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EMERGENCY FAMILY MEDICAL LEAVE AND EXPANSION ACT AT TESTATION & REQUEST FORM 

COLLEGE: 

Full -Time and Part -Time employees may be entit led to 12 -weeks of job protected leave and continued health 
coverage if they are unable to work or telework bec ause they are needed to care for their son or dau ghter because 
the child’s school or childcare facility has been c losed or the child’s childcare provider is unavaila ble due to the 
public health emergency.  

To request Emergency FMLA Expansion as provided und er the Families First Coronavirus Response Act ( FFCRA),  
please comp lete the following request form and at testat ion and  submit to your human resources department  as 
soon as possible.  

Employee Information: 

Empl .  ID:  
Name:  

Depart ment :  _________________________ 
Cont ract  Tit le:  

Supervisor Name:  

Phone:  Email :  

Cont act  While on Leave:   Cel l  Phone:  _____________________________________ 

Home Phone:  ___________________________________ Email :  

Check One:  ☐Full -Time ☐ Part -Time Numbers of  Hours Worked per Week:  __________________________ 

I am request ing t his expanded FMLA leave due t o my inabil i t y t o work (or t elework) because I am needed t o care for my 
chi ld due t o:  

☐ The closing of  my chi ld’ s school or place of  care,  due t o concerns relat ed t o COVID-19.  
☐ The unavailabi l i t y of  my chi ld’ s regular chi ld care provider due t o concerns relat ed t o COVID-19.  

Furt hermore,  
☐ I at t est  t hat  no ot her suit able person is available t o care for my chi ld during t he request ed period of  leave.  
☐ I at t est  special circumst ances exist  requiring my need for leave t o care for a chi ld over t he age of  14.  .  

Period of Leave Requested: 

☐ I request CONTINUOUS FMLA LEAVE: 

Leave St art  Dat e:  Leave End Dat e:   

☐ I request INTERMITTENT FMLA LEAVE: 

Leave St art  Dat e:  Leave End Dat e:  

Number of  hours/ week:  
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Ant icipat ed schedule of  absence must  be discussed wi t h supervisor .  For  Int ermit t ent  or  Reduced Work Schedule,  

appropr iat e document s must  be at t ached.  

FMLA Time Used Last  12 Mont hs:  

Check One: ☐ No ☐ Yes From:  To:  

Employee Statement Supporting Leave 

I,  ,  provide t he fol lowing informat ion in support  of  my request  for expanded 
Family and Medical leave (complet e al l  t hat  apply):  

Name of school or place of care closed due to conce rns related to COVID-19: 

Name of child caregiver unavailable due to concerns  related to COVID-19: 

Name and age of child or children I am needed to ca re for: 

Name:  Age:  

Name:  Age:  

Name:  Age:  

I,  ,  at t est  t hat  no ot her suit able person is available t o care for my chi ld or 
chi ldren during t he period of  request ed leave.  

☐ I at t est  t hat  special ci rcumst ances exist  requiring my need for leave t o care for a chi ld over t he age of  14.  

I underst and t hat  t he init ial 2 weeks (10 days) of  Emergency FMLA Expansion is unpaid.  I elect  t o be paid for t he f irst  10 

days under t he Emergency Paid Sick Leave Act .  Check one: ☐ Yes ☐ No 

I elect  t o subst i t ut e my accrued paid t ime under my employer benef it s af t er t he init ial  2 weeks.  

Check one: ☐ Yes ☐ No ☐ N/ A 

I at t est  t hat  t he above informat ion is accurat e and complet e.  I underst and falsif icat ion of  any informat ion given may 
lead t o discipl inary act ion.  

I underst and t hat  providing false or misleading informat ion regarding t he need for Emergency Family Medical Leave or any 
Famil ies First  Coronavirus Response Act  quali f ying reason wil l  be grounds for appropriat e act ion,  which could include 
discipl ine up t o and including t erminat ion of  employment  in accordance wit h applicable CUNY policies and col lect ive 
bargaining agreement s.  

Employee Signat ure:  Dat e:  

For Human Resources Use Only 

HR  Represent at ive Name:  

HR Represent at ive Signat ure:  Dat e:  
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