
This form may be completed, except for the signature section, by a member of HR or management and delivered, faxed, e-mailed, or mailed to employee or given to employee on their return to work for signature and verification.

Name:____________________________________ Position/Department: ____________________________________
I am unable to work or telework and I am requesting leave for the following reason:

❏ I am subject to a federal, state or local quarantine or isolation order related to COVID-19 (attach copy if available);

Please identify government body issuing order: ________________________________________________
 ❏ I was advised by a health care provider to self-quarantine due to COVID-19 concerns (attach provider’s instructions if given to you); 

Please provide name and contact information for health care provider: 
______________________________________________________________________________________
 ❏ I am experiencing COVID-19 symptoms and seeking medical diagnosis;

Please briefly describe symptoms: __________________________________________________________

Please provide date of onset: ______________________________________________________________ 

❏ I am caring for an individual subject to a federal, state or local quarantine or isolation order or advised by a health care provider to self-quarantine due to COVID-19 concerns; 

Please identify individual and their relationship with you:________________________________________

_____________________________________________________________________________________

❏ I am caring for my child if the child’s school or place of care is closed or the child’s care provider is unavailable due to a public health emergency (attach notice of closure if available to you); or 

Please identify school, place of care, or childcare provider: _______________________________________

______________________________________________________________________________________

Please identify child/children and date(s) of birth: _______________________________________________

If you are seeking leave to provide care to a child who is 15 or older, and you are seeking leave for daylight hours, please describe any special circumstances that result in that child needing care during daytime hours:

______________________________________________________________________________________

______________________________________________________________________________________

Affirm the following by your signature: No other person will be providing childcare during the period for which I have requested and will receive leave. I will update the Company if that changes. 

_________________________________(signature)
❏ I am experiencing any other substantially similar condition specified by the Secretary of Health and Human   Services in consultation with the Secretary of the Treasury and the Secretary of Labor.

Please describe condition: ________________________________________________________________
I request for leave to begin on the following date: ________________________________________________________
I anticipate no longer needing leave for the above reason on the following date: ________________________________

Do you want to apply paid leave to any unpaid days or portions of your leave request?
If the leave you have requested is not fully paid for the full duration of the leave, do you want the Company to apply available sources of Company-provided paid leave such as vacation, sick leave, or PTO if the reason for your request satisfies the use restrictions on those forms of leave?

______ Yes, apply all accrued paid leave so that I remain as close to fully compensated as possible during this leave.

______ I am requesting leave related to a school closure or childcare loss and I request that any Emergency Paid Sick Leave I have available run concurrently with the first two weeks of Emergency FMLA Expansion Leave so that I am paid at 2/3 my regular rate for time I would have worked up to a cap of $200/day and $12,000 in the aggregate for both leaves.

______ No, do not apply any accrued paid leave to any unpaid portion or period of my requested leave.

______ I would like for someone from HR to contact me further about these options. I understand that this may delay my receipt of Company-provided paid leave. Preferred contact (phone or email): __________________________________
Notwithstanding your selection above, if your leave is designated as EFMLA leave, the Employer may require you to use employer-provided accrued paid leave (but not EPSL) that would be available for your use under its policies during weeks 3-12 of EFMLA.
I understand this form will be used to make a determination of my eligibility for a paid leave benefit pursuant to a federal government program and that employer is required by the government to seek verification and documentation supporting my request. My signature below indicates my affirmation that all representations above are complete and correct and that I will notify Employer of any changes to the above.

Signature





Date


To: _______________________________________________________________________________________

First                                        Middle                                          Last                  

 Suffix

From:
__________________________________________________________

Date: _________________


Employer Leave Representative
Upon review of your request for Emergency Paid Sick Leave (EPSL) and the supporting documentation, we have decided:

 FORMCHECKBOX 
 Your Emergency Paid Sick Leave request is approved.  

You must notify the Company as soon as practicable of changes in the anticipated leave.  

 FORMCHECKBOX 
 Based on the information you have provided, we anticipate the following number of hours, days, or weeks will be counted against your Emergency Paid Sick Leave entitlement:

___________ weeks,  _____________ days, ______________ hours
 FORMCHECKBOX 
 Because the leave you have requested is unscheduled, an estimate cannot be provided at this time.  

Intermittent Leave or Reduced Schedule Leave
 FORMCHECKBOX 
 You may not use EPSL intermittently or on a reduced schedule because you are under a government quarantine or isolation order, have been medically advised to self-quarantine, are experiencing COVID-19 symptoms and seeking a diagnosis, are caring for someone else under a government quarantine or isolation order or who was medically advised to quarantine, or have other symptoms/conditions approved by the federal government for this leave. 

