








COUNTY OF TRINITY 

RECIPIENT APPLICATION VACATION/CTO DONATION PROGRAM 

 

I hereby make application to access the Vacation/CTO Donation Bank.  I understand that in 
order to qualify as a recipient, I must meet program criteria and receive the approval of the Leave 
Donation Review Committee.  

I have exhausted all of my accrued vacation, sick leave, CTO or administrative leave, and 
holiday credits and am eligible for leave without pay.  

I believe my circumstances qualify as verifiable long-term illness or injury of self or immediate 
family member, and are described as followed:  

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

(Attach additional sheet if necessary) 

In the event I am determined to be eligible as a recipient, I agree to abide by the terms of the 
Vacation/CTO Donation Program currently in effect.  I understand that I shall hold tax liability 
for the hours donated to me in accordance with IRS regulations.  I understand becoming an 
eligible recipient does not guarantee that donated leave time in the bank will be sufficient to meet 
my needs.  If I am determined to be ineligible, I understand the decision of the Vacation/CTO 
Donation Review Committee is final and therefore not subject to any form of appeal.  

 

_____________________________   __________________________ 
Employee Name      Signature of Employee 

_______________________________  ___________________________ 
Title        Department  

 

I concur in this request, and confirm that the employee has exhausted all accrued leave. I have 
authorized a leave of absence through _____________________________________________.  

_________________________________  __________________________________  
Signature of Department Head    Date 

 

Vacation/CTO Donation Committee: 

Action: ________________________  Date: _____________________________ 



COUNTY OF TRINITY  

REQUEST FOR ASSIGNMENT OF VACATION/CTO  

 

 I hereby request that hours of __________ [] Vacation [] CTO time now accrued to me be 
assigned and credited to ________________________________________.  

 I understand that this request must be approved by my appointing authority and the County 
Administrative Officer and that if this request is granted, the amount of my accrued leave time will 
be reduced accordingly.  

I hereby represent that the above request is freely made by me and that I will not be compensated 
for this assignment by any person or entity, including but not limited to the County of Trinity or 
________________________________________.  

 I hereby release the County of Trinity and all its officers, agents and employees from any liability 
to me for the reduction in my accrued leave time that will result if this request is granted.  

I further understand that if this request is granted, the use by ___________________________of 
the amount of leave time donated pursuant to this request will be limited to the period of time 
____________________remains on leave status.  If _____________________terminates his/her 
county employment, any amount of my accrued leave assigned to him/her pursuant to this request 
that is not used by him/her prior return to his/her return to paid County employment status or 
termination of County employment will be placed in the general bank for use by other eligible 
employees.  

 

________________________________  ____________________________________ 
Employee Name      Employee Signature    

________________________________  ____________________________________ 
Title        Department  

 

I concur in this request: 
 

__________________________________ 
Department Head Signature 
 

__________________________________ 
CAO Signature 
 

Date to Payroll: _____________________________ 



COUNTY OF TRINITY 

VACATION/CTO DONATION COMMITTEE 

 

DATE: _______________________________________________________________________ 

MEMORANDUM TO: __________________________________________________________ 

FROM: _______________________________________________________________________ 

SUBJECT: REQUEST TO ACCESS VACATION/CTO DONATION BANK 

This is to advise your request to access the Vacation/CTO Donation Bank has been  

• Approved  
   

• Denied  

Reason for denial (if checked):  

• Circumstances are not verifiable as defined in the Vacation/CTO Donation Program 
provisions.  
 

• You are eligible for accrued vacation, sick leave, CTO, holiday credits or administrative 
leave.  
 
 

• Your appointing authority has not approved unpaid leave status.  

 

Should these circumstances change in the future, you may reapply for access to the bank. 
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