READING SCHOOL DISTRICT

REA SICK LEAVE BANK

CRL VERIFICATION FORM

Name:
 ____________________________________________________

Address: ___________________________________________________

               ____________________________________________________

Telephone: ___________________________________________________

Building: _____________________________________________________

Number of Accrued RSD Sick Days as of Delivery Date: _______________

Number of Personal Days Applied to CRL: ________________________

Date of Delivery: _____________________________________________

Type of Delivery***: _____________________________________________

Date: _______________________________________________
Signature:______________________________________________

*** Type of Delivery – Cesarean or Non-Cesarean

