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DISTRICT OF COLUMBIA GOVERNMENT 
D.C. Department of Human Resources  

 
APPLICATION TO RECEIVE ANNUAL LEAVE BANK HOURS   

 
TO BE COMPLETED BY THE EMPLOYEE 

1. IDENTIFICATION INFORMATION
 

: 

       Name:    
                  (Last)                                                     (First)                                               (Middle)       
          
       Employee ID Number:  
 
       Title/Series/Grade/Step:  
 
       Department or Agency:  
 
2.  REQUEST FOR ANNUAL LEAVE BANK HOURS : 

 I hereby request ______________ hours of Annual Leave Bank hours because of a medical emergency affecting:                         

 Myself    A family member 
 
 Please provide the reason(s) the leave is needed, including a brief description of the nature, severity, anticipated duration, and if 

it is a recurring medical emergency, the approximate frequency of the medical emergency:   
       __________________________________________________________________________________________ 
 
       __________________________________________________________________________________________ 
 
       __________________________________________________________________________________________ 
 
       __________________________________________________________________________________________   
3. EMPLOYEE CERTIFICATION
 

: 

 I certify that the above statements are true to the best of my knowledge and belief. 
 
       Employee Signature:    
                                                                                                                                                   (Date)      
 
4.    NOTARY :       

 
 

 
 

 TO BE COMPLETED BY EMPLOYING AGENCY 
 

  1. Verification of employment information:  

 a. Employment information correct:     YES       NO  
 
 

b. Employee is a leave bank member (employee must have donated a minimum of four (4) hours of annual leave to the 
leave bank in the leave year in which this application is made).    

               YES              NO 
 

(Over)   



 
DCSF No. ALB-02 (Rev. 10/08) 

 

  2.    Is a certification of the medical emergency from one or more physicians, or other appropriate expert(s), with respect to 
  the medical emergency attached?     

                                                                      YES           NO 
 
3. Has the employee requested advanced leave to cover the period of absence anticipated for the medical emergency? 

         

                                                                      YES         NO 
 
4. Has the employee exhausted all paid leave that can be utilized for the period of absence because of the  

 medical emergency (shown below)?  

                                            Annual Leave       YES            NO 
 

                                                Sick Leave        YES           NO 
 

                                 Compensatory Time       YES            NO 
 

                Personal Leave (If Applicable)             YES            NO 
 

                                       Advanced Leave      YES            NO 
 

5. Certifying Official: 
 
 Name and Title (Print):     
 Signature: _________________________________________________________________________________________  
                                                                                                                                                     (Date)        
 

TO BE COMPLETED BY THE D.C. DEPARTMENT OF HUMAN RESOURCES 
 
1. Decision on application to become a leave recipient:  

  Approved; ______________ Number of hours 

   Disapproved (Reason(s) for disapproval is explained below) 
 

Explanation:________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

2. The dollar value of the annual leave to be received is:  $ ____________________.  (The dollar value of the annual leave is 
determined by multiplying the recipient’s hourly rate of pay by the number of annual leave hours received.) 

 
3. Approving Official 
 
 Name and Title (Print):  
     
       Signature:  
                                                                                                                                                        (Date)       

 
 
 
 
 
Distribution: Original – DCHR Annual Leave Bank Administrator; Copy – Employee; Copy – Agency HRA  
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