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Leave of Absence

A leave of absence is permission granted by the Board, or allowed under its adopted
policies, for an employee to be absent from duty for specific periods of time with the
right of returning to employment on the expiration of the leave.

When to Apply for an Unpaid Leave of Absence
A leave of absence is required whenever an employee is out for more than 10
consecutive unpaid days.

Leaves employees may be eligible for:

*Sick Leave for Self *Sick Leave for Self *Personal Sick

*Sick Leave to care for Family *Sick Leave to care for Family  ePersonal Sick to care
member Member for a family member
*Maternity/Child Care *Maternity /Child Care *Personal

*Career Change *Military *Maternity/Child Care
*Military *Personal (case by case basis) ePolitical

*Political ePersonal (student teaching)  eCatastrophic Sick Paid
*Sabbatical (1/2 paid) *Political Leave

*Personal (case by case basis)  ¢Catastrophic Sick Paid Leave
*CTA Sick Bank Paid Leave
*Catastrophic Sick Paid Leave



Determine Type of Leave

Determine the type of leave needed by reviewing the different leave options.

You can use our short cut above or visit our leave web page at
www.palmbeach.k12.fl.us/jobs/Compensation/Leaves.htm

Once leave has been determined print out the required leave forms and have

employee complete them.
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LEAVE OF ABSENCES

A leave of absence is permission granted by the Board, or
allowed under its adopted policies, for an employee to be
absent from duty for specific periods of time with the right of
returning to employment on the expiration of the leave.

When applying for a leave of absence, employees must fill out
district-approved leave request forms. YWhen an employee Is
absent from work, the employee must be on an approved leave
{i.e., using sick or vacation hours, a School Board approved
leave, etc ) If the employee is out using sickivacation time or is
out 10 days or less consecutively, they process their TDE
through their job site. If the employee is out more than 10
unpaid days consecutively, the employee will have to apply for
an unpaid leave of absence.
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Far further information please contact:
Customer Call Center
Toll Free 1-877-477-3722
Local 561-434-8777
OR PX 4-8777

Ernie Camerino, Manager,
Leaves & Retirement

Annette Arriaga, HR Analyst Senior
Juan Diaz , HR Tech

Fax (561) 357-1145
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Form PBSD 1666 must be completed by employee when applying for an unpaid leave.

Leave Application

Please use the following checklist when completing form

Employee name and EMPLID

Last day worked

Last sick/vacation day after last day worked

Expected return date, please keep in mind the following:

Childcare/Maternity leave returned date is agreed on by the employee and supervisor when

between semesters or marking periods.

Sick leave expected return date is based on the doctor’'s recommendation.

Leave Type

Employee and Principal/Department Head signature

If this is a leave extension the following needs to be completed:

Section B, revised expected return date

Leave Type

Employee signature

Principal/Department Head signature
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Leave Application

2. Please attach all required documentation when competing form PBSD
1666. Required documentation is described on the right hand side of
form.
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Family Medical Leave Act (FMLA)

Eligibility
Employees must have at least 1 year of service and have worked
at least 1250 hours within the last 12 months.

Basic FMLA Leave Entitlement

FMLA requires covered employers to provide up to 12 weeks of
unpaid, job-protected leave to eligible employees for the following
reasons:

* For incapacity due to pregnancy, prenatal medical care or child
birth;

* To care for the employee’s child after birth, or placement for
adoption or foster care;

* To care for the employee’s spouse, son or daughter, or parent,
who has a serious health condition; or

* For a serious health condition that makes the employee unable to
perform the employee’s job.

* To care for covered serviceman who has a serious injury or
illness incurred in the line of duty or active duty (up to 26 weeks)

 Military Qualifying Exigencies (12 weeks)

)



Family Medical Leave Act (FMLA) Health Care Provider for
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Employee's Serious Health Condition Certification

Form PBSD 2312

Form required to be submitted with the PBSD 1666

Form required when the employee is applying for unpaid leave for
his/her own illness

