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Cheektowaga-Maryvale UFSD 

CORONAVIRUS (COVID-19) LEAVE REQUEST FORM 

 
Name of Employee:               
 
Date(s) for which Leave is requested:             
 
By signing this form, I certify that I need leave for the following COVID-19 reasons: 

_____ 1. I am subject to a federal, state, or local quarantine or isolation order related to COVID-19.  
 Name of the government entity that issued the order:        

              
 Provide order. Orders can be requested by contacting your local health department. 
 If order is not immediately available, I certify by signing this form that I meet the criteria for a 

mandatory isolation, mandatory quarantine, or precautionary quarantine (select one) as outlined 
below: 

____Mandatory isolation: (a) employee has tested positive for COVID-19 or (b) testing is 
currently unavailable to employee but employee is symptomatic and has had contact with a 
known COVID-19 case. 
____Mandatory quarantine: (a) employee has been in close contact with someone who tested 
positive for COVID-19 or is currently in mandatory isolation or (b) employee is symptomatic and 
has returned within 14 days from a country designated with a Level 2, 3, or 4 advisory for 
COVID-19. 
____Precautionary quarantine: (a) employee is asymptomatic and has returned within 14 days 
from a country designated with a Level 2, 3, or 4 advisory for COVID-19 or (b) employee has 
been determined to have had proximate exposure with someone who has tested positive for 
COVID-19. 

 Provide medical documentation establishing the relevant criteria as described above, and provide the 
quarantine or isolation order as soon as you receive it from the local health department (should be 
received from local health department within 30 days of request). 

 

______   2. I have been advised by a health care provider to self-quarantine due to concerns related to COVID-19. 
 Name of the health care provider who advised the self-quarantine:      

              
 Provide documentation 

 

______   3.  I am experiencing symptoms of COVID-19 and seeking a medical diagnosis. 
  Provide documentation  

 

______   4.  I am caring for an individual who is subject to an order as described in category 1 or who (the individual) 
has been advised as described in category 2 above. 
 Name of the person whom the employee is caring for:        

              
 Name of the government entity that issued the order to or the health care provider who advised self-

quarantine for to the individual being cared for:         
              

 Provide documentation as noted in #1 or #2 above  
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______ 5.   I am caring for a son or daughter, if the elementary school, secondary school, or place of care has been 
closed, or if the paid “child-care provider” of such child is unavailable, due to COVID-19. 
 Name of the child being cared for:           
 Name of the school, place of care, or child care provider that has closed or become unavailable:   

              
 Provide documentation of closure. This can include the notice that has been posted on a government, 

school or day care website, or published in a newspaper, or an email from an employee or school 
official, place of care, or child care provider regarding the closure or unavailability. 

 By signing this form, I certify by signing this form no other suitable person will be caring for the child 
during the period of the leave. 

 If the child to be cared for is older than 14 years and employee is seeking leave to provide such care 
during the daytime, provide a statement of the special circumstances that exist requiring the employee 
to provide such care:            
             
              
 

______ 6.  The employee is experiencing any other “substantially similar condition” specified by designated federal 
officials.   
 Similar Condition:             
 Provide documentation  

 
Note: If you need leave for the above reasons but are unable to provide documentation immediately, contact Dr. 
Stephen Lunden in the Central Office. The District will grant reasonable extensions of time to provide documentation. 

By signing below, I certify that the above is true and correct. I understand that receiving leave or benefits under false 
pretenses is a terminable offense. 

____________________________________  ______________________________________ 
EMPLOYEE SIGNATURE     EMPLOYEE PRINTED NAME 
 

____________________________________   
DATE        
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