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Catastrophic Leave Sharing Program
Request Form (Confidential)

Employee Information

      
     
     


Last Name
First Name
Employee ID Number
      
     
     


Job Title
Work Phone
Home Phone
      
     
     


Department
DBR/Payroll Assistant
DBR Work Phone
Leave Information

1.
Dates you were or will be on leave:
     

2.
Number of donated hours requested       
(max. 184)

3.
Will you be on leave for issues related to yourself or an eligible family member?    
 FORMCHECKBOX 
 Self     FORMCHECKBOX 
 Family Member
4.
Have you requested Catastrophic Leave during this 12-month period?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If yes, how many hours were donated to you:      

5.
Do you authorize the use of your name in requesting donations of vacation leave from fellow UCR employees?       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

6.
Do you have supplemental disability insurance?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, what is your waiting period?
 FORMCHECKBOX 
 7 days   FORMCHECKBOX 
 30 days   FORMCHECKBOX 
 90 days   FORMCHECKBOX 
 180 days
Terms

My signature below certifies that:

1. I understand that I must exhaust all of my sick leave, vacation, and compensatory time accruals.
2. I understand that I cannot receive Catastrophic Leave payments while receiving disability benefits or Workers’ Compensation payments.
Employee Signature: 
  Date: 

Submit signed and completed form to Human Resources at catleave@ucr.edu or by hardcopy via interoffice mail.
Questions regarding this program should be directed to Human Resources at 951-827-2463.

FOR HR USE ONLY

Verification of approved leave of absence:

Name of Dept. Verifier: 

Date Contacted: 

Contact made by: 