Form required when employee is applying for childcare/maternity
leave

Certification must be completed and signed by the attending
physician

_|: ] m_.;ﬁ_ THESCHOOL CESTRHCTCF FALW BEERCH COUNTY

u Family Medical Leave Act (FMLA)
J' Health Care Provider for Employea's

e Serfous Health Condition Certification

PEMTONTYFE

IHSTRUCTIONS FOR BMPLOYEE Complaia tha folload e quesiions bafora ghing ihie formio your nedizal prosvidar,
ThaFMLA permlc an ﬂnplmwm e uire thirt you submii a drea by, comp e, and suficken medbkcal carifcailon oo
SUP POt 3 ra et For FRALA d L b2 U T DA Sariowes ha b conclition. I isgquisstad by vl omiplosar, your

s ponsa b mgquined b obisin of ratain tha banalk of FRILE protactions, pursuant 1o 2900 5.0 5 2613, 2614031
Fallura to providae acomplesand suflcent madkcal card fcation rmay rasultln adenlal of your FMLA requast,

parsuanto 29 C. F. K BE3E213. Your emplover st ofva wo at |ecst iftean {1 5 cakndar daws oo i this form,
Parzuand o 23 CFE G B8 0.

Ermplovas Mama Employea IO #
Emplonas Wo Tk Lo cation
Emplovas Job THa

Signanee of ETnlaees Dare

IHSTRUCTIONS TO THE HEALTH CSRE PROVIDER: our parilant b maqueested kave undar e FRILE Answar, kv ard
omphksaly, Jl appcable pans Bsied below. Sevan | questions seek 3 responca 3510 the Tequancy of durstionofa
onddon, Inaaiman, e Four arawsr shoukd be vour best st maies bassd upm:murrmut:immmu;n,

ared sxaminaibon of the pailant. B s sp sl e you can; tamns such s Titadms” "unknown,” or “Indebse rlnabe® man-
ok bt SUMCkT 10 Cirlsmming FRALA covara g, LIME yoer res ponsas 1o tha coned Hion for which the smploras |5 saskdng
kiave. Fagatwo |1 prosickes space for additional informition, shoul »ou nssd H. Ba sura to signtha form on paga 2.

Headih Cara Frosvidar

Typ s of Pract ceMad kcal Spedaliy

Hath Cars Frovd dar Bl rees Addmess

Telephone 4 Faxd

PART A: MEDICAL FALTS

WIN the patkank nasd 0 have trastmant vishs 3t kst Twica par year duedothe cordtilon? [ Yes [ Ho
Wi mad bk b n, it Than cver-tha-counbsr medication, prascibady [ Ves [ Mo

Wias tha parthant refer id b0 othear b kh Ca ke pro ok Fs for v abst onof inestmant lsug., phoskcal thenpkn?
[ ¥es [ Ho ¥yvas, staba of suchiiraai and expeciad duradon of irsatrant

L bthemedicalonddonpregnanc? [ Y [] Mo Hyes,sepecied delbeary dits
PRI 231 & Hesr G280 TR ML - Comperaaiion b HE Famsing COFY -Empicres puge | afl




Family Medical Leave Act (FMLA) Health Care Provider for

Employee's Serious Health Condition Certification

Form PBSD 2312
page2

3. Usa the information provided by the employes in Section 1 to answer this quastion. If the employee's assential job
functions or job description is not provided, answer these questions based upon the employee's own description of
his/her functions.

Is the employes unable to parform any of his/her job functions due to the condition? [ Yes [ No
If sq, identify the job functions the employee is unable to perform.

4, Describe other relevant medical facts, if any, related to the condition for which the employes secks leave imeadical
facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of
specialized equipment).

PART B: AMOUNT OF LEAVE NEEDED

5. Willthe employee be incapacitated for a single continuous period of tima due to the medical condition, including
any time for treatment and recovery?  [] Yes [] No

If yas, estimate the beginning (date) and ending (date) datesfor the period of incapacity.

6. Will the employee nead to attend follow-up treatment appointments or work part-time or on a reduced schadula
bacause of the employee's madical condition? [] Yes [] Mo

If yes, are the treatmants or the reducad number of hours of work medically necassary? [ Yes [ Mo

Estimate treatmant schedulg, if any, including the dates of any schedulad appointments and tha time required for
each appointment, including any recovery period.

