	Short-term Disability Benefits Notice

	To be used for short-term disabilities of 15 calendar days to 26 weeks. For detailed information, see Supervisor’s Guide to Short-term Disability Benefits or the Short-term Disability Plan section in your Staff Guide.

	Instructions to Financial Manager:
1. Complete Part I.

2. If a physician’s statement is received, attach to original Benefits Notice and send to Human Resources at 428 Brodhead Avenue. Retain a copy.

3. Once a return date is determined, complete Part II on copy, attach physician’s certificate verifying return date (if received), and send to Human Resources at 428 Brodhead Avenue. If release date is for part-time hours, indicate hours allowed to work on the form. Complete Part II again when released to full time hours.

	Part I
     



     



     
Employee Name

      
LIN



Department

     

First day of absence (month/day/year)

     

Estimated return date of staff member from short-term disability (month/day/year)

     

Amount of excused absence to be used during STD period (if applicable)*




 FORMCHECKBOX 
  None
 FORMCHECKBOX 
  Supplement 60% period

 FORMCHECKBOX 
  End of period

     

Amount of vacation to be used during STD period (if applicable)*




 FORMCHECKBOX 
  None
 FORMCHECKBOX 
  Supplement 60% period

 FORMCHECKBOX 
  End of period
     

Amount of floating holidays to be used during STD period (if applicable)*




 FORMCHECKBOX 
  None
 FORMCHECKBOX 
  Supplement 60% period

 FORMCHECKBOX 
  End of period
*If desired, the nonexempt staff member may use excused absence/vacation/floating holidays to extend salary during weeks of reduced pay or no pay during the disability period. This policy is helpful for staff members with limited amounts of short-term disability benefits.

 FORMCHECKBOX 
  Physician’s note included.

_______________________________________________


     
Financial Manager’s Signature





Date

	Part II (complete when return date is determined)
     

Actual return to work date of staff member or date of release from STD if extending time off (month/day/year)
 FORMCHECKBOX 
  Part-time       (indicate hours)

 FORMCHECKBOX 
  Full-time/no restrictions       
 FORMCHECKBOX 
  Full-time/ restrictions      
 FORMCHECKBOX 
  Physician’s release included.

_______________________________________________


     
Financial Manager’s Signature





Date


I:\WORDPROC\BENEFITS\Forms\STD_Supv_2011.doc 







7/20/2011
07/20/2011

STD-Supervisor.doc

