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EMERGENCY PAID LEAVE ATTESTATION & REQUEST FORM 

COLLEGE: 

Full-Time and Part-Time employees may be entitled to emergency paid sick leave if they are unable to work 
(or telework) because of the effects of COVID-19.  The duration of leave and the percentage of pay is determined by 
the Qualifying Reason for the leave.  

To request Emergency Paid Sick Leave under the Families First Coronavirus Response Act (FFCRA) please complete 
the following request form and attestation  and  submit  to  your  human  resources  department with any 
supporting documentation as soon as possible.  

Employee Information: 

Name: 

Cont ract  Tit le:  

Empl.  ID:  

Depart ment :  

Supervisor Name:  

Phone:  Email :  

Cont act  While on Leave:  Cel l  Phone:  _______________________________________ 

Home Phone:  Email :  

Check One:  ☐Full -Time ☐ Part -Time Number of  Hours Worked per Week:  

Period of  Leave Request ed:  

Leave St art  Dat e:  

Leave End Dat e:  

Employee Attestation: 

I,  ,  am request ing t he period of  Emergency Paid Sick Leave above 
and I am/ was unable t o work or t elework because of  t he Quali f ying Reason select ed below:  

☐ 1) I am subj ect  t o a federal,  st at e,  or local quarant ine or isolat ion order relat ed t o COVID–19.  

Name of  t he Government  Ent it y t hat  issued t he quarant ine or isolat ion order:  

Ef fect ive dat es of  t he order:  

☐ 2) I have been advised by a heal t h care provider t o sel f -quarant ine due t o concerns relat ed t o COVID–19.  

Name of  t he Healt h Care Provider who provided t he advice:  

☐ 3) I am experiencing sympt oms of  COVID–19 and seeking a medical diagnosis.  

Provide det ai ls regarding t he need for t his leave and t he name of  t he healt h care provider you int end t o consult  

wit h:  
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☐ 4) I am caring for an individual who is subj ect  t o eit her number 1 or 2 above.  

Name:  Relat ion:  

Name of  t he Government  Ent it y t hat  issued t he quarant ine or isolat ion order:  

Name of  t he Healt h Care Provider who provided t he advice:  

☐ 5) I am caring for my chi ld whose primary or secondary school or place of  care has been closed,  or my chi ldcare 
provider is unavailable due t o COVID–19 precaut ions.  For purposes of  t his sect ion,  chi ld means a biological ,  
adopt ed,  or fost er chi ld,  a st epchi ld,  legal ward,  or a chi ld of  a person st anding in loco parent is,  who is under 
18 years of  age;  

Name of  school or place of  care closed due t o concerns relat ed t o COVID-19:  

Name of  chi ld caregiver unavailable due t o concerns relat ed t o COVID-19:  

Name and age of  chi ld or chi ldren I am needed t o care for:  

Name:  Age:  
Name:  Age:  
Name:  Age:  

☐I at t est  t hat  no ot her suit able person is available t o care for my child or children during t he period of  
request ed leave.  

❑ I at t est  t hat  special ci rcumst ances exist  requiring my need for leave t o care for a chi ld over t he age of  14.  

☐ 6) I am experiencing anot her subst ant ial ly similar condit ion specif ied by t he secret ary of  healt h and human services.  

Provide det ai ls regarding t he need for t his leave:  

I underst and t hat  providing false or misleading informat ion regarding t he need for Emergency Paid Sick Leave or any 
Famil ies First  Coronavirus Response Act  quali f ying reason wil l  be grounds for appropriat e act ion,  which could include 
discipl ine up t o and including t erminat ion of  employment  in accordance wit h applicable CUNY policies and col lect ive 
bargaining agreement s.  

Employee Signat ure:  Dat e:  

For Human Resources Use Only 

HR Represent at ive Name:  

HR Represent at ive Signat ure:  Dat e:  
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