
         Federal Aviation Administration

                                    Voluntary Leave Transfer Program (VLTP)

Leave Recipient Application

Privacy Act Statement: The VLTP 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 leave donation.  It may also be disclosed to a national, State, or local law may also be disclosed to a national State or local law enforcement agency where there is an identification 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 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.  Your SSN will be used for positive identification of your Time and Attendance information.
THIS APPLICATION IS CONSIDERED INCOMPLETE IF THE REQUIRED MEDICAL DOCUMENTATION IS NOT ATTACHED 


1. Leave Recipient’s Name  (Last, First, MI )


2.SSN
3.Recipient’s Office Phone #

4. Position Title/Pay Plan/Grade/Pay Level


5.lst level Supervisor's Name & Phone #

6. Region, Routing Symbol, Bargaining Unit, Bargaining Unit Status Code
6a. Designated VLTP Coordinator's Name, Region, Phone #



7. Nature and Severity of the Medical Emergency (Attach Blank Paper If Additional Space Is Needed)



8.Who is Affected by Medical Emergency (Check One)? 

    �  Employee         

     �   Family Member ____________________________________
                                       List Relationship To You

8.Date Medical Emergency 

   Began
9.Date Medical Emergency is  expected

    to End 

11.Provide Name/Address/Phone # of Physician.  Attach Medical

     documentation  (Must include diagnosis, prognosis &

     duration of illness & expected date to return to work)  

Name________________________________________

Address______________________________________

       City _________________________________________

       State_________________ Zip Code________________

       Phone #______________________________________

12.What Are Your Leave Balances As Of The End of Last Pay Period?

           Sick Leave  ___________       Annual  Leave ___________

__________________________________________________________________

12a.   Have you been advanced leave?  If so, how many hours

          Sick Leave ___________         Annual Leave __________

13. # Of Leave Without Pay (LWOP) Hours Used For This Medical Emergency?


14.Estimated # of Donated Hours You Will Need For this Emergency.

15. Do You Wish To Publicize Your Medical Emergency?              FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes - If Yes, Check Options Below:

 FORMCHECKBOX 
 Facility/Division/Office Only     FORMCHECKBOX 
 Other.  If so, say where__________________________________



I CERTIFY THAT THE ABOVE STATEMENTS ARE TRUE:

16. Signature of Employee 


Date Signed

17. Name of Person Applying For Employee


17a.  Relationship to Applicant
17b.  Region, Phone #

18.  First Level Supervisor’s Recommendation & Signature

               FORMCHECKBOX 
 Approve                         FORMCHECKBOX 
  Disapprove                            

Signature                                                         Region         Date

____________________________________________________________________


19 Deciding Official’s Signature, Region and Date

             FORMCHECKBOX 
 Approve                         FORMCHECKBOX 
  Disapprove

Signature                                                 Region            Date     
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