Form One

Information subject to Privacy Act Statement

Application for Voluntary Leave Transfer Program

Request to be a leave recipient under the voluntary leave transfer program.
TO BE COMPLETED BY PERSON REQUESTING LEAVE DONATIONS

Name (Last, First, MI):  ___________________________________________




SSN: _______________________________ 




Gender:  M   F


Organization:  _______________________

Office Symbol: _______
Phone: ______

Position Title:  _______________________

Grade/Pay Band: ______
Step: ________

Hourly Rate of Pay:   __________________

Guaranteed Number of Hours per week: _____

Current Leave Balances:



Annual Leave Accrual Rate:  ______________

Annual: _______________
 Sick: ________________    

How many hours of leave without pay (LWOP) have been used for this medical emergency?  ________

Expected date your current leave balance will be exhausted:    _______________

Date medical emergency began:  _______________ 
Anticipated return to duty date:  __________

Expected duration of hardship (must be more than 80 hours) _____________________

Individual(s) affected by medical emergency:

(  ) Self, or (  ) Employee Family Member Name and Relationship:  ____             _________________

Attach brief description of nature and severity of medical emergency or attach medical documentation and doctor’s name, address and phone number.

Designation of Personal Representative (If Necessary)

Name:  _______________________
Organizational Symbol:  ___________ Phone Number:  ______

RELEASE

1.  I certify that the above statements are true.

2.  I understand that even if my application is approved, there is no guarantee that donations will be received.

3.  I UNDERSTAND THAT THE TRANSFERRED ANNUAL LEAVE CAN BE USED ONLY IN CONNECTION WITH THIS MEDICAL EMERGENCY.

4.  I understand my rights under the Privacy Act, and I agree to disclosure of the information contained in this application and its attachments to be used by management in efforts to collect leave for my account.

5.  I understand that I must use all existing annual and sick leave before any donated leave from other employees can be used, and that donated leave will not be used to compute lump sum leave payment if separated.

______________________
________
___________________________
______

Applicant’s Signature

Date

Representative’s Signature 
  
Date

Form Two
VOLUNTARY LEAVE TRANSFER PROGRAM
First-Level Supervisor’s Recommendation

(Complete within 5 days of receipt of employee’s application)
Memorandum for 56 FSS/FSMH

From:  Supervisor of  ___________________

I recommend approval ______(Initials)

I certify that:

The information is correct to the best of my knowledge.  Current leave balances have been verified with the NAF payroll office.   I understand I must verify each pay period whether the employee’s medical emergency is continuing as far as I am able to determine.  I will notify the payroll office to take the employee off paid leave status as soon as the employee returns to work, resigns, or is otherwise separated, or as soon as the medical emergency end, whichever occurs first.

I UNDERSTAND THAT THE TRANSFERRED ANNUAL LEAVE CAN BE USED ONLY IN CONNECTION WITH THIS MEDICAL EMERGENCY.

I recommend disapproval for the following reasons:

__________________________________




____________

Signature of Supervisor






        Date

__________________________________

____________
_____________

Typed Name and Title of Supervisor

Office symbol

Phone Number

Part Three

Voluntary Leave Transfer Program
Approving Officials Endorsement

____I approve the recommendation for Voluntary Leave Transfer for


.










   (Employee's Name)
____I disapprove the recommendation for Voluntary Leave Transfer for the following reasons:

Signature of Approving/Disapproving Official:





         

RODNEY H. NICHOLS, Lt Col, USAF      


Date

Commander, 56th Force Support Squadron
INTURN

TO:  HUMAN RESOURCES OFFICE / FSMH 
Proceed with appropriate publicity in the organization for donors.  Publicity efforts must be consistent for all employees.

INTURN

TO:  NAF PAYROLL OFFICE 

1.  Proceed with necessary action to establish a file for the above-mentioned recipient.

2.  All officials involved in processing requests must estimate costs of processing these requests and monitor the use of transferred leave and other activities related to administering this program.  This information must be provided to 56 FSS/FSMH no more than 10 days after the medical emergency terminates, or the employee separates from employment, on the attached Form.

