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Employee to Complete (Please Save This Form Prior to Filling Out) 

Employee Name W# 
Agency/Department 
Email Address Phone # 
Start Date of Leave* End Date of Leave* 

Total Hours 
Requested  

*Note:  Leave must be used continuously and is prorated for part-time employees.

COVID-19 Vaccination Status (Please check one): 

□ I am fully vaccinated against COVID-19 and HR has received proof of my vaccination status
on file prior to the first day of leave requested.

□ I have an approved medical or religious vaccine exemption, and HR has received proof of my
exemption status on file prior to the first day of leave requested.

□ I do not meet either of these criteria. If this box is checked, you are not eligible for COVID-
19 Leave.

Check List of Required Documentation 

□ A positive COVID-19 PCR (non-rapid) test dated no sooner than three days prior to the first
day of leave requested, and no later than the last day of leave requested; AND
□ Completion of this leave request form.

POSITIVE COVID-19 TEST AND COMPLETED LEAVE REQUEST FORM MUST BE 
SUBMITTED TO HUMAN RESOURCES BY THE END OF THE PAY PERIOD 
FOLLOWING THE PAY PERIOD COVID-19 LEAVE IS REQUESTED. 

Acknowledgements 

� I understand that by submitting this request, I represent that I am unable to work or 
telework due to COVID-19 during the timeframe leave is requested. 
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�  I understand that the State may choose to verify any information provided on this form, 
and that providing false information may result in disciplinary action up to, and 
including, termination. 

�  If eligibility is based on either full vaccination status or a medical vaccine exemption, I 
understand that by submitting this request I am authorizing my health care 
provider to verify the information provided on this form to my employer. 

Additional comments (optional): 

______________________ ___________ ________________________ Employee Name (Printed) W# Signature Date 

To be completed by Human Resources: 

�Approved  �Not approved 

Effective Date of 
Leave 

End Date of Leave 

# of Hours Requested # Hours Available* 
FMLA Eligible? □ Yes  □ No
*Verify employee has not exceeded 80 hours of COVID-19 Leave, prorated by FTE for part-time employees.

Required Documentation Check List 

Documentation Date Received by HR 
Is one of the following documents is on file with Human Resources prior to first day of leave 
requested (If no, employee is not eligible for COVID-19 Leave)? 

� Full Vaccination Proof 
� Medical Exemption 
� Religious Exemption 

Did the employee provide both documents within the pay period following the pay period the 
last day of leave is requested (If no, employee is not eligible for COVID-19 Leave)? 
� Proof of positive COVID-19 PCR (non-

rapid) test, dated within three days prior to 
the first day of leave requested or prior to 

the last day leave is requested. 
� Completed COVID-19 Leave Request 

Form 

Additional Comments (optional): 

Approved by: 
Name of HR Representative Signature Date 
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