
 

 
 

 
COVID-19 Supplemental Paid Sick Leave 

(Effective 3/29/21 through 9/30/21) 
 
 

 
Employee Name:        Date o f Request :     
 
Job Tit le :        Employee K# :     
 
Depar tment:        Supervisor  Name:      
 
 
I  a m unable to  work or  telework and meet  one  of  the reasons l is ted below: 
 

1.      I  am subject  to  a  Federal ,  S ta te  o f loca l  quarantine or  iso la t ion order  rela ted to  COVID-19;  
 

2 .      I  have been advised by a  hea l th care provider  to  sel f -quarantine  re lated to  COVID-19;  
 

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

4 .      I  am car ing for  a  family member  who is  subject  to  an order  descr ibed in  (1)  or  se l f -quarant ine  
as descr ibed in #2 ;  
 

5 .      I  am car ing for  my chi ld  whose school  or  place o f care (or  chi ld  care  provider  i s  unavailable)   
due  to  COVID-19 re la ted reasons .  
 

6 .      I  am experiencing symptoms re lated to  COVID-19 vaccine that  prevent  me fro m working or  
te leworking.  
 

7 .      I  am a t tending an appointment to  receive a  vaccine  for  pro tec t ion aga inst  contract ing  
COVID-19.   

   
      Consecutive Leave (Specify dates with an attachment).  
 
      Intermittent  Leave Schedule (Specify schedule with an attachment indicating the 
hours/days you plan on working and the hours/days you plan on taking as COVID-19  
paid sick leave).  
 

 
Up to  two weeks  (80  hours ,  o r  a  p ar t - t ime emplo yee’ s  equ ivalen t )  o f  pa id  s i ck leave based  on  h igh er  o f  t hei r  
regu la r  r a t e  o f  pay,  o r  the  app l icab l e  s t a t e  o r  Federal  min imu m wage.  
 
  
 
             
Employee Signa ture        Date  
 
             
Human Resources Review & Signature     Date  
Cc:  Payrol l  
 
      

Human Resources  
 


