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RESIDENT SICK LEAVE BANK ENROLLMENT FORM

NAME: _____________________________

BANNER E#:_____________________

                        (Print)

PROGRAM/SPECIALTY: _____________________________________________


PGY ______________



TELEPHONE NUMBER: __________________

I HAVE READ, UNDERSTAND AND AM AWARE OF THE CONTENTS OF THE RESIDENT SICK LEAVE BANK PLAN AND POLICIES. (Resident Sick Leave Bank policy located at:  http://www.etsu.edu/com/gme/RESCOMMSICKLEAVE.aspx 
I AM ALSO AWARE THAT ANY ASSESSMENTS MADE OF MY ACCRUED SICK LEAVE BY THE TRUSTEES OF THE BANK SHALL BE NON-REFUNDABLE AND NON-TRANSFERABLE.  I UNDERSTAND THAT THE CURRENT ASSESSMENT For YEAR       FOR NEW AND CONTINUING MEMBERS IS ONE (1) NON-REFUNDABLE SICK DAY.  

PLEASE CHECK THE APPROPRIATE BOX BELOW, SIGN AND RETURN TO: VIA SCAN INTO THE CHECKLIST STEP .  THE FORM MUST BE SENT BY DEADLINE AND WILL NOT BE CONSIDERED PAST THE CUT OFF DATE.  

____
I DO WISH TO JOIN THE RESIDENT SICK LEAVE BANK.  PLEASE ASSESS ONE (1) SICK LEAVE DAYS.
_____
I DO NOT WISH TO JOIN THE RESIDENT SICK LEAVE BANK.  DO NOT ASSESS ANY ADDITIONAL SICK LEAVE. 

________________________________________

______________________

SIGNATURE






DATE

