
Office of Human Resources 

Employee’s Illness/Injury
Dear USA/MTA Sick Leave Bank Member: 

Thank you for your interest in the USA/MTA Sick Leave Bank.  Please refer to Article 10 of the 
Agreement between the University of Massachusetts’ Board of Trustees and the University Staff 
Association (USA/MTA/NEA) which establishes a Sick Leave Bank for USA/MTA/NEA employees 
for information. 
The Sick Leave Bank was created to provide income security in part to Sick Leave Bank members 
who: 

• Are out of work on an approved leave to recover from a short term, non-work related illness
or injury.

• Do not have enough accrued sick, personal, compensatory, and vacation time to secure
income during the leave.

• Have a reasonable expectation of returning, and intend to return, to consistently perform the
job from which they became disabled.

• Are not receiving, or eligible to receive income replacement from another source.
Please remember that you may not be absent from work without your department’s approval.  The 
University has established a standard procedure for requesting leave from your department.  This 
process is detailed in the attached document titled Employee’s Family/Medical Leave Request 
Checklist. 
To be considered for income replacement from the Bank; a member may submit the attached Sick 
Leave Bank application.  A completed application will consist of: 
 Section One: Completed by the member.
 Section Two: Completed by the treating health care professional.
 Section Three: Completed by the member’s departmental HR Representative.

The USA/MTA Bargaining Agreement states that if an application is approved by the Committee, a 
member may draw upon the Bank after the exhaustion of all sick leave and all but ten (10) days of 
total leave from personal, compensatory, and/or vacation accruals. 
Please contact me with questions regarding the process of applying to the Sick Leave Bank 
AskHR online at www.umass.edu/hr) 

Sincerely, 
Kelly Pleasant
On behalf of the USA/MTA Sick Leave Bank 

University of Massachusetts • 181 President's Drive, 330 Whitmore Administration Building • Amherst, MA 01003-9313 • 413.545.1396 • www.umass.edu/hr
 The University of Massachusetts is an Affirmative Action and Equal Opportunity Employer 

 

http://www.umass.edu/humres
mailto:ecurry@umass.edu
https://asf-prod.umass.edu/hr/benefits-pay/benefits/leaves-absence
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Employee’s Family / Medical Leave Request Checklist 

#1 At least 30 calendar days prior to your leave* (or if medically unable, as soon as practicable), submit a 
written, signed, and dated request to your supervisor, cc your Human Resources representative, indicating: 

1) That you are requesting a family / medical leave,
2) The anticipated dates of your leave (including the date you intend to return to work)

If requesting an intermittent leave, the work schedule you propose.
3) How you are requesting to secure income. Eg, if leave is approved are you asking your department to

submit your sick time? Vacation time? Personal time? Are you requesting unpaid leave?

#2 Concurrently or within 15 calendar days thereafter provide your Human Resources representative supporting 
documentation. What is that documentation? If your need leave due to: 
• Parental Leave*

o Prepare for birth of a child or to bond/care for child within 12 months following birth: provide a 
medical note or birth certificate establishing relationship and child’s date of birth

o Adoption/placement of a child in foster care with you, or bond with/care for a child within 12 
months following adoption/placement): legal document establishing date of adoption
by/placement with you.

• Your own illness/injury:
Certification of Health Care Provider form for an Employee’s Serious Health Condition

• Care for a family member with an illness/injury:
Certification of Health Care Provider form for a Family Member’s Serious Health Condition

• Care for a family member whose illness/injury results from active US Military service:
Certification for Serious Injury or Illness of a Veteran for Military Caregiver Leave

• Your family member being on, or called to, active duty in the US Military:
Certification for Military Family Leave for Qualifying Exigency

If you encounter challenges opening Certification forms using the links above all forms are available on the 
Department of Labor website: www.dol.gov/agencies/whd/fmla/forms

All forms are available from your Human Resources representative, on the UMass Amherst Human Resources 
website (www.umass.edu/humres/hr-library) and from the Human Resources Employee Service Center (325 
Whitmore Admin. Bldg.). 

