
SHARED SICK LEAVE PROGRAM
MEMBERSHIP TERMINATION FORM

I hereby request to terminate my membership in the University Shared Sick Leave Program.

_____________________________________________   ___________________   _______________________
EMPLOYEE NAME (PRINT) 	                                                                                EMPLOYEE CWID#                       DEPARTMENT

__________________________________    _____________________________   ________________________
EMAIL	                                                                                         PHONE #                                                                    EFFECTIVE DATE OF TERMINATION

I hereby acknowledge that I have read and understand the program provisions as set forth in the Shared Sick 
Leave Program policies. I understand that any sick leave that I have donated before the termination of mem-
bership will be forfeited.
 

__________________________________________________   ______________________________________
EMPLOYEE SIGNATURE                                                                                                       DATE

INSTRUCTIONS: Please complete and return this Termination of Membership Form to the Office of Human 
Resources, ASB421 or human.resources@kysu.edu
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