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Recipient Application

	TO BE COMPLETED BY APPLICANT (All fields are required)

	UM ID #:             
	Email Address:                                

	Last Name:        
	First Name:      
	M.I.:      

	Home Address:       
	Phone Number:      

	City:       
	State:       
	Zip:      

	Department/Unit Name:         
 Date of Hire:       
Appointment Fraction:       

	Number of Donated Hours needed (max 240 * FTE):      
Current PTO bank balance:      
Time off will be Intermittent  FORMCHECKBOX 
 or Continuous  FORMCHECKBOX 
 (mark only one)
Time Period of Absence:      
Is this for yourself  FORMCHECKBOX 
 or a family member  FORMCHECKBOX 

Is there an approved FMLA case on file with MM HR: yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, please open an FMLA case to determine if eligible for the benefit as soon as possible.

	Purpose of Request (Please Explain):      
NOTE: Donated PTO hours cannot be used to cover the required bridge period for accessing Extended Sick Time pay, if applicable.
	

	I understand that:
· I am responsible for reviewing the provisions of the UMPNC PTO Donation Program Article 29 Section I Para 334 and to only submit requests that are eligible based on the contract language.
· All other UMPNC contract language and UM Policies apply for Leaves of Absences
· The completed application must be submitted by my manager/supervisor to the PTO Donation Committee before or during my absence.

· I understand my request will be reviewed by the UMPNC PTO Donation Program Committee to determine eligibility and for final approval.
· I understand any donated hours granted to me may be rescinded if hours are not used in accordance with what is allowed under the UMPNC contract language and my approved request.
Recipient’s Signature: ____________________________________________________    Date:  _______________________


	TO BE COMPLETED BY APPLICANT’S SUPERVISOR/MANAGER (All fields are required)

	Last Name:        
	First Name:      

	E-Mail Address:                               
	Work Phone:      

	Do you agree with all the information the employee provided above?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No, why not?                      

	I understand the rules of the UMPNC PTO Donation Program and certify that this applicant has no active disciplinary action (with the exception of attendance) on file, and that the applicant meets all other requirements of the UMPNC PTO Donation Program. It is my responsibility to notify the U-M Health HR-Payroll Office when the applicant/employee returns to work or if any of the circumstances of the case changes. It is my responsibility to track and verify usage of any Donated PTO hours granted to my employee and ensure hours are used appropriately. 
Supervisor’s Signature:                                                                                                                       Date:

	U-M HEALTH HR-PAYROLL OFFICE USE ONLY:

Date Request Received:                               Processed by:      
Comments:                      


	FAX COMPLETED FORM TO THE U-M HEALTH HR-PAYROLL OFFICE: 734.615.5822 ATTENTION: Angie Galvin
The UMPNC PTO Donation Program Committee representative will send notification of application status to the applicant within seven business days.


Reviewed/Revised:  April 2024
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