Request for Emergency Paid Sick Leave and/or Expanded FMLA
To request Emergency Paid Sick Leave or Emergency Family and Medical Leave as provided under the Families First Coronavirus Response Act, please complete the following request form and submit to [title] as soon as possible before leave commences. 
Type of leave requested:        Emergency Paid Sick Leave ❏       Emergency Family and Medical Leave ❏       Both ❏
Employee Name (print clearly): ________________________________________________________________________
Department: ___________________________________                Manager: ____________________________________
Requested Leave Start Date: ______________________         Estimated Leave End Date: __________________________
Statement why the employee is unable to work (or  telework): _____________________________________________ __________________________________________________________________________________________________
The amount of leave being requested is __________ hours. 
[bookmark: _GoBack]The COVID-19 qualifying reason for this request is (check the appropriate reason below):
❏ 1) I am subject to a federal, state, or local quarantine or isolation order related to COVID–19.
   Please provide name of government entity requiring quarantine: ___________________________________	
❏ 2) I have been advised by a health care provider to self-quarantine due to concerns related to COVID–19.
	   Please provide name of healthcare provider: ___________________________________________________	
❏ 3) I am experiencing symptoms of COVID–19 and seeking a medical diagnosis.
❏ 4) I am caring for an individual who is subject to either number 1 or 2, above. (Provide information requested in 1 or        2, above on behalf of the individual.)
	   Please provide name of individual: ___________________________________________________________	
	   What is your relationship to this individual? ____________________________________________________	
❏ 5) I am caring for my child whose primary or secondary school or place of care has been closed, or my childcare provider is unavailable due to COVID–19 precautions. (By selecting this option, I represent that no other suitable person is available to care for my child or children during the leave period).
	Please provide name(s) and age(s) of child or children: ____________________________________________	
Please provide name of school, place of care or provider that is closed or became unavailable: _________________________________________________________________________________________	
	Please provide name of entity requiring quarantine: ______________________________________________	

❏ 6) I am experiencing another substantially similar condition specified by the Secretary of Health and Human Services.
Employee Signature: ________________________________________________            Date: _____________________
