	WAIVER REQUEST
Per Compensatory Leave Reduction Notice
Finance and Administration Cabinet

	(please type or print)


	[bookmark: Text1]NAME:        

	[bookmark: Text2]DEPARTMENT/OFFICE:       

	[bookmark: Text3]DIVISION:       

	

	
[bookmark: Text4]DATE OF COMPENSATORY LEAVE REDUCTION NOTICE:       


	[bookmark: Text5]AS OF PAY PERIOD ENDING:       
	COMPENSATORY
[bookmark: Text6]LEAVE BALANCE IS:       



Pursuant to Section III, D of FAC Standard Procedure 2.2.18, I request a waiver of the above noted request to reduce my compensatory leave balance. The basis for this request is: 

[bookmark: Check1]|_|	I have filed my notice of retirement with ______________________. My last day of employment will be ________.

[bookmark: Check2]|_|	Scheduling time off with my office is not feasible at this time. I expect that I will be better able to schedule time off on/during ______________________ (date/month,year).

[bookmark: Check3]|_|	Other:  (Please explain: ______________________________________________________________________

	_________________________________________________________________________________________

	_________________________________________________________________________________________

I have read FAC Standard Procedure 2.2.18 and understand that I am requesting a waiver from reducing my compensatory leave balance. I understand that if the situation arises, or if my leave balance approaches 240 hours, I will voluntarily schedule time off pursuant to 101 KAR 2:102.


______________________________________________________	_______________________________
Employee/Title								Date

By signing below, I agree that scheduling time off is not feasible for this office and/or employee. I understand that should it become feasible, the employee will schedule time off as requested on the Compensatory Leave Reduction Notice.

______________________________________________________	_______________________________
Supervisor/Title								Date

______________________________________________________	_______________________________
Commissioner/Agency Head						Date


RETURN THIS FORM TO: 
Executive Director, Human Resources, 702 Capital Ave, Capitol Annex Rm 188, Frankfort, KY 40601

For Agency Use Only:	Date Waiver Form Received: ____________ Date Waiver Request Approval: _____________

			Date Confirmation Email sent to Employee and Supervisor: _________________
Form SP7.202182
