
State of Hawai`i 
Department of Human Resources Development 

Public Health Emergency Leave Request 

Employee Name: ______________________________ 

Department: __________________________________ 

Period of Leave: _______________________________    

1. Reason for Leave

I am unable to work (or telework) for the following reason:

□ I need to care for my son or daughter under age 18 because my child’s elementary or secondary
school has been closed due to a public health emergency.  (Attach documentation)

□ I need to care for my son or daughter under age 18 because my child’s place of care has been
closed due to a public health emergency.  (Attach documentation)

□ I need to care for my son or daughter under age 18 because the child care provider for my son or
daughter is unavailable due to a public health emergency.  (Attach documentation)

2. OPTIONAL:  For the first ten (10) days of leave, I would like to substitute the following paid leave for
the unpaid leave:

□ Emergency Paid Sick Leave at 2/3 pay

□ Sick Leave

□ Vacation Leave

□ Compensatory Time Off

If selecting multiple leave types, please indicate the order you want the leave applied with a number 
and the hours, if applicable (i.e., Sick Leave 32 hrs, Vacation Leave 32 hrs, Compensatory Time Off 
32 hrs). 

3. OPTIONAL:  I would like to use the following paid leave to cover any remaining amount necessary to
ensure 100% pay:

□ Sick Leave

□ Vacation Leave

□ Compensatory Time Off

If selecting multiple leave types, please indicate the order you want the leave applied with a number 
and the hours, if applicable (i.e., Sick Leave 32 hrs, Vacation Leave 32 hrs, Compensatory Time Off 
32 hrs). 

 

I certify that the above information is accurate and complete.  I understand that if I fail to report for work on the 
scheduled return date indicated above or fail to contact my supervisor regarding my absence from work 
beyond such scheduled date of return, my department may take corrective action. 

___________________________________   _______________________________    ______________ 
Employee’s Signature     Print Name     Date 

___________________________________  ________________________________ 
 Supervisor’s Signature            Date

___________________________________   ________________________________
   Departmental Human Resources Officer         Date
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