UNIVERSITY OF VIRGINIA HEALTH SYSTEM, MEDICAL CENTER

PTO LEAVE DONATION FORM

Donor’s Last Name_______________________ First Name ____________________ MI _____

Employee ID _____________ Department/Unit __________________________________

Work Phone ____________________  

My identity _____shall be revealed _____shall not be revealed to potential recipient.

I wish to donate _____ hours of PTO to _____________________________________________.







Recipient’s Name

	DONOR’S CERTIFICATION:  I understand and agree to the following provisions:

· Donations to a recipient shall be made in four (4) or eight (8) hour increments with a minimum donation of eight (8) hours.  
· I can reclaim my donation only if my donation form has not yet been processed.

· I must have a minimum balance of 40 hours remaining in my PTO account after donation. 

· Donations will not be processed until the recipient has exhausted their PTO balance.  The donations will be processed as needed.  

____________________________________________          ________________

Donor’s Signature                                                                   Date




Send completed form to Payroll Office – Fax 434-243-0090           

	Payroll Office Use Only

Date and time donation form received:  Date____________________ Time______________

Hours of PTO transferred:  ________   Date PTO transferred:  _____________________

Donated PTO not eligible for transfer: _________hours   Reason:  _____________________

______________________________________________________________________________

____________________________________________          ________________

Payroll Representative’s Signature                                       Date

____________________________________________          ______________________

 Payroll Representative’s Printed Name                               Payroll Rep’s Phone No.
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