
COVID Supplemental Paid Sick Leave 
(Effective 3/29/21  through 9/30/21) 

Employee Name:   Date of Request :  

Job Ti t le:  Employee K# :  

Depar tment :   Supervisor  Name:  

I am unable  to work or  te lework and request  to use  COVID-19 Pai d Sick  leave for  one of  the 
fol l owing reasons:  

1. I  am subject  to  a  Federal ,  Sta te  of  l  ocal  quarant ine  or  i sola t ion order  re la ted to  COVID-19;

2. I have been advised by a health care provider to sel  f-quarantine related to COVID-19;

3. I am experiencing COVID-19 sympt  oms and am seeking a  medical  d iagnosis ;

4. I  am caring for  an individual  subject to an order described in (1) or self-qua ran t ine  a s
described in #2;

5. I am caring for my child whose school or place of care (or child care provider is  unavai lable) 
due to COVID-19 related reasons; or

6. I am experiencing any other  substant ia l ly  s imilar  condi t ion speci  f ied by the  US Depar tment  
of  Health and Human Services.

7. I need time off to receive COVID vaccination

8.   Consecut ive Leave (Specify dates with an attachment ).  

      Intermittent  Leave Schedule (Specify schedule with an attachment indicat ing the 
hours/days you p lan on working and the hours/days you p lan on taking as COVID-19 
paid sick leave).  

Paid leave entitlement : 

Up to two weeks (80 hours , or a par t -t ime  employee’s  equiva lent )  of  pa id  s i ck  l eave  based on higher  of  the i r  
r egular  ra t e  of  pa  y,  or  the  appl i cable  s ta t e  or  Federa l  minimum wage . 

Employee Signature Date 

Human  Resources Review & Signature Date 
Cc:  Pa yrol l  

Human Resources 
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