Estimate the part-time or reduced work schedule the employes needs, if any: hour(s) par day
days perweek fram (date) through (date)
7. Willthe condition cause episodic flare-ups periodically preventing the employee from performing required job
functions? [] Yes [] Mo

Iz it medically mecessary for the employee to be absent from work during the flare-ups? [ Yes [0 No
If yes, explain:

Based upon the patient's medical history and your knowledge of the medical condition, estimate the fraquency
of flare-ups and the duration of ralated incapacity that the patient may incur over the next six (6) months (e.q.,
apisoda evary thraa (3) months lasting 1-2 days):

Frequancy: time per week(s) timas par manth(s)

Duration: hours dayis) per episode

8.

ADDITIONAL INFORMATION: Identify quastion numberwith your additional answear.

Signature of Health Care Provider Date

PBSD 231 2 {New 05/26/2009) RIGINAL - Cormpensation & HR Planning COMY - Ermployes pagezof2
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Family Medical Leave Act (FMLA) Health Care Provider
for Family Member's Serious Health Condition
Certification

Form PBSD 2313
s Form required to be submitted with the PBSD 1666

s Form required when the employee is applying for an unpaid leave
to care for an immediate family member
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Family Medical Leave Act (FMLA) Health Care Provider

for Family Member's Serious Health Condition
Certification

Form PBSD 2313
page2

Was the patient referrad to other health care provideris) for evaluation or treatment (a.q., physical therapist)?
[] Yes [] Mo Ifyes, state the nature of such treatment and expected duration of treatment.

2. Is the meadical candition pragnancy? [] Yes [] Mo If yes, expacted delivery date

3. Describe other relevant medical facts, if any, related to the condition forwhich the patient neads care (medical facts
may include symptoms, diagnosis, or any regiman of continuing treatment such as the use of spedialized
aquiprment).

PART B: AMOUNT OF CARE NEEDED

When answearing thesa questions, keep in mind that your patient's need for care by the employes seeking leave may
include assistance with basic medical, hygienic, nutritional, safety or transportation needs, or the provision of physical or
psychological cara.

4. Will the patient be incapacitated for a single continuous period of time, incdluding any time for treatmeant or
recovery? [] Yes [] Mo
If yas, estimate the beginning and ending dates for the period of incapacity.

During this time will the patient need cara?  [] Yes [] Mo
Explain the care needed by the patient and why such care is medically necessary.

5 Will the patient require follow-up treatments, including any time for recovery?  [] Yes [ Mo
Estimate treatmant schedule, if any, including the dates of any schaduled appointmants and the time required for
aach appointment, including any recovery period.

6. Will the patient require cara on an intermittent or reduced scheduled basis, including any time for recovery?
] Yes [] No Estimate the hours the patient needs care on an intermittent basis, if any:
houris) per day days parwesk from idate) through (data)
Explain tha cara neaded by the patient, and why such care is medically nacessary.

7. Will the condition cause episodic flare-ups periodically preventing the patient from participating in normal daily
activities? [] Yes [ ] Mo  Based upon the patient's medical histary and your knowledge of the medical
condition, estimate the frequency of flare-ups and the duration of related incapacity that the patient may incur over
the naxt six (6) months (e.g,, 1 episode avary 2 months lasting 1-2 days):

Fraquency: time per wizakis) monthis)
Duration: hours dayls) per episode

Does the patient need care during these flareups?  [] Yes [] Mo
Explain the cara neaded by the patient, and why such care is medically necessary.

B ADDITIONAL INFORMATION: Id entify quastion number with your additional answer.

Signature of Health Care Provider Date
PBSD 2313 {Mew 05/26/2009) COHGIMAL - Compensation & HR Planning COPY - Employes Page2of2
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Family Medical Leave Act (FMLA) Health Care
Provider for a Covered Servicemember Certification
Form PBSD 2314

Military Family Leave Entitlements

FMLA also includes a special leave entitlement that permits eligible employees to take up to
26 weeks of leave to care for a covered servicemember during a single 12-month period. A
covered servicemember is a current member of the Armed Forces, including a member of the
National Guard or Reserves, who has a serious injury or illness incurred in the line of duty on
active duty that may render the servicemember medically unfit to perform his or her duties for
which the servicemember is undergoing medical treatment, recuperation, or therapy; or is in
outpatient status; or is on the temporary disability retired list.

