County of San Diego Catastrophic Leave Program

VACATION/SICK CREDIT TRANSFER AUTHORIZATION

All information except signatures must be typed or printed.  All signatures must be in BLUE or RED INK.

	RECIPIENT SECTION

	RECIPIENT INFORMATION: Complete and sign this section only and forward to your Departmental HR/Payroll office.

	LAST NAME:      
	FIRST NAME:      

	EMPLID:      
	MAILSTOP:      
	BARGAINING UNIT:      
	DEPTID:      

	BUSINESS UNIT NUMBER:      
	BUSINESS UNIT NAME:      

	RECIPIENT’S OR DESIGNEE’S SIGNATURE:
(BLUE OR RED INK)
	DATE:      

	RECIPIENT’S DESIGNEE (if applicable)                                                             

(PRINT NAME):      
	EXPECTED DATE OF 

RETURN FROM LEAVE:      

	RECIPIENT DEPARTMENT CERTIFICATION

	RECIPIENT’S HR/PAYROLL: Complete/sign this section. Attach a copy of the Solicitation for Donations documentation to the original of this form and send both to Auditor & Controller, Central Payroll (MS A-68).

	I certify that the above statements by the Recipient are true and correct to the best of my knowledge and belief, and that the Recipient has not received donated credits exceeding the maximum allowed by Sec. 4.2.13 of the San Diego County Compensation Ordinance.

	APPROVAL SIGNATURE:

(APPOINTING AUTHORITY - BLUE OR RED INK)
	DATE:      

	APPOINTING AUTHORITY (PRINT NAME):      
	TITLE:      

	RECIPIENT DEPARTMENT CONTACT

	NAME (PRINT NAME):      
	PHONE NO.:      

	TITLE:      
	MAIL STOP:       

	

	 DONOR SECTION

	DONOR INFORMATION: Complete/sign this section and send to your Departmental HR/Payroll Office.

	LAST NAME:      
	FIRST NAME:       

	EMPLID:      
	MAILSTOP:      
	BARGAINING UNIT:      
	 DEPTID:      

	BUSINESS UNIT NUMBER:      
	BUSINESS UNIT NAME:      

	I request transfer of the following leave hours to the recipient named above:

 FORMCHECKBOX 
         hours of vacation (no maximum)
 FORMCHECKBOX 
         hours of sick balances (24 hours maximum/40 hours for Superior Court per fiscal year)


	I understand that this transfer is irrevocable, and that I have no rights to the hours transferred.                 

	DONOR’S SIGNATURE:
(BLUE OR RED INK)
	DATE:      

	DONOR DEPARTMENT CERTIFICATION

	DONOR’S HR/PAYROLL: Complete/sign this section only and forward to Recipient’s Department Contact named above.

	APPROVER’S SIGNATURE:
(BLUE OR RED INK)
	DATE:       

	APPROVER’S NAME (PRINT NAME):       
	TITLE:      

	DONOR DEPARTMENT CONTACT

	NAME (PRINT NAME):       
	PHONE NO.:       

	TITLE:       
	MAILSTOP:        

	    

	AUDITOR AND CONTROLLER SECTION

	      hours of vacation and/or
      hours of sick hours were transferred from Donor to Recipient in Payroll Ending                      .


	BY:  
	DATE:


All transfers must be in full-hour increments, with 4 hours minimum per transfer
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