 FORMCHECKBOX 
 Employer will grant your request to use EPSL intermittently or on a reduced schedule while teleworking while you are under a government quarantine or isolation order, have been medically advised to self-quarantine, are experiencing COVID-19 symptoms and seeking a diagnosis, are caring for someone else under a government quarantine or isolation order or who was medically advised to quarantine, or have other symptoms/conditions approved by the federal government for this leave. Our agreed-on schedule is enclosed.
 FORMCHECKBOX 
 You may use EPSL intermittently or on a reduced schedule related to your seeking leave due to an inability to work due to school closure or loss of childcare provided employer agrees to such an arrangement and/or because your leave request stemmed from a partial closure/loss (ex: school is using a hybrid of in-person and virtual approaches).
 FORMCHECKBOX 
 Employer is unable to offer the use of EPSL intermittently or on a reduced schedule basis for business reasons, and you did not request to use EFMLA intermittently or on a reduced schedule basis due to a partial school closure or childcare loss (ex: school is using a hybrid of in-person and virtual approaches).

Calculation of maximum hours to be awarded in a two-week period:
 FORMCHECKBOX 
 You are a full-time employee entitled to a maximum of 80 hours of Emergency Paid Sick Leave.

 FORMCHECKBOX 
 You are not a full-time employee. Your prorated leave amount for a two-week period is ________ hours.


Calculation of wage rate to be awarded and cap to be applied
 FORMCHECKBOX 
 Because you are under a government quarantine or isolation order, or have been medically advised to self-quarantine, or are experiencing COVID-19 symptoms and seeking a diagnosis, you are eligible to be paid during time missed for this leave at your full regular rate, up to $511/day or $5,110 for the duration of this leave.
 FORMCHECKBOX 
 Because you are caring for someone else under a government quarantine or isolation order or who was medically advised to quarantine, or you are unable to work or telework due to school closure or loss of childcare, or have other symptoms/conditions approved by the federal government for this leave, you are eligible to be paid during time missed for this leave at 2/3 of your regular rate, up to $200/day or $2,000 for the duration of this leave.
 FORMCHECKBOX 
 Additional information is needed to approve your Emergency Paid Sick Leave request (request enclosed):

The information requested must be returned within 7 calendar days (except where not practicable under the circumstances) from this notice.  If the information is not provided in a timely manner, your leave may be denied or delayed.
 FORMCHECKBOX 
 Your Emergency Paid Sick Leave request is not approved.


 FORMCHECKBOX 
 Emergency Paid Sick Leave does not apply to your leave request.


 FORMCHECKBOX 
 You have exhausted your Emergency Paid Sick Leave entitlement.

 FORMCHECKBOX 
 You requested leave to care for a child due to a school closure or loss of childcare. Employer is exempt as a business of fewer than 50 employees whose viability as a going concern would be jeopardized by providing this leave (applicable to leave due to school closure or loss of child care only). 

 FORMCHECKBOX 
 Employer has in excess of 500 employees on the date you requested this leave.

 FORMCHECKBOX 
 You are not scheduled for work at this time because you are on furlough, have been laid off, or the worksite is closed.

 FORMCHECKBOX 
 Employee is exempt as a health care provider or emergency responder.

 FORMCHECKBOX 
 Other: ________________________________________________________________________________

________________________________________________________________________________


Part I—Notice of Eligibility
To: 
___________________________________________________________________________________
First                                        Middle                                          Last                  

 Suffix

From:
__________________________________________________________

Date: _________________


Employer FMLA Representative
On ____________________, you notified us that you would seek Emergency FMLA (EFMLA) leave beginning on ___________________ because you are unable to work or telework due to the need to care for a son or daughter due to the closure of the child’s school, place of care, or the unavailability of the childcare provider, due to a public health emergency related to COVID-19.
This notice serves to inform you that you are:

 FORMCHECKBOX 
 Eligible for EFMLA Leave (see Part II) Eligibility does not mean that your leave is designated as EFMLA leave.  Designation will be provided to you in a separate notice.

 FORMCHECKBOX 
 Not eligible for EFMLA Leave for reasons including (but not limited to) those indicated below:

 FORMCHECKBOX 
 You do not meet the Emergency FMLA Expansion Act requirement of being employed for at least 30 days.  As of the first date of requested leave, you will have worked approximately ____ days towards this requirement.

 FORMCHECKBOX 
 Employer is exempt as a business of fewer than 50 employees whose viability as a going concern would be jeopardized by providing this leave.

 FORMCHECKBOX 
 Employer has in excess of 500 employees on the date you requested this leave.

