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THE STATE OF DELAWARE

Employee Request for Military Serious Illness/Injury Leave
NOTE:  This Page is CONFIDENTIAL

Part I  - To be completed by employee requesting leave


	Name (Last, First, MI)
	
	Emplid #
	
	Date of Birth

	     
	
	     
	
	     

	Mailing Address (Street, City, State, Zip)
	
	
	
	

	     
	
	     
	
	     

	Agency (Name and Location)
	
	Date of Hire
	
	Work Telephone #    


	Date of Active Military  Service
	Commenced       
	
	Ended
	     

	Date returned to active State Employment
	     

	Date serious illness/injury began
	     

	Detail course of treatment prescribed and date(s) of scheduled procedures/operations 
	     

	Procedure(s)/Operation(s)
	     
	     
	     
	     
	     

	Dates Scheduled
	     
	     
	     
	     
	     

	

	Briefly describe nature of illness/injury and anticipated recovery period.      


	     
	
	     
	
	     
	
	     

	Name of treating physician
	Physician’s address
	
	Physician’s Telephone #
	Treatment Date

	
	
	
	
	

	Upon presentation of the original or a photocopy of this signed authorization, I authorize any medical professional, hospital, medical institution, pharmacy, governmental agency, or my present employer having information concerning me, to release said information to the State of Delaware or its designated representative to be used for determination of my eligibility for Donated Leave.  This authorization shall be valid from the date signed through the duration of this claim.



	
	
	     

	Employee Signature
	
	Date
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