
 UMBC 
                                                                    
            A N  H O N O R S  U N I V E R S I T Y  I N  M A R Y L A N D  
      
          Department of Human Resources 

   
          University of Maryland, Baltimore County 
          1000 Hilltop Circle 

  Baltimore, Maryland 21250 

REQUEST FOR ADVANCED SICK LEAVE     PHONE :     410-455-2337 
   FAX:     410-455-1064 

          VOICE/TTY:       410-455-3233 
          WEB:     http://www.umbc.edu/hr 
 
PART I: To be completed by the employee.       

Name: Social Security No: 

Date of University System  
Employment: 

Total Years of  
State Service: 

Job Title/Department: 
 

Date of 1st Day of Absence: Probable Date of Return to Work: Number of Days Requested: 

Nature of Illness/Disability (Bonafide medical certificate explaining illness/disability must be attached): 
 

I , __________________________________, hereby acknowledge and agree that while on advanced sick leave, accruals of sick and 
annual leave will be credited to my absence as they are earned.  Additionally, personal leave and holiday leave will be credited and 
applied towards my absence as they are earned. 
 
I also hereby acknowledge and agree that upon my return to work, the minimum rate of repayment will be one-half of the rates at 
which my sick leave and annual leave are earned.  I may also choose to repay the State by applying any earned leave to the debt or 
by reimbursing the State with cash. 
 
Date: _____________________                        Employee’s Signature: _____________________________________ 

 
 
PART II: To be completed by the department. 

 
Date on which all earned leave will be exhausted (all paid leave including annual, personal, and compensatory time must be 
exhausted before advanced sick leave will be granted):      Month  _____    Day _____   Year  _____     
Has the employee been previously granted Advanced Sick Leave by the University?   Yes    No 
 
If Yes, when and how long?                                                            Has it been repaid?  Yes     No 
 
Supervisor’s Signature:  ________________________________________                                                                    

 
 
PART III: To be completed by the Director of Human Resources. 
  

 Approved  Not Approved--Give Reason  _______________________________________________________________                         
 
 
Date:                                     HR Director’s Signature:   _________________________________________                 
                                                              
 

 Notification Sent To Department                                  Date That Notification Was Sent: _____________  
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