
Paid Time Off Donation Program 

Washington DC | Ann Arbor | Austin | Chennai | Chicago | London | Nashville | Philadelphia | San Francisco 

Application to Receive Donated Paid Time Off 

By completing this application, you are not guaranteed to receive donated paid time off.  We will conduct 

an evaluation of eligibility as outlined in the Paid Time Off Donation Program policy. 

Employee/Applicant’s Name: Representative’s s Name (if different from 

Employee/Applicant) and relationship to 

Employee/Applicant: 

Do you work at least 20 hours per week on 

average?  

 Yes

 No

Has Talent approved a medical leave of 

absence? 

 Yes

No

Absence Start Date: Expected Return Date: 

Have you exhausted all available PTO, vacation, and sick leave? 

 Yes

 No. If no, how much time do you have remaining? ___________________

Type of Absence 

 Consecutive Days Off

 Intermittent Absences

Medical absence for: 

 Self

 Family Member. If so, describe

relationship ________________

Reason for the absence and expected duration of the absence (please include a description of the 

nature, severity, and anticipated duration of the medical emergency, and if it is a recurring one, the 

approximate frequency of the medical emergency; if the request is due to a family members medical 

emergency, please explain why your absence will be necessary):.  

Important Notice: The Genetic Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by 

GINA Title II from requesting or requiring genetic information of employees or their family members.  In order to comply 

with this law, we are asking that you not provide any genetic information when completing this request form.  “Genetic 

information,” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family 

member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic 

services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo 

lawfully held by an individual or family member receiving assistive reproductive services 



 

 

   Paid Time Off Donation Program 
 
 

Washington DC | Ann Arbor | Austin | Chennai | Chicago | London | Nashville | Philadelphia | San Francisco 

 

I understand all the information shared above will be treated as confidential, and will not be shared with 

anyone other than those responsible for awarding donation days or otherwise administering the program. 

 

I agree that I have completed the above request to the best of my knowledge: 

  

Signature of Employee (or Employee’s Representative):  

 

____________________________________________________________________ 

 

Printed Name:  

 

_____________________________________________________________________ 
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