
The HRW Team recognizes that the COVID-19 emergency is
challenging employers in unprecedented ways. In order to assist
employers facing these challenges, HRW will from time to time

publish COVID-19 Resources. These COVID-19 Resources are not
legal advice. HRW encourages you to reach out to your firm

contact or any of the attorneys listed below with questions or
concerns about any COVID-19 related issues. 

 
Many businesses with under 500 employees are now subject to
the Families First Coronavirus Response Act (FFCRA).  To help

employers comply with the new law, HRW has recently updated
and improved our FFCRA Request for Leave Form, which

incorporates requirements concerning   documentation of the
need for leave set forth in Frequently Asked Questions
maintained by the IRS and the Department of Labor's 

Temporary Rule released on April 1, 2020. 
 

This form is NOT legal advice. The FFCRA is a new law, with new
agency interpretations being issued almost daily, and with many
unanswered questions still remaining. We provide this form as a

tool for employers to assist them with FFCRA documentation
requirements, pending further guidance.
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FAMILIES FIRST CORONAVIRUS RESPONSE ACT LEAVE REQUEST FORM1 
 

An employee requesting leave under the Families First Coronavirus Response Act (“FFCRA”) may only take leave for a 

qualifying reason, all of which are listed below. To approve your leave request, you must provide us with information 

about the reason(s) for which you seek leave, and, where applicable, how you wish to be compensated.   

Please note that leave under the FFCRA will not be approved until this form and any additional information needed has 

been provided.   

GENERAL INFORMATION  

1. Name: ____________________________________  

 

2. Job Title: _________________________________ 

 

3. Date or Date(s) for which Leave is Requested: _________ - _________ 

 

4. Are you requesting to take leave intermittently?*   Yes______ No______ 

If yes, please specify your proposed intermittent schedule:__________________________________________      

______________________________________________________________. 

*Please note that intermittent leave is only available for certain types of leave, at our discretion. Requests for 

intermittent leave will be considered on a case-by-case basis, depending on the type of leave requested, position 

and business needs. 

  

5. Have you taken FFCRA leave before with another employer?   Yes______ No______ 

If so, please state how much leave you took and identify the qualifying reason for which it was 

taken:_________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________. 

  

II. FFCRA QUALIFYING REASON FOR LEAVE 

I certify that I am unable to work or telework for the following reason(s):   

Check all that apply 

  

1. I am subject to a Federal, State or local quarantine or isolation order related to COVID-19.   

- Name of governmental entity that issued the quarantine or isolation order: ___________________________ 

  

2. I have been advised by health care provider to self-quarantine due to concerns related to COVID-19. 

- Name and title of health care provider: __________________________ 

  

3. I am experiencing COVID-19 symptoms and I am seeking a medical diagnosis. 

 

 
1 © 4/24/20 Hirsch Roberts Weinstein LLP.   This form is provided for educational purposes for employers subject 

to the FFCRA. This form should not be relied on as legal advice. The legal requirements with respect to the FFCRA 

are constantly evolving, and this form may become outdated. Consult with legal counsel with regard to whether and 

how to use this form.   
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4. I am/will be taking care of an individual who (a) is subject to a Federal, State, or local quarantine or 

isolation order; or (b) has been advised by a health care provider to self-quarantine due to concerns related 

to COVID-19. If the individual requiring care is not an immediate family member, I hereby certify that the 

individual resides in my home or our relationship creates an expectation that I would care for the individual 

in these circumstances. 

- Name of individual for whom I am providing care:_________________________________ 

- Relationship of individual to me:_______________________________ 

- If applicable, name of governmental entity that issued the quarantine or isolation order:___________________ 

- If applicable, name of health care provider who recommended that the individual to whom I am/will be providing 

care self-quarantine due to concerns related to COVID-19:________________________________ 

 

5. I am/will be caring for my child/children whose school or place of care is closed, or whose child care 

provider is unavailable, due to COVID-19 precautions. Employees who need leave for this reason must 

complete Attachment A. 

