
 

 

JEFFERSON COUNTY SCHOOLS 
 

SICK LEAVE BANK GUIDELINES 
 
 

PURPOSE 
 
The purpose of the Sick Leave Bank is to provide sick leave to contributors who have suffered 
an unplanned personal illness, injury, disability or quarantine and whose personal sick leave is 
exhausted. 
 
ADMINISTRATION 
 
*The Sick Leave Bank shall be administered by a committee of trustees.  The committee shall be 
composed of five (5) members:  two (2) members appointed by the School Board from its 
membership, two (2) members appointed by the Association from its membership and the 
Director of Schools who shall chair the committee. 
 
RULES 
 
1. *Any certified professional shall be eligible to participate in the Sick Leave Bank.  A  
minimum participation of twenty (20) employees shall be required to establish and maintain the 
Bank. 
 
2. *Any teacher who elects to participate in the bank shall initially have a maximum of 
three (3) days of sick leave deducted from his/her personal accumulation and deposited to the 
Sick Leave Bank.  Teachers electing to participate shall do so during the months of August, 
September, or October of any year.  Donations of sick leave to the Bank are non-refundable and 
non-transferable. 
 
3. *If at any time the number of days in the Sick Leave Bank is fewer than twenty (20, or 
one (1) per member if there are more than twenty (20) members, or at any time deemed 
advisable, the committee shall assess each member one (1) or more days of accumulated sick 
leave.  If a member has no accumulated sick leave at the time of assessment, the first earned days 
shall be donated  as they are accrued by the teacher. 
 
4. *By prior written notice to the committee a member may withdraw from Bank 
participation on any June 30.  Membership withdrawal shall result in forfeiture of all days 
contributed. 
 
5. *Members of the Sick Leave Bank shall be eligible to make application to the Bank for 
sick leave only after having been a member of the Bank for thirty (30) calendar days. 
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6. *A participant shall not receive any sick leave from the Bank until after having exhausted 
all accumulated sick leave, personal leave and/or annual leave, including all paid Board 
extensions. 
 
7. *Leave grants from the Bank, recommended by the Board of Trustees shall be in units of 
no more than twenty (20) consecutive duty days for the individual applicant.  Applicants may 
submit requests for extensions of such leave grants before their prior grants expire.  The 
maximum number of days any participant may receive in any fiscal year is sixty (60).  The 
maximum number of days any participant may receive as a result of any one illness or accident 
or recurring illness or accident, is ninety (90) days. 
 
8. *In the event a member is physically or mentally unable to make a request to the Sick 
Leave Bank for use of sick leave days, a family member or agent may file the request. 
 
9. *If the committee determines it necessary, they may require a physician’s certificate of 
condition from any member requesting additional leave.  Refusal to comply will result in denial 
of the pending request for use of sick leave days from the Bank. 
 
10. *Sick leave granted a member from the Bank need not be repaid by the individual except 
as all members are uniformly assessed. 
 
11. *Grants of sick leave from the Sick Leave Bank shall not be made to any member on 
account of any elective surgery, or illness of any member of the participants family, or during 
any period the member is receiving disability benefits from social security or the state of local 
retirement plan.  In the event the teacher receives benefits derived from another disability plan, 
the trustees may grant sick leave to compensate for any loss of salary. 
 
12. *A member shall lose the right to obtain the benefits of the sick leave bank by: 
 
 (a) resignation or termination of employment 
 (b) cancellation of participation which is effective on June 30 next 
 (c) refusal to honor such assessment as may be required by the Committee 
  of Trustees 
 (d) being on approved leave of absence with the exception of personal 
  illness or disability leave 
 (e) retirement 
 
13. *Should lack of staff participation warrant dissolution of the Sick Leave Bank, the 
balance of sick leave days contributed shall be credited among the Bank’s active participants in 
proportion to the number of days each has contributed. 
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PROCEDURES 
 
1. Contributions to the Bank must be made on a Sick Leave Bank donation form. 
 
2. All requests to draw upon the Bank must be made upon a Sick Leave Bank request form 
and submitted to the Committee of Trustees within thirty (30) calendar days of the first dates 
bank usage is requested.  In extreme and unusual cases exceptions may be approved. 
 
3. *The committee shall act affirmatively or negatively on all applications within ten (10) 
calendar days of the application. 
 
4. All requests to draw from the Bank must be accompanied by a physician’s statement on 
the approved form confirming the cause of illness or injury and must be signed by the physician. 
 
5. An applicant may be required to undergo at his/her expense a medical review by a 
physician approved by the committee. 
 
6. Any person submitting a request to draw on the Bank must have made his/her proper 
contribution for the fiscal year in which the request is made. 
 
7. All records of the Sick Leave Bank shall be kept in the Central Office of the school 
system which handles regular sick leave records.  The committee shall inform this office of all 
applications they approve and the amount of additional leave granted the member. 
 
 
*Guidelines required by “The Tennessee Teachers’ Sick Leave Bank Act”. 
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JEFFERSON COUNTY SCHOOLS 
PROFESSIONAL SICK LEAVE BANK REQUEST FORM 

 
 
Name ______________________________________________________________________ 
 
Address ____________________________________________________________________ 
 
Phone Number ________________________ School ___________________________ 
 
***************************************************************************** 

Request 
 

All requests to draw from the bank must be accompanied by a physician’s statement on the 
approved form confirming the cause of illness or injury and must be signed by the physician. 
 
A participant shall not receive any sick leave from the bank until after having exhausted all 
accumulated sick leave and personal leave. 
 
________________________ Number of Days Requested from Bank ______________ 
Date Sick Leave Expired                 (20 Days Maximum) 
 
______________________________________   _______________________ 
Signature of Employee      Date 
 
***************************************************************************** 

Approval 
 

TO BE COMPLETED BY COMMITTEE OF TRUSTEES 
 
Request Approved 
 
 Yes _____  No _____      _____________________________ ________________ 
     Chairperson    Date 
 
 Number of Days Approved ____________ Effective Dates From _______ To ________ 
 
Comments: 
 
 
 
 
Submit Completed Forms to Central Office 

PROFESSIONAL SICK LEAVE BANK REQUEST FORM 
 



 

 

PART A - TO BE COMPLETED BY EMPLOYEE 
 
Employee’s Name ______________________________________________________________ 
 
Employee’s Address ____________________________________________________________ 
 
AUTHORIZATION TO RELEASE INFORMATION 
 
I hereby authorize the undersigned physician to release any information acquired in the course of 
my examination or treatment. 
 
____________________________________ __________________________________ 
Signature of Employee    Date 
****************************************************************************** 
PART B - ATTENDING PHYSICIAN’S STATEMENT 
 
1. Diagnosis and Concurrent Conditions - 
 
 
2. Is condition due to injury or sickness arising out of patient employment? Yes ___  No___ 
 
3. Is condition due to pregnancy?  Yes ____  No ____ 
 
4. Has this condition caused disability of patient?  Yes ____  No ____ 
 
5. Anticipated length of disability?  ________________ 
 
6. Date of disability:  From ____________ To _____________ 
 
7. Is patient able to attend to any full-time work during disability?  Yes ____  No ____ 
 
8. Date symptoms first appeared or accident happened.  ___________________ 
 
9. Date patient first consulted you for this condition.  ______________________ 
 
10. Is patient still under your care for this  condition?  Yes ____  No ____  If no, date last 
 seen _______________ 
 
Physician’s Name _______________________________________________________________ 
 
Address ______________________________________________________________________ 
 
Physician’s Signature ___________________________________ Date ____________________ 


