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COMMONWEALTH OF MASSACHUSETTS

HUMAN RESOURCES DIVISION

EXTENDED ILLNESS LEAVE BANK (EILB) WITHDRAWAL APPLICATION
Name: ___________________________________________________________      EMP. ID. ______________________

Job Title: _________________________________________ Agency: ________________ Agency Number 



Home

Address: ______________________________________________City/State _____________________Zip___________

Work Address: _____________________________________________________________________________________

Work Tel: __________________ 
Home Tel: ___________________
Date of Application: _____/_____/_____

The first two pages of this three-page form must be completed by the employee.  A medical certification form must accompany this application.   Hours Worked per week? 37.5____ 40____ Other____ Days Worked  S__ M__ T__ 

                                                                                                                                                                   W__ T__ F__ S__ 

My first day out on leave due to this illness or injury was:  ___/___/___

A separate application form must be completed for each 30 workday period.  Multiple applications may be submitted at the same time as long as the medical documentation covers the periods requested. 











FOR Agency USE ONLY

I wish to withdraw _____ workdays (maximum 30 days per application).

Approved withdrawal period

The period* I am requesting time from the EILB is  ___/___/___ through ___/___/___.  
__/__/__ to __/__/__  ___ Days
*  Important note: the beginning date of this period can be no earlier than the 21st consecutive workday of absence or the
   workday after all leave has been exhausted, which ever is later.

Please answer all of the following questions.  This will enable us to assist you in benefit determination and coordinate your EILB withdrawal with other forms of compensation.  You must apply for any and all other disability benefits or compensation for which you may be eligible before your EILB application can be considered.

DISABILITY PLAN ELIGIBILITY

1.   Are you a member of any state sponsored or private disability plan?   ____yes   ____no

      (If no, skip to question number 7.)

2.   If yes, indicate whether it is a long-term disability plan (LTD) or short-term disability plan (STD)   

      ____LTD   ____STD  ___both

      Disability plan names and addresses: 

3a.  Are you eligible to receive STD benefits?  ___yes  ___no (why not) 

3b.  Are you eligible to receive LTD benefits?  ___yes  ___no (why not) 

4a.  If yes, when did you submit your application to receive STD benefits?  ___/___/___

4b.  If yes, when did you submit your application to receive LTD benefits?  ___/___/___

5a.  What is the required waiting period for STD benefits to become effective?  _____days

5b.  What is the required waiting period for LTD benefits to become effective?  _____days

6a.  What date will your STD benefits become effective?  ___/___/___

6b.  What date will your LTD benefits become effective?  ___/___/___

INDUSTRIAL ACCIDENT/WORKERS’ COMPENSATION

7.   Is the condition a result of an industrial accident?  ___yes   ___no

8.   Is the injury or illness work related?  ___yes  ___no

9a.   Have you applied for Workers’ Compensation as a result of this condition?  ___yes  ___no

9b.  If yes date of application: ___/___/___

(Continued on next page)

EXTENDED ILLNESS LEAVE BANK WITHDRAWAL APPLICATION (continued)

INDUSTRIAL ACCIDENT/WORKERS’ COMPENSATION (continued)
10.  Have you filed a Workers’ Compensation application/appeal in the last six months that has been denied?

       ___yes  ___no (If yes, attach denial)

11.  Do you have a Workers’ Compensation claim that is currently under appeal?  ___yes  ___no (If yes, attach
       documentation and indicate appeal hearing date  ___/___/___ )

12.  Are you presently receiving or have you received in the last six months any industrial accident related
       compensation?       ___yes  ___no

MOTOR VEHICLE ACCIDENT (NOT WORK RELATED)

13a.   Is this condition the result of a motor vehicle accident?  ___yes  ___no

13b.   If yes, indicate date of accident:  ___/___/___ and insurance carrier address and phone number:


_____________________________________________________________________


Please attach a letter from your auto insurance carrier explaining what type of wage replacement benefit you are 
entitled to receive.

OTHER LEAVE BANKS
14a.  Are you eligible to withdraw time from any union, college or other sponsored bank? ____yes  ___no

14b.  If yes, have you made application to the union/college sponsored bank?  ___yes  ___no

14c.  If yes to question 14b, indicate date of application:  ___/___/___

       and period for which coverage was requested  ___/___/___  through  ___/___/___;  number of  days ______.


If no, indicate reason why you have not applied:  


__________________________________________________________________________________________


__________________________________________________________________________________________

RETIREMENT

15.  Do you have an application pending for any retirement or disability retirement compensation?  ___yes  ___no

       If yes, indicate date filed  ___/___/___
WORK CONDITIONS

16a. Are you able to work full-time in your current position as a result of the extended illness?   ___yes  ___ no

16b. Are you able to work part-time in your current position as a result of the extended illness?  ___yes  ___no

16c. Are you able to work light duty as a result of the extended illness ?  ___yes  ___no        

16d. Are you able to return to work in another capacity?  ___yes  ___no

I certify that I have accurately answered all questions on the withdrawal application form.  I have attached medical documentation and all other required documentation.  I understand that I may be asked to provide additional documentation related to my condition as a prerequisite for approval/continuation of EILB time.  I certify that I am not employed by any other employer or receiving any type of remuneration during this period of extended illness and while receiving funds through this program.   I am aware that any misrepresentation of these facts may result in denial of EILB benefits, removal from the EILB program and termination of my employment.

________________________________________________                          _______________________

Signature of Applicant





      Date

(Continued on next page)

EXTENDED ILLNESS LEAVE BANK WITHDRAWAL APPLICATION (continued)

 To be completed by the Agency Payroll Officer

I certify that _______________________________________:




(employee name)

 FORMCHECKBOX 
 Is a current EILB member in good standing? 

 FORMCHECKBOX 
 has exhausted his/her sick, vacation, and personal leave, compensatory time, and all other forms of paid       leave (current balances: sick____  vacation____  personal____ comp____ as of ___/___/___)

 FORMCHECKBOX 
 has been on leave or will be on leave due to extended illness or injury for at least 20 consecutive work days as
     of 
___/___/___

__________________________________________




Date ___/___/___

Payroll Officer

I hereby approve/do not approve the above individual’s request for withdrawal:






             
Approve     Do not approve  

_________________________________________
 FORMCHECKBOX 


 FORMCHECKBOX 


Date ___/___/___

Supervisor

_________________________________________
 FORMCHECKBOX 


 FORMCHECKBOX 


Date ___/___/___

Agency Head
_________________________________________
 FORMCHECKBOX 


 FORMCHECKBOX 


Date ___/___/___

Cabinet Secretary

_________________________________________
 FORMCHECKBOX 


 FORMCHECKBOX 


Date ___/___/___

CHIEF HUMAN RESOURCES OFFICER (CHRO)*
Reason for denial: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

*Delegated agencies do not require CHRO approval.  However, this completed EILB Withdrawal Application must be retained and available for review by authorized Human Resources Division (HRD) personnel as part of the EILB Audit Process.
Re-issued 12/06/10   
