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CLINICIAN EDUCATOR PROFESSIONAL DEVELOPMENT LEAVE (PDL)
REIMBURSEMENT REQUEST


Name of Clinician Educator on PDL: _________________________________________
PDL Start Date:   ___________________ through Ending Date:  ___________________  
Total calendar days on PDL (including weekends & holidays):


FY ______   
Days: ____________ (A)
FY ______   
Days: ____________ (A)
FY Base Salary (@100% Annualized):

FY ______        $________________ (B)








FY ______   
$________________ (B)
% FTE Effort (Prior to Leave):
   __________% (C); or
% FTE Effort (3-Yr Average):
   __________% (D)


          


Use the greater of (C) or (D) above:         _______________% (E)

% FTE Level if PDL was approved for part-time leave only:         _________________ (F)

Expense reimbursement requested:   

FY ___________ 

$_______________ (A/365)*(B*E*F)





FY ___________

$_______________ (A/365)*(B*E*F)

Total expense reimbursement requested for all FYs:         
$_______________ Total
Department PTA Account to Reimburse: 


#__________________

Amount approved by Fiscal Affairs:   $_____________________ Date: _______________      
Fiscal Affairs approver:    ____________________________________________________ 

             


   (Signature)



Department: _____________________________________________ Date: _____________________


  


Clinical DFA Name (requestor): __________________________________Phone: _______________





Dept Finance Approver (signature); _____________________________________________________   





Special Comments:











5/1/13
  
Submit completed form to:
School of Medicine Dean’s Office

Ann Bjelland, Faculty Compensation


bjelland@stanford.edu

