
SICK BANK ENROLLMENT 

I would like to join the sick bank. My information is as follows:  

Name:  ______________________________________________ 

SS#: _________________________________________________ 

Address: _____________________________________________ 

             _____________________________________________ 

Home Phone: _____________________________________________  

Position and/or School: ___________________________________________ 

Date Employed: ________________________________________________ 

I am authorizing Somerset. County Public Schools to deposit three (3) of my sick leave days to the Sick bank as 
required for new membership. 

Signature: ________________________________________________  Date: _________________ 
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