 FORMCHECKBOX 
 You are not scheduled for work at this time because you are on furlough, have been laid off, or the worksite is closed.

 FORMCHECKBOX 
 Employee is exempt as a health care provider or emergency responder.

 FORMCHECKBOX 
 Other: ________________________________________________________________________________
________________________________________________________________________________

If you have questions, please contact  _________________________________ or view the FMLA and EFMLA posters located in ______________________________________.

Part II—Rights & Responsibilities

If your leave does qualify as EFMLA leave, you have the responsibilities indicated below by checkmark.

 FORMCHECKBOX 
  Your health benefits continue during EFMLA leave under the same conditions as if you were continuing to work.  Contact _________________________ at _____________________________ to make arrangements to continue your share of the premium payments for your health insurance so that health benefits are maintained while you are on leave.  You have a 30-day grace period in which to make the premium payment.  If the payment is not timely made, your group health insurance may be cancelled.  The Company may either give you 15 days warning before your health coverage lapses, or, at its option, the Company may pay your share of the premiums and then recover the amount of those payments after you return from work.
 FORMCHECKBOX 
  We may request identification, verification of enrollment, and/or verification of the unavailability of other suitable childcare. We may also request information verifying the age of the child and his/her/their relationship to you. Such requests, if any, are enclosed with this Notice.
 FORMCHECKBOX 
 While on leave you will be required to report to us your status and intent to return to work every _______________________________.
 FORMCHECKBOX 
 The employer is not required to provide this leave on an intermittent or reduced schedule basis except in circumstances where the school closure or loss of childcare is partial (ex: school is using a hybrid of in-person and virtual approaches). However, we will consider requests for such arrangements within government restrictions; please make any such request as soon as possible to: _______________________________.

 FORMCHECKBOX 
  You are considered a “key employee” as defined in the FMLA. See below:  

 FORMCHECKBOX 
 The Company has determined that you cannot be reinstated without substantial economic injury.  The Company cannot deny you FMLA leave because you are a key employee.  However, you will be denied restoration to employment after taking the FMLA leave.  A separate notice, delivered either in person or sent by certified mail, explains the basis of our findings.

 FORMCHECKBOX 
  At this time, the Company has not determined whether or not you can be restored without substantial economic injury.  When the Company reaches such a determination, it will notify you in writing, delivered in person or sent by certified mail.  You will have a reasonable time to return to work after the notice is sent.

 FORMCHECKBOX 
  The Company has determined that though you are a key employee, based on the type and/or duration of leave and the business conditions the Company reasonably and in good faith anticipates it will be able to restore you to your former position without substantial injury.  If the circumstances of your leave or business conditions change, the Company may change this determination, in which case, it will notify you in writing, delivered in person or sent by certified mail.  You will have a reasonable time to return to work after the notice is sent.
If you are able to return to work earlier than anticipated when you requested leave, you must give the Company at least two workdays notice before your return.
If your leave does qualify as EFMLA leave, you have the following rights:
Under the FMLA (including the EFMLA amendment) and by Company policy, you are entitled to up to 12 weeks of all forms of FMLA leave (except servicemember caregiver leave, which has a 26 week entitlement) in the 12-month period described below:


 FORMCHECKBOX 
  the calendar year (January 1 – December 31).


 FORMCHECKBOX 
  some other fixed year beginning on _______________________ and ending _____________________


 FORMCHECKBOX 
  the 12-month period beginning with the date of your first FMLA leave use.


 FORMCHECKBOX 
  the rolling 12-month period measured backward from the date of any FMLA leave use.

Your present FMLA balance in the current FMLA leave year is _____ weeks /_____ days / _____ hours.
Under the FMLA, you are entitled to up to 26 weeks of unpaid leave to care for a covered Servicemember with a serious injury or illness in a 12-month period.  The applicable 12-month period begins on the first date on which Servicemember Caregiver leave is taken.
Your health benefits must be maintained during any period of unpaid leave under the same conditions as if you continued to work.

You will be restored to your previously-held job or the same or equivalent job that you would have held had you not taken leave with the same pay, benefits, and terms and conditions of employment when you return from FMLA leave.

If you do not return to work following FMLA leave, under some circumstances, the Company may recover any health insurance premiums paid on your behalf during your leave.

To: _______________________________________________________________________________________
First                                        Middle                                          Last                  

 Suffix

From:
__________________________________________________________

Date: _________________


Employer FMLA Representative
Upon review of your request for Emergency FMLA (EFMLA) leave and the supporting documentation, we have decided:

 FORMCHECKBOX 
 Your EFMLA request is approved.  

The FMLA requires you notify the Company as soon as practicable of changes in the anticipated leave.  

