FFCRA LEAVE REQUEST FORM
Employee  Name:	_____________________________________________________________________ 
Position: 		_____________________________________________________________________ 
Dates  of  Requested  Leave:  	______________________________________________________________ 
Explain  Nature of  Inability  to  Work/Telework:   _______________________________________________ 
________________________________________________________________________________________ 
Special  Leave  Consideration Requests  (e.g., intermittent  leave):	_____________________________ 
________________________________________________________________________________________ 
Reason  for  Requested  Leave (Select  One) 
		Federal, State, or  local  quarantine  or  isolation  order  related to  COVID-19 that prevents employee from working even though work/telework is available.
Name of  governmental  entity  ordering  quarantine  or  isolation:  ________________________ 
Duration of  quarantine  or  isolation order:  __________________________________________ 
	Advised by  a  health  care provider  to  self-quarantine due to  concerns related  to  COVID-19 
Name of  health care  provider  advising  self-quarantine:  _______________________________ 
Date self-quarantine  advised:  ______________________________________________________ 
Duration  of  advised  self-quarantine:  ________________________________________________ 
  	Experiencing  symptoms  of  COVID-19 and  seeking  a medical  diagnosis  OR  experiencing  any other  substantially  similar  condition 
Symptoms:  ______________________________________________________________________ 
Date  symptoms  began:  ____________________________________________________________ 
Date  of  anticipated  diagnosis:  ______________________________________________________ 
[bookmark: _Hlk37162200]  	Caring for  an individual  who  is  subject  to  a quarantine  or  isolation order,  or  caring for an individual who has  been advised to  self-quarantine  (also  complete appropriate quarantine or  isolation  order  or  self-quarantine information above) 
Name of  individual  quarantined  or  self-quarantined:  _________________________________ 
Relation to you: __________________________________________________________________ 
Basis for individual’s self-quarantine (if applicable): ____ has COVID-19  _____ May have COVID-19 due to known exposure or symptoms  ______ particularly vulnerable to COVID-19  
Nature of care provided:  __________________________________________________________ 
 	Caring for employee’s son or daughter under the age of 18 because the school or place of care of the son or daughter has been closed, or the childcare provider of such son or daughter is unavailable, due to COVID-19 precautions 
Name and age of child(ren) 	__________________________________________________________ ____________________________________________________________________________________ 
If child is over the age of 14, do special circumstances exist that require you to provide care to the child? If yes, describe: ____________________________________________________________________________________ 
Name of school/childcare facility/provider:	_____________________________________________ 
____________________________________________________________________________________ 
Will any other person, including another parent, be providing care for the child during the period of leave? ______________________________________________________________________________ 
Is any other person available to care for the child during the period of leave? _____________________ 

EMPLOYER TO COMPLETE:  Identify the type of leave and how it will be paid (check all that apply)
_______ Emergency Paid Sick Leave – up to two weeks (regular rate of pay not to exceed $511 per day)
_______ Emergency Paid Sick Leave – up to two weeks (2/3 pay not to exceed $200 per day)
_______ Extended Paid FMLA Leave – up to twelve weeks (2/3 pay not to exceed $200 per day, first two       weeks are unpaid)
TO BE DETERMINED based on Employer Policy AND Employee Request:
_______ Use existing paid leave to cover two-week unpaid waiting period for Extended FMLA:  
_____ PTO	_____ vacation  	_____ personal  	______ sick     
	_______ Use existing paid leave to supplement FFCRA leave when benefit only covers 2/3’s wages:
_____ PTO	_____ vacation  	_____ personal  	______ sick     
_______ Use existing paid leave concurrent with the start of EFMLA:
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COMMENTS:





Employee Signature       _________________________________________  
Employee Name:  	_________________________________________
Date/Time:		_________________________________________

Completed By (if not employee): __________________________________	
Date/Time:		_________________________________________
