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To apply for a leave under FFCRA, please complete the information below and return to: ____________________  

Section A: Employee Information 

Name: __________________________________  Employer: _____________________________________ 

Hire Date: _________________________________ 

Employment Type:  ☐Full time  ☐ Part time  ☐ Other: __________________ 

Phone Number: ________________________ Email: _____________________________________ 

Preferred method of communication: ☐ Email ☐ Phone    ☐ Mail   ☐ Other: _____________________________ 

Street Address: ____________________________________________________________ 

City: ______________________________________ State: _________ Zip code: ____________ 

Section B: Leave of Absence General Information 

Leave of Absence Start Date: ____________________    Leave of Absence End Date: __________________________ 

Are you able to perform your work from home?  ☐Yes ☐ No 

Briefly describe the reason for your leave of absence request:  

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Section C: Leave of Absence Details 
Please select one of the six options below and provide the requested details.  

☐ 1. You are subject to a Federal, State, or local quarantine or isolation order related to COVID–19.  

Please provide the name of the governmental entity ordering the quarantine: ________________________ 

________________________________________________________________________________________ 

 

 

☐ 2. You have been advised by a health care provider to self-quarantine due to concerns related to COVID–19. 

Please provide the name of the health care provider advising the self-quarantine: _____________________ 

________________________________________________________________________________________ 

☐ 3. You are experiencing symptoms of COVID–19 and seeking a medical diagnosis. 

☐ 4. You are caring for an individual who:  

☐ is subject to a Federal, State, or local quarantine or isolation order related to COVID–19.  

  Please provide the name of the governmental entity ordering the quarantine: __________________ 

  _________________________________________________________________________________ 

  Name of the individual you are caring for: _______________________________________________ 

  Their relationship to you: ____________________________________________________________ 
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☐ has been advised by a health care provider to self-quarantine due to concerns related to COVID–19. 

Please provide the name of the health care provider advising the self-quarantine: _______________ 

             _________________________________________________________________________________ 

            Name of the individual you are caring for: _______________________________________________ 

             Their relationship to you: ____________________________________________________________ 

☐ 5. You are caring for a son or daughter because the school or place of care has been closed, or the childcare 

provider is unavailable, due to COVID–19 precautions.  

A. Will you be the only person providing care during the period for which you are requesting leave? ☐Yes   ☐ No 

B. The first two weeks of this type of leave are unpaid, but you can use your Paid Sick Time provided under the 

Families First Coronavirus Response Act (FFCRA), use other accrued time (vacation, PTO, etc.), or take the time 

unpaid. Please identify how you would like to be paid during the first two weeks of your leave:  

☐ Use my FFCRA Paid Sick Time.  

☐ Use other accrued time. Please describe: _______________________ 

☐ Take the time unpaid.  

C. School/Facility Information:  

Name of the school or facility: ___________________________________________________________ 

 City and State of the school or facility: ____________________________________________________ 

 Website of school or facility (if available): __________________________________________________  

 

 

 

 

 

D. Please provide the following information about each child:  

 _________________________________________________________________________________ 
 Name     Age    Relationship to you 
  
 _________________________________________________________________________________ 
 Name     Age    Relationship to you 
  
 _________________________________________________________________________________ 
 Name     Age    Relationship to you 
  
 _________________________________________________________________________________ 
 Name     Age    Relationship to you 
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If any of your children are over the age of 14 and you will be providing care during daytime hours, please describe 

the special circumstances that exist that require your care:  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________ 

☐ 6. You are 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 the circumstances:  

____________________________________________________________________________________________ 

____________________________________________________________________________________ 

 

I certify that all of the foregoing statements are true and correct to the best of my ability.  I understand that 

misrepresentation or omission of facts may be cause for denial of leave and subject to other policies through my 

employer, including attendance and honesty & ethics policies.  

 

___________________________________________     _______________________ 

Employee Signature         Date 

 
 
  