 

6. I am experiencing a 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. 

- Describe applicable condition: _______________________________________________________________ 

 

III. COMPENSATION 

 

The FFCRA contains two paid leave provisions: 

 

1. the Emergency Paid Sick Leave Act (“EPSLA”), which provides for up to 80 hours of paid leave: 

 

The EPSLA allows leave for qualifying reasons 1-3, paid at the greater of (1) your regular rate or (2) the 

applicable minimum wage, up to a maximum of $511 per day ($5,110 total). 

 

The EPSLA permits leave for qualifying reasons 4-6, which is paid at 2/3 the greater of (1) your regular rate 

or (2) the applicable minimum wage, up to a maximum of $200 per day ($2,000 total). 

 

2. the Emergency Family and Medical Leave Expansion (“EFMLEA”), which provides for up to 12 weeks of 

leave for qualifying reason 5 only, the first 2 weeks of which are unpaid, and the remaining weeks (weeks 3 

through 9) are paid at 2/3 the greater of (1) your regular rate or (2) the applicable minimum wage, up to a 

maximum of $200/day ($10,000 total).  

 

For employees taking EFMLEA leave: 

 

If you would like, you may but are not required to use EPSLA leave in order to receive payment during the first two 

weeks of EFMLEA leave. Please indicate your preference by checking the appropriate box: 

 

I want to use any EPSLA and EFMLEA time concurrently so that any EPSLA payments for which I may 

be eligible will be used during the first 10 days of my leave.    

 

I wish to take EFMLEA leave only and understand that the first 2 weeks of my leave will be unpaid 

unless I substitute any accrued, unused time off I have available. 
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Supplementation of FFCRA benefits: 

 

In some instances, employees may be permitted, at our discretion, to use any unused, accrued paid time off that they 

have available under our existing policies to supplement the pay available for leave taken under the FFCRA such 

that the employee receives their full normal pay during the periods of leave.   If you are requesting such 

supplementation, please check here: 

I request that I be permitted to use my accrued, unused paid time off to supplement my EFMLEA and/or 

EPSLA benefits so that I can receive 100% of my regular pay. 

 

-----------------------------------------------------------------------------------------------------------------------------------------------   

I certify that all information in this request for FFCRA leave, including any information in Attachment A, is 

true and complete. I agree and acknowledge that falsified information, misrepresentations or omissions in this 

request or any other related materials may result in disciplinary action, up to and including termination of 

employment. I further acknowledge and understand that, to the extent permitted by applicable law, and to the 

extent the company and employee are or will be covered by traditional FMLA, any child care related leave will 

be counted as FMLA leave towards the FMLA’s 12 week leave limit (or 26 week limit for leave to care for 

certain servicemember family members with a serious injury or illness) in a 12-month period.  

___________________________________________________  _____________ 

Employee Signature        Date   
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ATTACHMENT A 

 

ADDITIONAL REQUIREMENTS FOR EMPLOYEES WHO  

NEED LEAVE TO CARE FOR THEIR CHILD/CHILDREN 

 

A. Names/Ages of Your Child/Children for whom You Will Be Caring 

 Name of Child Age Names of School, Place of 

Care, or Child Care Provider 

1.    

2.    

3.    

4.    

 (Please attach an additional sheet of paper with names/age of your children if necessary) 

 

B.  Certifications 

 

1. Sole Provider Certification 

 

I certify and represent that no other suitable person will be providing care for the child/children described in Part 

A above during the period for which I am requesting child care related leave. 

 _______________________ 

 Employee’s Signature 

 

2. Special Circumstances Requiring Leave to Care for a Child Older than Fourteen 

 

With respect to any child over 14 years old listed in Part A above, special circumstances exist requiring me to 

provide care to such child/children. Specifically,__________________________________________________ 

___________________________________________________________________________________________. 

(Please attach an additional sheet if necessary) 

 

_______________________ 

Employee’s Signature 

 

 

_______________________ 

Date 