 FORMCHECKBOX 
 Based on the information you have provided, we anticipate the following number of hours, days, or weeks will be counted against your leave entitlement:

___________ weeks,  _____________ days, ______________ hours

 FORMCHECKBOX 
 Because the leave you have requested is unscheduled, an estimate cannot be provided at this time.  You may request an actual count of the time counted against your FMLA entitlement once in a 30-day period, provided you took leave during that period.

Intermittent Leave or Reduced Schedule Leave
 FORMCHECKBOX 
 You may use EFMLA intermittently or on a reduced schedule related to your seeking leave due to an inability to work due to a partial school closure or partial loss of childcare (ex: school is using a hybrid of in-person and virtual approaches). Your projected schedule is below:

________________________________________________________________________________________

Please notify employer as soon as possible to any changes to your child’s school schedule and any opportunity for your child to attend school/childcare on a full-time basis.
 FORMCHECKBOX 
 You may use EFMLA intermittently or on a reduced schedule related to school closure or loss of childcare pursuant to our agreement. Your projected schedule is below:
________________________________________________________________________________________
Alteration of this schedule requires employer approval. Should business circumstances dictate, employer may withdraw its agreement to this particular schedule or to provide EFMLA on an intermittent or reduced schedule basis. In such circumstances, employer will provide employee as much notice as possible and employee will be permitted to use any remaining EFMLA balance on a consecutive or “block” basis.
 FORMCHECKBOX 
 Employer is unable to offer the use of EFMLA intermittently or on a reduced schedule basis for business reasons, and you did not request to use EFMLA intermittently or on a reduced schedule basis due to a partial school closure or childcare loss (ex: school is using a hybrid of in-person and virtual approaches).
Your EMFLA leave entitlement is 12 weeks based on the following hours-worked-per-week calculation:
 FORMCHECKBOX 
 You would normally be scheduled to work ___ hours per week during the time for which you have requested this leave. OR
 FORMCHECKBOX 
 You are a variable hour employee who has worked for the Company for the past six months or longer. In the six months before this leave began, your worked on average ___ hours per week.

Leave is unpaid under the Emergency FMLA Expansion for the first 10 days unless you requested paid leave to apply
 FORMCHECKBOX 
 You have been approved, as you requested, for Emergency Paid Sick Leave to run concurrently during the unpaid initial ten-day period of EFMLA leave. 
 FORMCHECKBOX 
 You have been approved, as you requested, for employer-provided accrued paid leave to run concurrently during the unpaid initial ten-day period of EFMLA leave. The following employer-provided accrued paid leaves will be applied to this ten day period: 
________________________________________________________________________________________

 FORMCHECKBOX 
 You have not requested that any paid leave be applied to this period or you have specifically requested that paid leave NOT be applied to this period. The first ten days of EFMLA will be unpaid. 
Calculation of wage rate to be awarded and cap to be applied
Following the first unpaid ten days, you are eligible to be paid during time missed for this leave at 2/3 of your regular rate, up to $200/day or $10,000 for the duration of this leave.


Substitution of paid leave during partial payment period:
 FORMCHECKBOX 
 You have been approved, as you requested, that certain employer-provided accrued paid leave that would be available for use under these circumstances pursuant to employer’s policies will run concurrently during the partially-paid EFMLA leave period following the initial two weeks of EFMLA.  The following leave(s) have been approved to run concurrently with the partially-paid portion of EFMLA:

________________________________________________________________________________________
 FORMCHECKBOX 
 The employer will require employer-provided accrued paid leave that would be available for your use under these circumstances pursuant to employer’s policies policies to run concurrently during the partially-paid EFMLA leave period following the initial two weeks of EFMLA. The following employer-provided accrued paid leaves will be applied to the partially-paid portion of EFMLA: 

________________________________________________________________________________________

 FORMCHECKBOX 
 You are provisionally approved for EFMLA leave, pending receipt of the following information:

 FORMCHECKBOX 
 Further information about the need to provide care for a child aged 15 or older (request enclosed)
 FORMCHECKBOX 
 Documentation of family relationship (request enclosed)
 FORMCHECKBOX 
 Other verification (request enclosed)
The information requested above, if any, must be returned within 7 calendar days (except where not practicable under the circumstances) from this notice.  If the information is not provided in a timely manner, your leave may be denied or delayed.

 FORMCHECKBOX 
 Your EFMLA request is not approved.


 FORMCHECKBOX 
 The EFMLA does not apply to your leave request.


 FORMCHECKBOX 
 You have exhausted your FMLA/EFMLA leave entitlement.

 FORMCHECKBOX 
 Other: _______________________________________________________________________________

________________________________________________________________________________
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