% Form required to be submitted with the PBSD 1666
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Family Medical Leave Act (FMLA) Health Care

Provider for a Covered Servicemember Certification

Form PBSD 2314
page2

PART A: HEALTH CARE PROVIDER INFORMATION
Typa of Practica/Meadical Specialty

Health Care Provider Fax #

Telephone # E-mail Addrass

Health Cara Provider Business Addrass

PART B: MEDICAL STATUS
1. Coverad servicamember's medical condition is classified as (check one of the appropriate boxas):

[ wvsh) Very Seriously l/Injured - liness/Injury is of such a severity that life is imminently endangered.
Family mambers are requestad at badside immediataly. (Note this is an imtemal DOD casualty assistance
dasignation used by DOD health care providars.)

O isnh Seriously lll/Injurad - llness/Injury is of such severity that there is cause for immediate concem, but
thera is no imminent danger to lifa, Family members are requested at badside. (Note this is an intemal DOD
casualty assistance designation used by DOD health care providers.)

[ ©oTHER ll/injured - A serious injury or iliness that may render the servicemamber medically unfit to perform
the duties of the member's office, grade, rank, or rating.

[] NONE OF THE ABOVE (Mote to Employee: if this box is chacked, you may still be eligible to take leave to

cara fora covered family member with a "serious health condition" undar § 825.112 of the FMLA. if such leaveis
requestad, you may be required to complate a FMLA Health Care Provider for Family Member's Sarious Haalth
Condition Certification (PESD 22132) form.

2. Was the condition for which tha coverad servicamamber is baing treated incurred in tha line of duty on active duty
in the Armed Forces? [] Yes [] Mo

3. Approximata data condition commencad

4. Probable duration of condition and/or need forcare

5. Is the covered servicermember undergoing medical treatment, recuperation, or therapy?  [] Yes [ No

If yas, describa medical treatment, recuperation or tharapy

PART C: COVERED SERVICEMEMBER'S NEED FOR CARE BY FAMILY MEMBER
- Will the covered servicamember need care for a single continuous period of time, including any time for treatment
and recovery? [] Yes [] No

If yas, estimate tha beginning and ending dates for this period of time

[

will the covered servicemember require periodic follow-up treatment appeintments? [ Yes [] No
If yos, astimate tha treatment schadule

2.1s there a medical necessity for the coverad servicememiber to have periedic care for these follow-up treatment
appointments? [] Yes [] No

4,15 there a medical necessity for the covered servicernember to have periodic care for other than scheduled follow-up
treatment appointments (e.g,, episodic flare-ups of medical condition)?  [] Yes [] No

If yas, estimate the frequency andyduration of the periodic care

Signature of Health Care Provider Date
PESDY 2214 (New 05/26/2009) CRIGIMAL - Cornpensation & HRPlanning COPY - Employee Page 20f2




Family Medical Leave Act (FMLA)
Military Qualifying Exigency Certification
Form PBSD 2315

Military Family Leave Entitlements

Eligible employees with a spouse, son, daughter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave entitlement to address
certain qualifying exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployment reintegration briefings.

THE SCHOOL DISTRICT OF PALM BEACH COUNTY
Family Medical Leave Act (FMLA)
Military Family Leave Qualifying Exigency Certification

PRINT OR TYPE

INSTRUCTIONS FOR EMPLOYEE: Complete the following fully and completely. The FMLA permits an employer to
require that you submit a timely, complete, and sufficient certification to support a request for FMLA leave due to a
qualifying exigency. Several questions in this section seek a response as to the frequency or duration of the qualifying
exigency. Be as specific as you can; terms such as "unknown” or "indeterminate" may not be sufficient to determine
FMLA coverage. Your response is required to obtain a benefit, pursuant to 29 C.F.R. § 825.310. While you are not required
to provide this information, failure to do so may result in a denial of your request for FMLA leave. Your employer must
give you at least fifteen (15) calendar days to return this form to your employer.

Provide the name and employee ID number of the employee requesting leave to care for covered servicemember.

Employee Name Employee ID #

Provide the information below of the servicemember for whom the employee is requesting leave to care for.