* Birth/adoption/placement of a child is a qualifying event to make changes to your health & dental insurances 
and enroll/change a Health Care Flexible Spending Account / Dependent Care Assistance Plan. These changes 
must be completed within 60 days of birth/adoption/placement. You may also wish to review your tax 
withholdings and life insurance/retirement beneficiaries. Consult the Human Resources website or a UMass 
Human Resources Employee Service Center (room 325 Whitmore Administration Building) representative for 
more information.

https://www.dol.gov/sites/dolgov/files/WHD/legacy/files/WH-380-E.pdf
https://www.dol.gov/sites/dolgov/files/WHD/legacy/files/WH-380-F.pdf
https://www.dol.gov/sites/dolgov/files/WHD/legacy/files/wh-385-V.pdf
https://www.dol.gov/sites/dolgov/files/WHD/legacy/files/WH-384.pdf
https://www.umass.edu/humres/a-z-list
https://asf-prod.umass.edu/hr/benefits-pay/human-resources-employee-service-center
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Application for Income Replacement

For a Member’s Illness/Injury 

USA/MTA Sick Leave Bank * contact: Human Resources * phone (413) 545-1478 * fax (413) 545-0483 
Thank you for taking the time to complete this form. 

SECTION ONE: EMPLOYEE INFORMATION 
(to be completed by applicant) 

 

Please submit this application form and the requested information if you are applying for income replacement during an 
approved leave associated with your own illness/injury.  The Sick Leave Bank is intended to be used for short-term and 
non-work related disabilities, where the employee has a reasonable expectation of returning to consistently perform the 
job from which he/she became disabled.  It is not intended as a substitute for or supplement to other income sources (eg. 
long-term disability, worker’s compensation) 

Name:  Employee ID Number: 

Home Address:    

Home Telephone Number:  Work Telephone Number: 

Email Address:   

Job Title:                   Department: 

Supervisor’s Name:            

   Email Address:            Telephone Number:      

Department Time and Attendance Keeper: 

 Email Address:      Telephone Number:      

Last Day Worked:                                                  Expected Date of Return to Current Position:     
Nature of Illness or Injury: Please describe the illness or injury for which you ae requesting income replacement from 
the Sick Leave Bank. How does the illness/injury prevent you from performing your job? 



Application for Income Replacement

For a Member’s Illness/Injury 

USA/MTA Sick Leave Bank * contact: Human Resources * phone (413) 545-1478 * fax (413) 545-0483 
Thank you for taking the time to complete this form. 

USA / MTA 
SLB 

Is the illness or injury that is disabling you from performing your job caused, or exacerbated, by your job? 

        YES              NO    

Have you filed a Worker’s Compensation Notice of Injury involving this illness/injury? 

   YES        NO 

OTHER INSURANCE (this does not include the Sick Leave Bank) 

Do you have insurance which may cover income replacement for this illness/injury? 

    YES       NO 

If yes, please indicate: 

   Short-term disability policy:
             (please specify USA/MTA, Other) 

 Long-term disability policy:            
  (please specify: USA/MTA, GIC, Other) 

     Other Insurance:      
   (eg. auto, homeowners. Please specify company’s name) 

     Have you applied for income replacement from any of the sources indicated above? 

        If Yes, please specify: 
NOTE: If you may be covered by insurance other than USA/MTA or GIC, please provide a document/letter from the 
insurance company outlining the waiting period and level of income replacement available. 

SECTION ONE: EMPLOYEE INFORMATION 
(to be completed by applicant page 2 of 2) 

I hereby certify that the information I provided in Section One is true and accurate. I agree to notify the 
Committee prior to application for income replacement from another source for the same illness/injury. 

Signature:             Date: 



Application for Income Replacement

For a Member’s Illness/Injury 

USA/MTA Sick Leave Bank * contact: Human Resources * phone (413) 545-1478 * fax (413) 545-0483 
Thank you for taking the time to complete this form. 

USA / MTA 
SLB 

            

SECTION TWO: MEDICAL INFORMATION (to be completed by health care professional) 
Please answer the following questions as completely as possible. Attach additional sheets as necessary. 

Patient’s Name:

1. General statement of patient’s condition, diagnosis, and date of onset:

2. How long have you been treating this patient for this condition (include dates of first and most recent visits)?:

3. Please describe your treatment plan and prognosis for this patient:

4. Do you believe the patient will be able to perform the duties of their current position in the future?         YES        NO
If YES, please specify when you anticipate the patient will be able to return the work and perform the duties of their current
position:

If YES, and you are unable to determine a return to work date at this time, when will you be able to provide a return to work
date:

5. Do you anticipate the patient will be able to return to work earlier on a modified work schedule?  YES    NO 
If YES, please specify the date on which the employee can return with modifications:

Required Work Modifications:

Specify the date when the employee will be able to return to work without modifications: 

 

      

   

           

I hereby certify that I have examined the above-named patient and that the information is true based 
upon my knowledge and belief: 

SIGNATURE OF HEALTH CARE PROVIDER: Date: 

Please print the following information: 

Name of Health Care Provider: Registration Number:

Address:

Telephone Number: Title/Specialty: 



Application for Income Replacement
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_________________________________________  _______________ 

____________________________ ___________________________
           

       

         

      

     

  

SECTION THREE: DEPARTMENTAL CONFIRMATION 
(to be completed by Departmental HR Coordinator) 

I have approved 
(name)

for up to hours of leave 

per week from 
   

(date)
until 

 (date) 
 due to his/her  

own illness. 

