






















 LANCASTER COUNTY 
 APPLICATION FOR EMERGENCY PAID SICK LEAVE  
 
Name of Employee: _________________________________________________________ 
   (Please Print Legibly) 
 
Last 4 Digits of Social Security Number:  XXX - XX - ____    ____    ____    ____  
   
Department: ______________________________________________________________ 
 
Home Address: Street: ________________________________________________________ 
 
 City: ___________________________   State: __________   Zip: _______________ 
 
Date or Dates of Leave Requested: ______________________________________________ 
 
Reason for Leave (Mark One): 
 
_____ (III.A.1)-Experiencing symptoms of COVID-19 and seeking a medical diagnosis 

_____ (III.A.2)-Advised by a health care provider or Federal, State, or local health authority to  

self-quarantine due to concerns related to COVID-19 

Name of health care provider or health authority: ____________________________________ 

_____ (III.A.3)-Subject to a Federal, State, or local quarantine order related to COVID-19 

 Name of health care provider or health authority:  ___________________________________ 

_____ (III.A.4)-To care for an individual who:   

_____ (III.A.4.a)-Is subject to a Federal, State, or local quarantine or isolation order related to  

COVID-19 

Name of individual __________________________Relationship: ______________________ 

Name of health care provider or health authority: ____________________________________ 

______ (III.A.4.b)- Has been advised by a health care provider to self-quarantine due to concerns 

related to COVID-19 

Name of individual __________________________Relationship: ______________________ 

Name of health care provider or health authority: ____________________________________ 

_____ (III.A.5)-To care for a child under 18 years of age if the child’s school or place of care has been 

  closed, or the child care provider is unavailable due to COVID-19 precautions 

 Name and Age of Child:  ________________________________________________________ 

 Name of school or place of care that has been closed or unavailable: ______________________ 

 I represent that no other person will be providing care for the child during the dates requested:  

_______________________________________________________________________________ 

 I represent that the following special circumstances exist to care for my child older than 14 during 

daylight hours:  _________________________________________________________________ 

  



 

_____ (III.A.6)- Subject to a Federal, State, or local isolation order related to COVID-19 

 Name of health care provider or health authority:  ______________________________________ 

_____ (III.A.7)-Experiencing any other substantially similar condition specified by the Secretary of HHS 

in consultation with the Secretary of the Treasury and the Secretary of Labor 

_____ For the date or dates I am requesting Emergency Paid Sick Leave, I am unable to Work or 

Telework 

 
Note: The Emergency Paid Sick Leave and the Expanded Paid Emergency Family Medical Leave as 

provided by the Families First Coronavirus Response Act (FFCRA) are not compensation or wages 
for purposes of FICA withholding as defined by the Internal Revenue Code.  Accordingly, the pay 
received through these two paid leaves will not accrue sick leave or vacation leave, but will apply 
toward retirement match or pension contributions. 
  
  

Employee's Signature: ___________________________________  Date: ________________ 
 
 
Approved By: 
 
 
____________________________     _______________________ 
Department Head or Designee   Date 
 
 
____________________________   _______________________ 
Human Resources Director   Date 
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