Service Member Name [] Spouse [ ] Parent []Son
Period of covered military member's active duty [] Daughter [] NextofKin

A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes written
documentation confirming a covered military member's active duty or call to active duty status in support of a
contingency operation. Check one of the following:

[] A copy of the covered military member's active duty orders is attached.

[] Other documentation from the military certifying that the covered military member is on active duty (or has
been notified of an impending call to active duty) in support of a contingency operation is attached.

[ ' have previously provided my employer with sufficient written documentation confirming the covered
military member's active duty or call to active duty status in support of contingency operation.

PART A: Employee Requesting Leave

Describe the reason you are requesting FMLA leave due to a qualifying exigency (include the specific reason for
your leave request).

2. A complete and sufficient certification to support a request for FMLA leave due to a qualifying exigency includes
any available written documentation which supports the need for leave. Such documentation may include a copy
of a meeting announcement for informational briefings sponsored by the military, a document confirming an
appointment with a counselor or school official, or a copy of a bill for services for the handling of legal or financial
affairs. Is written documentation supporting this request for leave attached?

[ Yes [CINe [INone Available

PBSD 2315 (New 05/26/2009) ORIGINAL - Compensation & HR Planning COPY - Employse Pages 1 of2
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Family Medical Leave Act (FMLA)
Military Qualifying Exigency Certification
Form PBSD 2315
Page 2

Family Medical Leave Act (FMLA) Military Family Leave Qualifying Exigency Certification continued

PART B: Amount of Leave Neaeded

1. Approximate date exigency commencad

Probable duration of exigancy

2. Will you nead to be absent from work for a single continuous period of time due to the qualifying exigency?
[] Yes [] Mo If yes, estimate the beginning and ending dates for the period of absence:
Baginning Ending

2. Will you naed to be absent from wark periodically to address this qualifying exigency?  [] Yes ] Mo

Estimata schadule of leave, including the dates of any schedulad meetings or appointmeants.

Estimata the frequency and duration of each appointment, meating, or leave event, including any travel time
{i.e., 1 deployment-related meeting every month lasting four (4) hours):

Fraquency Times per:  waekis) manth(s)

Duration haoursis) day(s) per avent

PART C: Leave to Meet with Third Party [ Notapplicable

If leave is requested to maeat with a third party isuch as to arrange for childcare; to attend counsaling; to attend
maatings with school or childcare providers; to make financial or legal arrangements; to act as the covered military
mamber's reprasentative before a faderal, state, or local agency for purposaes of abtaining, arranging or appealing
military service benafits; or to attend any event sponsoraed by the military or military service organizations), a
complete and sufficient certification includes the name, address, and appropriate contact information of the
individual or entity with whom you are meeting (i.e, gither the telephone or fax number or E-mail addrass of the

individual or entity). This information may be used by your employer to verify that the infermation contained on this
form is accurate.

Mame of Individual Title
Organization

Address

Telephone Fax
E-miail Addrass

Describe nature of meeting

PART D: Signature

| certify that the information | provided abowve is true and comrect.

Signature of Employes Dare

PESD 2215 (Mew 05/26/2009)  ORGINAL - Compensation & HR Planning COPY - Ernployes Page 2 af 2




Submitting Leave Request

~

Once forms are
completed please fax
the request and
supporting
documentation to

J

Compensation & HR
Planning

,,,,,,,, AnnettEArnaga,HR Senior
Analyst

561-432-6393
Juan Diaz, HR Tech Il
561-432-6307
Fax 561-357-1145

17



Check Leave Status on People Soft

1. Click on the link under Job Information identified as Workforce
Administration then click on Job Data.

2. Enter the employee EMPLID number and click the Include
History then click Search.

| Search: =

b My Favorites Job Data
[ PB Interfaces Enter any infarmation you have and click Search. Leave fields blank for a list of all values.
[+ Self Semice
[» Manager Seif Senice { Find an Existing Value \
[ Recruiting
7 \\orkforce Administration —
b Personal Information EmpID: [begins with ] —
@ Job Information , - =
[» Contract Administration Empl Red No: I J I
b Temporary Name: [begins with ¥]
Assignments
I Employment Last Hame: |hegins with j|
Categorization ITA , ———
[ Review Job Infarmation second ame: |heg|ns Wit JI

