
 

 

 

 

 

 

DONOR 
Name: ________________________________________________ 

 

I would like to make the following contributions: 

 

Number of sick leave hours donating: _________ 

 
Recipient Employee’s Name: ___________________________________ 
 
 
Recipient Employee’s Dept: ____________________________________ 
 
 
 
 
By my signature below, I certify that I understand that once the request has 
been approved, I cannot revoke my decision. 
 
 
_______________________________________________             _________________ 
                                Signature           Date 
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