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SHARED SICK LEAVE PROGRAM - ENROLLMENT FORM

Institution Name: Department:

Employee Name: Employee ID:

Phone #: email:

Hire Date: Supervisor:

| have successfully completed my provisional period: Yes No

| wish to donate hours of sick leave (8 hour minimum an@( )]TJETBL 0 0 1 8BIEDGEA)-QM( )]TIETBA0 481 1¢

Shared Sick Leave Program Enrollment Form Revision Date: November 2015



Signature of Program Administrator: Date:

"Creating A More Educated Georgia"
www.usg.edu




