CGL Emplovee Certification

I , certify, under penalty of perjury, that the following is true and correct to
the best of my knowledge:

1. The information provided in this certification and any supporting documentation submitted in connection with my Caregiver’s
Leave request is true and correct to the best of my knowledge and belief.

2. Iam: (Select one)

U] The primary caregiver of , my seriously ill:

L] spouse U] child [] parent [] legal dependent

[ Entrusted with or have assumed responsibility for the care of , who is:

[ an older adult [ a dependent adult

3. The qualifying individual requires care, support, supervision, assistance, transportation, coordination of services, or other
caregiver assistance. [ meet the requirements applicable to the category under which I am seeking Caregiver’s Leave.

4. 1 understand that eligibility under the Caregiver’s Leave Policy remains subject to applicable law, review, and verification
requirements.

5. Tagree to notify my employing agency if:

e my caregiving responsibilities end;
e the qualifying individual no longer requires care;
e my eligibility status changes;

6. 1am requesting leave under the Caregiver’s Leave Policy, which permits eligible employees up to four (4) hours of administrative
leave per month, each calendar year.

7. Tunderstand that the Caregiver's Leave does not roll over and must be used in the month it is accrued.

8. Tunderstand that if I am approved for Caregiver’s Leave, this CGL Employee Certification is valid for up to twelve months from
the approval date of this Caregiver’s Leave Application.

Employee Name (Print)

Employee Signature Signature Date



