
FAMILIES FIRST CORONAVIRUS 
RESPONSE ACT (FFCRA) 
EFMLEA & EPSLA Application 

Effective April 1, 2020 to December 31, 2020 

Section I – Employee Information       Please print clearly and answer all 

____________________________________________________________________ ____________________________________ 
Last Name                                 First Name               MI Employee ID / Social Security Number 

____________________________________________________________________ ____________________________________ 
Mailing Address    City  State Zip Preferred Contact Phone Number 

Section II – Type of Leave Requested       Please check all that apply 

 Emergency Family & Medical Leave Expansion Act (EFMLEA) - Child Care 

 Emergency Paid Sick Leave Act (EPSLA) – Medical Leave 

Section III – Leave Details         Appropriate documentation must be provided to Human Resources 

I am entitled to take leave related to COVID-19 because I am unable to work or telework for one of the following reasons: 

 1 - I am subject to a mandatory government quarantine order related to COVID-19. 

Name of a governmental agency: _________________________________________________________________ 

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

Name of your healthcare provider: ________________________________________________________________ 

 3 - I am experiencing COVID-19 symptoms, and I am consulting with a healthcare provider for a diagnosis. 

Name of healthcare provider you have or will consult: ________________________________________________ 

 4 - I am caring for an individual subject to a mandatory quarantine order or self-quarantine as advised by their 
healthcare provider. 

Name of individual you are caring for: _____________________________________________________________ 

Nature of relationship with that individual: _________________________________________________________ 

 5 - I am unable to work because I am caring for my child(ren) under 18 whose school or place of care is closed or 
child care provider is unavailable due to COVID-19 related reasons. 

Name of school or childcare provider: _____________________________________________________________ 

Dates of closure: ______________________________________________________________________________ 

 6 - I am experiencing any other substantially similar condition specified by the Secretary of Health and Human 
Services, in consultation with the Secretaries of Labor and Treasury. 



 
 

Section IV – Duration of Leave 
           
Expected leave to begin: _________________________  Expected date of return: _________________________ 
(Date COVID-19 symptom(s) began, date of test, school closure, etc.)  (Can vary based on current CDC guidelines or medical clearance.) 
 
For reasons (1) - (4) and (6): A full-time employee is eligible for 80 hours of leave, while a part-time employee is eligible 
for the number of hours of leave that the employee works on average over a two-week period. 
 
For reason (5): A full-time employee is eligible for up to 12 weeks of leave (two weeks of paid sick leave followed by up 
to 10 weeks of paid expanded family & medical leave) at 40 hours a week, while a part-time employee is eligible for 
leave for the number of hours that the employee is normally scheduled to work over that period. 
 

Section V – Calculation of Pay 
           
For leave reasons (1), (2), or (3): Employees taking leave are entitled to pay at either their regular rate or the applicable 
minimum wage, whichever is higher, up to a maximum $511 per day and $5,110 in the aggregate (over a 2-week 
period). 
 

For leave reasons (4) or (6): Employees taking leave are entitled to pay at 2/3 their regular rate or 2/3 the applicable 
minimum wage, whichever is higher, up to a maximum $200 per day and $2,000 in the aggregate (over a 2-week 
period). 
 

For leave reason (5): Employees taking leave are entitled to pay at 2/3 their regular rate or 2/3 the applicable minimum 
wage, whichever is higher, up to a maximum $200 per day and $12,000 in the aggregate (over a 12-week period).  
 
I understand that under the EPSLA, I will be paid my normal rate of pay if I am requesting leave for reasons #1 - 3 above.   
 
By requesting reason #4 - 6 listed above, I understand that I will be paid 2/3 of my normal rate of pay, the remaining 1/3 
will either be unpaid or I may elect to use my available accrued comp, sick or vacation time, in that order to cover the 
remaining 1/3. 
 
I understand that there are compensation caps under the Act for #1 - 3 of up to a maximum $511 daily and $5,110 total, 
and for #4-6 of up to a maximum $200 daily and $2,000 total that can be paid for emergency paid sick leave. 
 
I understand that I am entitled under the EFMLEA to an additional 10 weeks leave (12 weeks combined) at 2/3 of my 
normal rate of pay for reason #5 above, while the remaining 1/3 will either be unpaid or I may elect to use my available 
accrued comp, sick or vacation time, in that order to cover the remaining 1/3. I understand there is a compensation cap 
of up to a maximum $200 daily and $12,000 total. Also, I understand that I can only use 12 weeks total for all FMLA-
qualifying leaves in a 12-month period. 
 
For leave reasons (4) or (6), I elect for my remaining 1/3 pay to be paid as follows:  
  Unpaid   Use available accrued paid time 
 

For leave reason (5) I elect for my remaining 1/3 pay to be paid as follows:  
 Unpaid   Use available accrued paid time 

     
Section VI – Signature & Acknowledgement         Return completed application to Human Resources 

 
 
__________________________________________________________   ____________________________ 
Employee          Date 
 
 
I certify that I am requesting leave for a covered reason under the Families First Coronavirus Response Act (FFCRA) and will provide additional 
documentation to support this leave. I will provide the appropriate doctor’s certification for myself, family member I am caring for, and/or 
documentation showing the school or daycare that my child(ren) attend(s) is closed. I acknowledge that I am subject to discipline, up to and 
including termination of employment, for falsifying any document or my need for paid leave under the FFCRA. 
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