
 
 

Paid Family Medical Leave (PFML) & How to Apply 
 
Paid Family Medical Leave (PFML) provides eligible employees with up to 12 weeks of paid, 
job-protected leave during a 12-month period. Leave under this program may be used for a 
continuous period of time or intermittently. If PFML is to be taken on an intermittent schedule, 
leave must be taken in increments of 4 hours or more. Where applicable, PFML will run 
concurrently with eligible leave under the Family Medical Leave Act (FMLA). 
 
Employees may request PFML for the following reasons: 

▪ Birth/Placement/Care for or Bond with Child: Take time off to care for or bond with your 
newborn during the first year after birth or to care for or bond with a child placed with 
you through adoption, foster care, or kinship care during the first year after placement. 

▪ Your own serious health condition: Take time off for a serious health condition that 
prevents you from doing your job. This includes planned procedures like surgery, 
significant unexpected illnesses, or managing conditions that need ongoing medical care. 

▪ Caring for a family member’s serious health condition: Take time off to provide care for 
a family member with a serious health condition. 

▪ Caring for a service member’s serious health condition: Take time off to provide care for 
a service member who has a serious health condition caused by their service and for 
whom you are next of kin. 

▪ Family needs arising from the deployment of a service member: Take time off to manage 
needs that arise from a family member’s deployment. 
 

Qualifying Family Member:  
▪ Your child (biological, adopted, stepchild, or a child you have physical custody or 

guardianship of, or a child for whom you stand in loco parentis, regardless of the child’s 
age), 

▪ A parent (adoptive, biological, foster, or stepparent) of yourself or your spouse, 
▪ Your legal guardian or the ward of you or your spouse, 
▪ An individual who acted as a parent or stood in loco parentis of yourself when you were a 

minor, or your spouse when they were a minor,  
▪ Your spouse or domestic partner, 
▪ Your grandparent (biological, adoptive, foster or step), 
▪ Your grandchild (biological, adoptive, foster or step), 
▪ Your sibling (biological, adoptive, foster or step). 

 
Applying for PFML: 
To request PFML, you must complete the attached application in its entirety. Consult with the 
HR unit in your agency on where to submit the completed form.  



 

 
All applications must be accompanied by the documentation referenced on the application. 
Incomplete applications will not be processed. Providing false information on your application or 
supporting documentation may result in disciplinary action and the loss of your benefits. 
 
Your appointing authority should issue a decision on your request for PFML within 5 working 
days after receiving a complete application. An employee who requires leave for a qualifying 
purpose while an application is pending may use other leave as appropriate, or request unpaid 
leave. Such leave will be returned to the employee if their PFML application is subsequently 
approved, retroactive to the approved start date of PFML. 
 
Timelines for Providing Notice and Submitting a PFML Application: 
Employees should both provide notice of their intent to use PFML and apply for PFML.   
 
For notice:  

▪ If the need for leave is foreseeable, you should submit a written notice of your intention 
to take leave at least 30 calendar days before the start date of leave. An agency may deny 
a PFML request if such notice is not provided. 

▪ If the need for leave is not foreseeable, you should submit written notice as soon as 
practicable. 

▪ Your application for PFML can serve as your written notice.   
 
For an application:  

▪ You must submit a complete application for PFML no later than 60 calendar days after 
the start date of the leave, unless you can show good cause.  Failure to submit a timely 
application may result in your request for leave being denied.   

▪ You may submit an application for PFML as early as 60 calendar days before the 
anticipated start of leave. 

 
Appeal Rights: 

▪ If your application is denied, you may request reconsideration by the DBM 
Reconsideration Unit within 30 calendar days of receiving the denial. 

▪ If the PFML denial is upheld upon reconsideration, you may appeal that denial to DBM’s 
Chief Human Resources Officer or their designee within 30 calendar days of receiving 
the denial.  This will be the final determination of your PFML application. 



PAID FAMILY MEDICAL LEAVE (PFML) APPLICATION 

TO BE COMPLETED BY EMPLOYEE: 

NAME: __________________________________________ W#: _________________________ 

AGENCY: __________________________________________________________________________ 

REASON FOR LEAVE (select one) 

         Birth/Placement/Care for or Bond with Child       Care for Service Member’s Serious Health Condition 

         Employee’s Own Serious Health Condition       Family Needs from Deployment of Service Member 

         Care for Family Member’s Serious Health Condition 

For Family or Service Member, state relationship: ____________________________________________ 

Family or Service Member’s Full Legal Name: _______________________________________________ 

DURATION OF LEAVE 

Continuous:  
Number of Days Requested: _______   Requested Start Date: _______   Return to Work Date: _______ 

Intermittent: 
Requested Start Date: _______   Return to Work Date: _______ 

Indicate the expected frequency and duration of leave (e.g. how often per week or month you are expected to be 
absent and how long each absence might be). 
___________________________________________________________________________________________

___________________________________________________________________________________________

REQUIRED DOCUMENTATION 

Birth/Bond/Placement of Child – Certified birth certificate, hospital birth record or other medical records that 
indicate the date of birth and parental relationship; Official adoption documents, court order, official foster care or 
placement documents, or other official records that indicate date of placement and guardianship. 

Serious Health Condition – PFML Medical Certification completed by a healthcare provider (for an employee's 
own serious health condition, for a family member with a serious health condition, or for a service member who 
has a serious health condition caused by their service and for whom you are next of kin). 

Family Needs from Deployment of Service Member – Family member’s active-duty orders or other 
documentation issued by the military that indicates that the service member is on active duty or called to active 
duty and the dates of the service member’s active duty status. 

Other Documentation – Your agency may request additional documentation as needed.  For example, legal 
and/or official documentation to verify the familial or next of kin relationship may be required. 



ATTESTATION 

By signing this document, I certify the following: 

▪ I have attached all required supporting documentation as indicated above and my agency may request
additional documentation as needed;

▪ The information provided is true and correct to the best of my knowledge.
▪ I understand that providing false information on this application or supporting documentation may result

in disciplinary action and the loss of my benefits.

Employee’s Signature     Date 

TO BE COMPLETED BY TIMEKEEPER OR HUMAN RESOURCES REPRESENTATIVE: 

Eligible for FMLA:            Yes                  No      

FMLA eligibility (hours remaining) at time of request: __________________________________ 

____________________________ _____________________________ _______________ 
Completed By (Print Name):  Signature    Date 

TO BE COMPLETED BY AGENCY APPOINTING AUTHORITY OR DESIGNEE WITHIN 5 DAYS OF 
RECEIPT: 

APPROVED DENIED Date: _______________________ 

Denied for the following reasons: 
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

__________________________________________ _____________________________________________ 
Appointing Authority or Designee Printed Name  Appointing Authority or Designee Signature 

Reconsideration Rights: An employee or authorized representative may request reconsideration of a PFML 
denial by the appointing authority or the appointing authority’s designee within 30 days of receiving the denial. 

ORIGINAL REQUEST AND SUPPORTING DOCUMENTION SHOULD BE PLACED IN EMPLOYEE’S 
OFFICIAL MEDICAL FILE 

cc: Employee 
Agency Timekeeper 
Official Medical File PFML App_02/2026 
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