) ________________________ _

Address _____________ ________ ____________ _ 

Home Phone ______________ _ Work Phone ___________ _ 

Work Site _______________ _ Permanent Hire Date _________ _ 

#Hours/Day _____________ _ #Days/Year ______ ______ _ 

I am requesting ___ Sick Leave Bank hours. I have been a Sick leave Bank member for __ years. 

Will this become an SIIS claim? 0 Yes □ No 

Name of Your Physician--------------------------------

Date of I st and Subsequent Doctor Visits ________________________ _ 

Limitations After Returning to Work __________________________ _ 

Nature of Illness/Injury (brief explanation) _____________________ _ 

The following information, provided by your doctor, MUST accompany this application: 
I. Date of initial illness/injury.
2. Nature of illness/injury.
3. Hospitalization and date(s), if applicable.
4. Prognosis.
5. Date you may return to work and physical limitations, if applicable.

I, the undersigned, understand that the Advisory Commillee has permission to review my sick/annual/ 
personal leave records. Should the Commillee decide to grant my request, a Leifer of Recommendation will be sent to 
the Carson City School District Board o/Trustees requesting that this item be placed on their next meeting agenda for 
review and decision. The decision of the School Board Trustees is final. 

I understand that if I do not use all the Sick leave Bank hours, should /hey be granted lo me, /he hours will 
be returned lo lhe Sick leave Bank. I understand /hat I have the right to submit a new applicalion for addi1ional Sick 
leave Bank hours based on a change in my "need status." The new application must be complele and specific, and my 
reques1 for Sick leave Bank hours cannot exceed sixty (60) days lifetime. 

I understand tha1 ifmy illness/injury results in an accepled SJ/S claim, any unused Sick leave Bank hours 
will be credited back lo the Sick leave Bank, commencing wilh the first day covered by SIIS compensalion. 

Applicant's Signature Date 

Revised 3/6/03 
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