If the leave request is part-time, the employee and I have agreed to the attached work schedule, which meets 
both the needs of the department and the health care provider’s recommendations. 

Based on the information provided to me, this leave does not result from a work-related illness or injury. 

HR Coordinator Name:

Campus Address: 

Campus Telephone Number:

Campus Email Address:

HR Coordinator Signature:  Date:

Please Note: When an employee will be out of work due to a medical issue, or when requesting 
parental leave, the employee and his/her supervisor must follow the University’s Leave and 
Approval Process.  Instructions are provided on the HR website. Please contact the Sick Leave Bank 
Administrator in the Division of Human Resources with questions or assistance. 

USA/MTA Sick Leave Bank * contact: Human Resources * phone (413) 545-1478 * fax (413) 545-0483 
Thank you for taking the time to complete this form. 

https://asf-prod.umass.edu/hr/benefits-pay/benefits/leaves-absence

	Employee’s Family / Medical Leave Request Checklist 
	Application for Income ReplacementFor a Member’s Illness/Injury 
	SECTION ONE: EMPLOYEE INFORMATION 
	OTHER INSURANCE (this does not include the Sick Leave Bank) 

	SECTION TWO: MEDICAL INFORMATION (to be completed by health care professional) 
	SECTION THREE: DEPARTMENTAL CONFIRMATION 





Accessibility Report



		Filename: 

		USA MTA SLB Application Member's Illness (R) 08-11-2023.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 1


		Passed: 29


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Employee ID Number: 
	Job Title: 
	Department Time and Attendance Keeper: 
	Last Day Worked: 
	Department: 
	Supervisor's Name: 
	Return Date: 
	Other Insurance: 
	If Yes please specify: 
	Employee Name: 
	Nature of Illness or Injury: 
	If yes, please indicate: Off
	Patient’s Name: 
	1: 
	 General statement of patient’s condition, diagnosis, and date of onset: 
	 General statement of patient’s condition, diagnosis, and date of onset_1: 
	 General statement of patient’s condition, diagnosis, and date of onset_2: 

	2: 
	 How long have you been treating this patient for this condition (include dates of first and most recent visits)?: 
	 How long have you been treating this patient for this condition (include dates of first and most recent visits)?_1: 

	3: 
	 Please describe your treatment plan and prognosis for this patient: 
	 Please describe your treatment plan and prognosis for this patient_1: 
	 Please describe your treatment plan and prognosis for this patient_2: 
	 Please describe your treatment plan and prognosis for this patient_3: 

	5: 
	 Do you anticipate the patient will be able to return to work earlier on a modified work schedule?: Off

	If YES, please specify when you anticipate the patient will be able to return the work and perform the duties of their current: 
	If YES, and you are unable to determine a return to work date at this time, when will you be able to provide a return to work: 
	If YES, please specify the date on which the employee can return with modifications: 
	Required Work Modifications: 
	Required Work Modifications_1: 
	Specify the date when the employee will be able to return to work without modifications: 
	Registration Number: 
	Address: 
	Title/Specialty: 
	Have you filed a Worker’s Compensation Notice of Injury involving this illness/injury?: Off
	Is the illness or injury that is disabling you from performing your job caused, or exacerbated, by your job?: Off
	Do you have insurance which may cover income replacement for this illness/injury?: Off
	Short-term disability policy: 
	Long-term disability policy: 
	Work Telephone Number: 
	Home Telephone Number: 
	Home Address: 
	Email Address: 
	Email Address_1: 
	Email Address_2: 
	Telephone Number: 
	Telephone Number_2: 
	Telephone Number_1: 
	Have you applied for income replacement from any of the sources indicated above?: Off
	4: 
	 Do you believe the patient will be able to perform the duties of their current position in the future?: Off

	Date: 
	Date_1: 
	I have approved: 
	Hours Per Week: 
	Leave Begin Date: 
	Leave End Date: 
	Departmental HR Coordinator: 
	HR Coordinator Address: 
	HR Coordinator Phone Number: 
	Campus Email Address: 
	Date_2: 