Copy to FSMH 
    
   (Date)

Copy to Payroll   


(Date)

Part Four 

Information subject to Privacy Act Statement

Application for Donation of Annual Leave for the Voluntary Leave Transfer Program

(The Leave Donor completes the following information)

TO:  First Level Supervisor ______________________

Donor’s Name (Last, First, MI):  _________________   SSN: _XXX-XX-_______ 



Organization:  ________________ Duty Location: _______________
Phone: ______________

Position Title:  __________________ Grade/Pay Band: _____________
Step: ________

Hourly Rate of Pay:   ___________
Guaranteed Number of Hours per week: __________

Current Annual Leave Balance as of Last Leave Statement:  _______________

Amount of Annual Leave You Wish to Donate:  _______________

[Employees who have received leave as a result of the VLTP, or who have been credited with advanced leave for any purpose, CANNOT donate that leave]

Individual’s name to which leave is being donated:  

__________________________________________________________________________________

Please read the following information and sign below:

I request that annual leave be transferred to the leave account of an approved leave recipient.  This recipient is not my immediate supervisor.  As of the date indicated below, I have enough annual leave in my account to cover this amount.  I understand that my maximum leave donation is limited to no more than one-half of the total amount of annual leave I am entitled to accrue during the donation leave year.  [For example:  An employee who earns 110 hours of annual leave may donate a maximum of 55 hours]

I understand that my decision to transfer leave is not revocable.  If donated leave remains, the NAF payroll office restores annual leave on a pro-rated basis to the donors, and notifies each donor of the amount of annual leave restored.  I can also elect to donate that share to another leave recipient.  To do so I must remain employed by a Federal Agency and be subject to chapter 63 of Title 5, U.S.C., on the date the medical emergency terminated.  

I do not expect and will not accept anything in return for this leave donation.

Donor’s Signature: _________________________
Date Signed: ___________________________

Privacy Act Statement

This program is voluntary:  however, solicitation of this information is authorized by P. L> 100-566 (October 31, 1988).  The information furnished will be used to identify records properly associated with the leave donation.  It may also be disclosed to a National, State, or local law enforcement agency where there is an indication of a violation or potential violation of civil or criminal law, rule, or regulation; or to another agency or court when the Government is party to a suit.  Executive order 9397 (November 22, 1943) authorizes use of the Social Security Number (SSN).  Furnishing the Social Security Number, as well as other data, is voluntary, but failure to do so may delay or prevent action on the request to donate leave. 

Part Five
Application for Donation of Annual Leave for the Voluntary Transfer Program

Routing Procedure

To be completed by leave donor’s supervisor:

I verify the attached leave donation request from _____________________________ is accurate and complete.




  
        Employee’s Name / Number

__________________________________ 
_________
______________________________

Supervisor’s Name / Office Symbol

     Date

Supervisor’s Signature

(Typed or Printed)

Sent to FSMH (Human Resources Office) on __________ 

                                                                              Date

To be completed by the Human Resources Office

I have reviewed the information and acknowledge the requirements are met IAW AFMAN 34-310, Chapter 14.13.

I verify the employment information in the attached Voluntary Leave Transfer Donation Request is accurate. 

_________________________________
__________
_______________________________

Name of the Human Resources Officer

     Date

Signature of Human Resources Officer

(Typed or Printed)

Sent to Shared Service Center (SSC) Payroll on ____________ 

       Date

To be completed by the SSC

I validate the leave balance from the attached Voluntary Leave Transfer Donation Request is accurate. I have ensured that compliance with the policies in AFMAN 34-310 par. 14.13.9.1 for the attached request is met.  If compliance is met I will transfer leave from the account of:

 _________________________________ To the account of ______________________________.
  
(Recipient’s Name/Number) 



(Donor’s Name/ Number)

_________________________________
_________
_______________________________

Name of SSC Clerk



    Date

 Signature of SSC Clerk

(Typed or Printed)

Date Transfer Completed _____________

Copies sent to Supervisor Above / Human Resources Office _________ (Date)
Part Six 

{Sample of a Memo to be used by the Supervisor of an employee who is using Donated Leave for a medical emergency and the emergency is terminated}










Today’s Date

MEMORANDUM FOR FSS (NAF Human Resources Office)

FROM:  Supervisor of the VLTP Recipient

SUBJECT:  Termination of Medical Emergency for the Voluntary Leave Transfer Program 





1.  The medical emergency for the following employee is terminated. 


Employee (Recipient’s) Name: __________________________________


Organization of Employee:  _____________________________________


Exact Date of Termination Emergency: ____________________________

2.  [If there are any unusual circumstances surrounding the termination of the medical emergency, please describe them.  For example:  The employee wishes to remain absent but is medically able to come back to work, etc.

3.  (Employee’s name) has returned to duty on [fill in exact date and time].


Or the employee is no longer working here because:

Supervisor’s Signature: _________________________

Date: _________________

cc (Send a copy of the memo to:)

The recipient of the leave donation

The approving official

The Human Resources Office


