Request for Leave under the FFCRA
eFMLA/ePSL
	Employee Information:

	Name:
	Date:

	Position:
	Department:

	Hire Date:
	Start Date of Leave:
	Date of Return:

	Reason for leave (check the reason that applies below):

 FORMCHECKBOX 
 (1) Employee is subject to a Federal, State, or local quarantine or isolation order related to COVID-19
 FORMCHECKBOX 
 (2) Employee has been advised by a health care provider to self-quarantine related to COVID-19
 FORMCHECKBOX 
 (3) Employee is experiencing COVID-19 symptoms and is seeking a medical diagnosis 
 FORMCHECKBOX 
 (4) Employee is caring for an individual subject to an order described in (1) or self-quarantine as described in (2)
 FORMCHECKBOX 
 (5) Employee is caring for his or her child whose school or place of care is closed (or child care provider is unavailable) due to COVID-19 related reasons
 FORMCHECKBOX 
 (6) Employee is experiencing any other substantially-similar condition specified by the U.S. Department of Health and Human Services

	Have you taken FMLA for any reason in the last 12 months      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, how many workweeks (or portions thereof) have you taken? _______________________________________

Are you requesting intermittent leave or a reduced schedule?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Note: ePSL may only be used intermittently in the event of the closure of the employee’s child’s school or place of care

	Acknowledgment:

	I acknowledge my statement that I am unable to work (or telework) due to the reason checked above. I understand that I need to provide documentation of the reason for leave including, but not limited to the following: the source of any quarantine or isolation order, or the name of the health care provider who has advised you to self-quarantine. For example, this documentation may include a copy of the Federal, State or local quarantine or isolation order related to COVID-19 applicable to the employee, written documentation by a health care provider of a medical diagnosis or advising the employee to self-quarantine due to concerns related to COVID-19, or notice that has been posted on a government, school, or day care website, or published in a newspaper, or an email from an employee or official of the school, place of care, or child care provider
 FORMCHECKBOX 
 Written documentation by a health care provider is attached.

 FORMCHECKBOX 
 Written documentation by a health care provider will be provided to Human Resources within 15 days.

 FORMCHECKBOX 
 Source of Quarantine/Isolation Order related to COVID-19 is attached. 

 FORMCHECKBOX 
 Notice of school, place of care, or child care provider is attached.

I understand that Human Resources will evaluate my request for emergency paid family and medical leave or emergency paid sick leave and notify me whether my request has been approved or denied.  

I understand that where allowed by the federal or state law, all available leaves (either paid or unpaid) will run concurrently.  For example, workers' compensation leave; sick, vacation, or personal leave; leave as a reasonable accommodation for a qualified individual with a disability; or any other paid time off used for qualifying FMLA leave reasons. Also, I understand that this leave will be counted against my annual family medical leave entitlement. 

I understand that if I have accrued paid leave available and I am granted this leave, I will be not be required to use all my accrued paid time off during the leave. However, I may request to use my paid accrued leave to substitute any unpaid portions of leaves under the FFCRA upon mutual agreement between myself and the employer.  
I acknowledge that all existing certification requirements under the FMLA remain in effect if I am taking leave for one of the existing qualifying reasons under the FMLA. For example, if I am taking leave beyond the two weeks of emergency paid sick leave because of my medical condition for COVID-19-related reasons rises to the level of a serious health condition, I must continue to provide medical certifications under the FMLA if required by my employer.  

I understand that a failure to return to work at the end of my leave period may be treated as a resignation unless an extension has been agreed upon and approved in writing.

 

	Employee’s Signature: 
	Date:

	Approvals:

	Supervisor:
	Date:

	Human Resources:
	Date:


NOTE: The requirement to use all but 5 days of accrued paid time off is not a legal requirement and may be replaced with your company’s specific

leave policy requirement(s).
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