[ PB Onling Job Acfion |1 Alternate Character Name:|hegins with j|
Requests
b Repors Hiddle Hame: [begins with x|

- Job Data [ Include History [ Case Sensitive

- Add Employment

Instance

- PB Probation Rules Search | Clear |BasicSearch B saue Search Ciiteria
- Add Contingent Warker

Instance
- Add Additional
Azsignment
— Current Job




Check Leave Status on People Soft

3. PB Job Data Page will display

< HR Status will be Active and Payroll Status will reflect Leave of Absence.
< Action / Reason will reflect Leave of Absence and the type of leave
< On the right mid section will be the employee’s expected return date

Work Location Y Job Information | JobLabor § Payrell | Salary Plan | Compensation |

EMP 10: EmplRed# 0

Find  First Emﬁ [ Last

HR Status: Active Payroll Statusf Leave of F[=
Absenceg
- i IP' Jop x
*Effective Date: kEl : *Job Indicator | Mimary Jo
Action / Reason Leave of Absence ) rofessional Leave =
Current

Addl Pay

Last Start Date: 08/04/2004 Termination Date:
Expected Job knd Uate E?J ™ End Job Automatically

Last Date Worked: 06/05/2009 [ ¥ Override Last Date Worked Expected Return Date: ‘W

Position Number: 10048191 A TeHESEVE Position Entry Date: 08/02/2008
( Position Data [” Position Management Record

Regulatory Region: Usa United States

Company: PBC School Dist of Palm Beach Co

Business Unit: SDPBC School Dist of Palm Beach Co

Department: 0611 Palm Springs Middle Department Entry Date: 08/04/2004
Location: 0611 Palm Springs Middle

Establishment ID: S0DPBC School Dist Of Palm Beach Co

Job Data Employment Data  Earnings Distribution Benefits Program Participation




Return From Leave

Returns from leaves are processed through Online Job Actions. Please refer to your Online Job
Action Aid.

TIP: An employee returning from sick leave requires a doctor’s note returning them from leave.
The employee must be able to perform their primary job functions. If you need assistance
determining if an employee is able to perform their primary job functions please contact your HR
Manager.

TIP: Please do not process a return from leave until the employee is physically back to work.

[ 3

Search: —
by Favores PB Online Job Action Request
[+ PB Interfaces Enter any information you have and click Search. Leave fields blank for a list of all values.
[+ 3elf Service
U Manager Self Senice (" Find an Existing Value |
[» Recruiting
[ Workdorce Administration —
b Persanal nformation Empil: |begins with 7|
7 Joh Information
[» Confract Administration Emp! Red Nbr: I j |
b Temporary Position Number: begins wih |
Assignments
[» Emplayment Name:; |heginswith j
Categorization TA

)R o pimao | | L2Mame:  [osons v ¥

w7 PB Online Jab Action Department |heginswith j
Requests

T | [ Case Sensitve
Request

- PBReei Job Actions| | Seareh | Clear |BasicSearch B) sae Search Critera
[ Reparts

- Joh Data
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Family Member Sick Leave Transfer Request
Form PBSD 1791

Form can be used when an employee has depleted all of their sick time
Transfer can only be from a immediate family member

If transfer exceeds 24 hours the recipient is required to also submit a medical
certification

If employee will be going out on unpaid leave after sick days are used please submit a
copy of this form and documentation with the leave application.
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THE SCHOOL DISTRICT OF PALM BEACH COUNTY
Family Memhber Sick Leave Transfer Request
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Sick and / or Annual Leave Transfer Request for Non-
Bargaining Unit Employees Family Member Sick
Leave Transfer Request

Form PBSD 2175

% Form can be used when an employee has depleted all of their sick time

s If transfer exceeds 24 hours the recipient is required to also submit a medical
certification

s If employee will be going out on unpaid leave after sick days are used please
submit a copy of this form and documentation with the leave application.

