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State and federal law entitles certain employees to paid leave for COVID-19-related reasons. To 

see if you qualify, please review the attached posters from the U.S. and N.Y. Departments of 

Labor.1 

If you believe you qualify for New York COVID-19 paid sick leave, federal emergency paid sick 

leave, and/or Expanded Family and Medical Leave (“Expanded FMLA”), please fill out the form 

below and provide it to the Superintendent of Schools. 

Employee Name: ________________________________________________ 

Position: ______________________________ 

Requested Leave Start Date: ________________                End Date: __________________ 

I am requesting this leave due to my inability to work (or telework) because (check the 

appropriate reason below): 

  1) I am subject to a mandatory or precautionary order of quarantine or isolation issued by the 

state of New York, the Department of Health, local board of health, or any government entity 

duly authorized to issue such order due to COVID-19. 

 2) I have been advised by a health care provider to self-quarantine due to concerns related to 

COVID–19. 

 3) I am experiencing symptoms of COVID–19, and I am seeking a medical diagnosis. 

 4) I am caring for an individual who is subject to either reason #1 or #2 above. 

 5) I am caring for my child whose primary or secondary school or place of care has been 

closed, or my childcare provider is unavailable due to COVID–19 precautions, and I attest that 

no other suitable person is available to care for my child during the requested period of leave.  

 

 I wish to take intermittent leave for reason #5 above, during the following days and hours: 

Days:    Hours: 

_________________  ________________ 

_________________  ________________ 

_________________  ________________ 

_________________  ________________ 

_________________  ________________ 

 

I have attached documentation supporting my need for leave. 

                                                                                                          

Employee Signature      Date 

                                                            
1 Also available at https://www.dol.gov/sites/dolgov/files/WHD/Pandemic/FFCRA-

Employee_Paid_Leave_Rights.pdf (detailing federal emergency paid sick leave and Expanded Family and Medical 

Leave) and https://paidfamilyleave.ny.gov/system/files/documents/2020/03/covid-19-sick-leave-employees.pdf 

(detailing New York COVID-19 paid sick leave). 

https://www.dol.gov/sites/dolgov/files/WHD/Pandemic/FFCRA-Employee_Paid_Leave_Rights.pdf
https://www.dol.gov/sites/dolgov/files/WHD/Pandemic/FFCRA-Employee_Paid_Leave_Rights.pdf
https://paidfamilyleave.ny.gov/system/files/documents/2020/03/covid-19-sick-leave-employees.pdf
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Employee Statement Supporting Leave 

 

I,                                                                         , provide the following information in support of 

my request for New York COVID-19 paid sick leave, federal emergency paid sick leave, and/or 

Expanded FMLA (complete as applicable): 

 

 If requesting leave due to a government-issued quarantine or isolation order: 

 

Name of the issuing government agency for the quarantine or isolation order: 

_______________________________________________________ 

 

Effective dates of the order: ______________________________________ 

  

 If requesting leave due to a health care provider's advice to self-quarantine (for 

myself or for an individual for whom I am caring): 

 

Name of the health care provider advising me or an individual for whom I am caring to self-

quarantine:________________________________________________ 

 

If the order is not for my own self-quarantine, name and relation of the individual for whom I am 

caring: 

 

               Name:_____________________ Relation: ________________________ 

 

 If requesting leave because I have COVID-19 symptoms, and I am seeking a medical 

diagnosis: 

 

Symptoms: _______________________________________________________ 

 

Date of test and/or doctor’s appointment: _________________________________ 

 

 If requesting leave due to a school or place of childcare being closed due to COVID-19: 

 

Name of school or place of care that has closed or become unavailable due to COVID-19:  

____________________________________________________________ 

Name of child caregiver unavailable due to COVID-19: 

____________________________________________________________ 

Name(s) of child(ren) for whom I am caring: 

____________________________________________________________ 

No other suitable person is available to care for my child for the requested leave period due to: 

____________________________________________________________ 

 

I attest that the above information is accurate and complete. Attach supporting documentation as 

necessary. 

 

Employee Signature: ________________________________ Date: ___________  


