
This form and its contents were prepared by Fisher & Phillips LLP and updated on April 3, 2020.

COMPLIMENTS OF

EMPLOYEE REQUEST FOR EMERGENCY PAID SICK LEAVE OR 
EMERGENCY FAMILY AND MEDICAL LEAVE FOR COVID-19 
(CORONAVIRUS) RELATED REASON AND SELF CERTIFICATION

Employees requesting Emergency Paid Sick Leave and/or Emergency Family and Medical  

Leave must complete this form, collect proper documentation supporting the need for leave and 

return both to				       			   as soon as practicable. Consult the  

Company’s Emergency Paid Sick Leave Policy and Emergency Family and Medical Leave Expansion 

Act Policy for more information regarding your entitlement to leave. Providing false information or 

documentation shall constitute a violation of Company policy.

NAME: DATE OF REQUEST:

EMERGENCY PAID SICK LEAVE

REASON FOR LEAVE (please select one)

LENGTH OF LEAVE END:BEGIN:

I am unable to work or telework because I am subject to a federal, state or local quarantine isolation order re-

lated to COVID-19.  I attach documentation related to the order.

Name of government entity issuing order:

I am unable to work or telework because I have been advised by a health care provider to self-quarantine 

due to concerns related to COVID-19.

Name of health care professional advising self-quarantine:

I am unable to work or telework because I am experiencing COVID-19 symptoms and seeking a medical diagnosis.

Name of health care professional from whom seeking diagnosis:

I am unable to work or telework because I am caring for an individual who is subject to a federal, state or 

local quarantine or isolation order related to COVID-19 or who has been advised by a health-care provider to 

self-quarantine due to concerns related to COVID-19.  I attach documentation related to the order.

Name of individual to whom providing care:

Relationship to you of person to whom providing care:

Name of government entity issuing order or health care provider advising self-quarantine:

I am unable to work or telework because I am caring for my child whose school or child-care provider is closed/

unavailable due to concerns related to COVID-19.  I attach documentation with this request demonstrating that 

the school or childcare provider is closed/unavailable.

Name and age of child:

Name of school or child care provider:

Will any other suitable person be caring for the child during the period Emergency Paid Leave is requested?

If the child is older than 14 and needs care during daylight hours, please explain the special circumstances that exist requiring 

you to provide care during those times:

I am unable to work or telework because I am experiencing “any other substantially similar condition” specified 

by the U.S. Department of Health and Human Services.
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EMERGENCY FAMILY AND MEDICAL LEAVE (EFML) 

LENGTH OF LEAVE END:BEGIN:

I am unable to work or telework because I am personally caring for my child because my child’s school, place 

of care, or childcare provider is closed/unavailable due to the COVID-19 public health emergency.  I attach  

documentation with this request demonstrating that the school or childcare provider is closed/unavailable.

Name and age of child:

Name of school or child care provider:

Will any other suitable person be caring for the child during the period Emergency Paid Leave is requested

If the child is older than 14 and needs care during daylight hours, please explain the special circumstances that exist requiring 

you to provide care during those times:

ELECTION TO USE OTHER AVAILABLE LEAVE: You may elect to use any existing accrued,

paid time off before using Emergency Paid Sick Leave and/or you may use it to supplement your 

Emergency Paid Sick Leave benefit, to the extent such time is available for the reasons you have identified. 

Please contact 							          should you wish to utilize  

other accrued, paid time off. The ability to supplement the EPSL benefit with paid leave is at the  

Company’s discretion.

ELECTION TO USE OTHER AVAILABLE LEAVE: The first ten days of EFML requested shall be unpaid.  You may elect to use

other accrued paid leave (such as PTO/Vacation) the first ten days of leave by electing such below, or you may use your Emergency Paid  

Sick Leave (“EPSL”) the first 10 days of your EFML. 

Optional: 

.  If you elect to use your EPSL benefit, you may utilize PTO/Vacation to supplement it.  

.  The Company will require you to use any existing paid time off to supplement the EFML benefit you receive during the 10 weeks of paid EFML.

I wish to use my EPSL benefit during the unpaid portion of my EFML.

I wish to supplement my EPSL benefit during the first 10 days of my EFML using PTO/Vacation.

I wish to use PTO/Vacation for the following unpaid portion of my EFML 

I wish to use PTO/Vacation to supplement the following days of my EFML benefit leave

(If the employer is not going to require use of paid time off during the 10-week EFML benefit, keep below)

IF YOU DID NOT HAVE SUFFICIENT SPACE ABOVE, please feel free to provide any additional relevant information below:
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BY SIGNING BELOW, I certify that the above information is true and correct to the best of my knowledge.  

I further understand that any false statement may result in disciplinary action, including termination of employment.

print full name date

signature

Employers may wish to track leave designation on a separate form, similar to a traditional FMLA leave designation form.   

However, some employers may wish to insert an “Office Use Only” section here where they can track leave designation  

in one place.
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