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SARGENT CENTRAL PUBLIC SCHOOL 
DONATE SICK DAYS 

 

 
 
Name: _______________________________________________ Position: _______________________________________ 
 
Number of sick days to donate: ________________ 
 
Name of staff member(s) receiving donated sick days (if applicable):  
 
_________________________________________________________________________________________________________ 
 
 
Reason for donation:   
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
 
The information I have provided in this form is factual.  
       
_______________________________________________  ____________________________   
Signature          Date  

 
 
 

RETURN COMPLETED FORM TO THE SUPERINTENDENT’S OFFICE 
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