K-State Student Union

Employee Shared Leave Request Form 
· See K-State Student Union Policy 4860 prior to requesting Shared Leave. 

· Only employees of the K-State Student Union should complete this request form. 

For Employee to Complete
Name: ____________________________________________________________________________________



First


Middle



Last




Address: __________________________________________________________________________________

Street



City


State


Zip code 
Today’s Date: _________________   Primary Phone: _________________  Date of Hire: _________________
Date All Paid Leave Will Be/Was Exhausted: ____________________
Number of Shared Leave Hours Requesting:  _________     Request is For:       Myself
      Family Member 

Name & Relationship if Family Member: ________________________________________________________
Describe the nature of the medical situation. Be specific. If additional space is needed, please attach additional paper. 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Shared Leave is only granted for serious, extreme, or life-threatening accidents, illnesses, injuries, impairments, or physical/mental conditions. Shared Leave is not granted for common or minor accidents, illnesses, injuries, impairments, physical/mental conditions, chronic conditions, or routine surgeries. Leave taken under the Shared Leave program will be counted toward any FMLA eligibility (See Policy 4865). Shared Leave will not be approved for the same medical condition for which an employee is receiving worker’s compensation benefits or has been approved for long-term disability benefits. 
As an employee of the K-State Student Union, I attest I have read Policy 4860. I authorize the K-State Student Union to obtain any necessary information, including medical documentation, regarding my request for Shared Leave. 

Employee Signature: ____________________________________ 

Return completed form to the human resource office. 
K-State Student Union

Employee Shared Leave Medical Documentation Form 

To Be Completed By The Health Care Provider Only
Provide information that documents the serious, extreme, or life-threatening accident, illness, injury, impairment, or physical/mental condition. If the patient is a family member of the K-State Student Union employee, provide information regarding the at-home care needed by the patient. 
Employee Name: ____________________________________________________________________________________



First


Middle



Last




Patient Name (if not the employee): ____________________________________________________________________________________



First


Middle



Last

Date(s) of Treatment: __________________________________________________________________

Describe the medical condition and diagnosis:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Describe the treatment and prognosis: 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Anticipated Timeframe Shared Leave for Employee Will Be Necessary: ________________________________

Printed Health Care Provider Name: ___________________________________ Phone: ___________________  


Health Care Provider Signature: ___________________________________ Date: _______________________  

Return completed form to: 

K-State Student Union - Attn. Human Resources

918 N. 17th Street, Manhattan, Kansas 66506   -  Fax: 785-532-5042   -  Phone: 785-532-6577 

For HR Use Only __________________________________________________________________________

Date Received: _______________________     Date Committee Reviewed: _______________________

Date Approved/Denied: ____________________                Approved                  Denied   