(EROOLO, THE SCHOOL DISTRICT OF PALM BEACH COUNTY
g o 3 Sick and /or Annual Leave Transfer Request
\ =74 for Non-Bargaining Unit Employees

School Board Policy 3.80 allows a non-bargaining unit employee to transfer accrued sick leave and, if applicable, accrued
annual leave to another non-bargaining unit employee as sick leave. Transferred leave cannot benefit the recipient until
his/her sick leave balance has been depleted and, If applicable, annual leave balance has been depleted. To authorize the
transfer of leave from one non-bargaining unit employee to another non-bargaining unit employee as sick leave, this form
must be completed and submitted by the employee to the Department of Compensation and Employee Information Services

SECTION | - Transferring Employee

The transferring employee is the non-bargaining unit employee who wants to transfer sick and/or, if applicable, annual leave
to another non-bargaining unit employee as sick leave:

- Accrued sick and/or annual leave balance will be reduced by each transfer.
- Oath and signature are required to authorize the transfer and must be notarized.

EMPLOYEE NAME (last, first, midcile] EMPLOYEE ID NUMBER
EMPLOVEE POSITIGNTITLE EMPLOYEE WORK LOCATION
Number of hours of: a) sick leave tobe transferred ______ b) annual leave to be transferred as sick leave

1 solemnly swear and truthfully affirm that I am a non-bargaining unit employee who wishes to transfer the number of sick
and/or annual leave day(s) as indicated above to the non-bargaining unit employee (as listed in Section II) as sick leave. |
understand that any false statement on this form will result in disciplinary action.

SIGNATURE OF EMPLOYEE TRANSFERRING LEAVE DATE
SECTION 1 A - To be completed by a Notary Public
STATE OF FLORIDA, COUNTY OF
Sworn to and subscribed to me this day of Janvary =, by
who is persenally known to me or who has produced as identification.
SIGNATURE OF NOTARY PUBLIC DATE
PRINT NAME EXPIRATION DATE

SECTION lI - Recipient Employee

Recipient employee is the non-bargaining unit employee who will receive fransferred sick leave and, if applicable, annual
leave transferred as sick leave from another non-bargaining unit employee.

= Employee must be in a non-bargaining position that is eligible to accrue sick leave.

= Employee must deplete sick leave and, if applicable, annual leave before transferred leave can occur.

EMPLOYEE NAME flasl, first, middle) EMPLOYEE ID NUMBER

EMPLOYEE POSITIONITITLE EMPLOYEE WORK LOCATION

PBSD 2175 (Rev. 1/16/2007) ORIGINAL - Compensation and Employee Information Services
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Paid Leaves

Sabbatical Leave: Instructional employees after each six (6) consecutive years of
satisfactory service in the District as an employee as defined in Article I, Section A,
employees may apply for a year's leave of absence for professional academic
advancement. If selected based on contract criteria these employees will receive
half of their salary. The employee is required to submit a letter requesting the leave
by May 1st for the following year.

CTA Sick Bank: Instructional staff who runs out of sick leave and who are part of
the CTA sick bank will need to apply directly to CTA. If approved, CTA will notify the
District.

Catastrophic Leave: This is a District benefit for lllness or injury defined as a
medical condition not covered by Workers’ Compensation requiring absence from
work greater than fifty (50) working days of consecutive absence for a single illness
or injury. Employee will be required to submit a letter to us and two (2) medical
verifications of such catastrophic illness or injury. This paid leave benefit may not
be used if the instructional employee is a member of the CTA sick bank.

Reassignment Pool

Per CTA agreement a school or department must hold the teachers position for one

full year. Once the employee is out for over 12 months and 1 day the
principal/department head can request the teacher be transferred to the
reassignment pool by emailing Annette Arriaga at arriagaa@palmbeach.k12.fl.us
the request. Once request has been approved and transferred Annette will emalil
you the letter that will need to be mailed to the employee notifying them of the
reassignment.

Expired Leave

When an employee’s leave expires and they do not return from leave or when an
employee fails to apply for a leave extension send an email to
arriagaa@palmbeach.k12.fl.us the request. Once request has been approved and
processed Annette will email you the letter that will need to be mailed to the
employee notifying them of the reassignment.

Job Abandonment

If the employee is out more than 3 consecutive days and has not contacted the
school/department, please contact Britoni Garson in Employee Relations at (561)
357-7505.

If you need further assistance you can also contact the HR Customer Contact Center at
561-434-8777 (px48777) or via email at AskHR@palmbeach.k12.fl.us.




