
GONZAGA UNIVERSTY 

 

SHARED VACATION LEAVE PROGRAM APPLICATION FORM 

 

 

 

Name:__________________________________S.S. # or Employee ID #:________________ 
 
Department:__________________________Your Position:____________________________ 
 
 
Please explain nature of leave: 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
 
Date leave began:________________________________________ 
 
Anticipated Dates of UNPAID LEAVE PERIOD:   
 
From:___________________________ To:________________________________ 
 
 
 
 
__________________________________________  ________________________ 
Employee Signature       Date 
 
 
__________________________________________  ________________________ 
Supervisor Signature       Date 
 
 
__________________________________________  ________________________ 
Benefits Office Signature      Date 
 
 
 
NOTE:  ATTACH CERTIFICATION OF HEALTH CARE PROVIDER FORM  



                                                  GONZAGA UNIVERSITY 

 

                   SHARED VACATION LEAVE PROGRAM DONATION FORM 

 

 

I would like to voluntarily donate__________________ hours of vacation to be credited 
 
to ___________________________ who meets the criteria for shared employee 
 
 
vacation leave as outlined in the Shared Vacation Leave policy.  I understand that 
 
 
the Payroll Department will deduct the above specified hours from my vacation 
 
 
balance.  I understand this donation is irrevocable. 
 
 
 
___________________________________   _________ ______________ 
Donating Employee’s Signature    Date  Employee ID # 
 
 
________________________________________________ ______________ 
Donating Employee’s Supervisor’s Signature     Date   
 
 
________________________________________________ ______________ 
Benefits Office Signature         Date 


