
Division of Rehabilitation Services – Home Services Program 

COVID-19 Paid Time Off Request Form

Please complete all information below, sign and date the form. Attach all required medical 
documentation confirming your eligibility for COVID paid time off. Once you are determined 
eligible, you will be entitled to pay to make up for the loss of hours suffered as a result of 
your inability to work for up to 14 days. COVID paid time off will be calculated based on the 
average number of hours worked in the last four pay periods. COVID pay will be automatically 
added to the next available payroll cycle.   

Individual Provider Name: 

Santrax ID:  SSN (Last 4): 

Case Number(s):  

Reason for COVID Paid Time Off request (check one) 

Confirmed Positive COVID Test 

Mandatory quarantine due to COVID symptoms 

Mandatory quarantine due to exposure to living with and caring for a 

household member with a positive COVID diagnosis

Required medical documentation (check one and enclose with this form) 

Official orders from Medical Provider (doctor) 

Official orders from Public Health Agency (state, county or city) 

I declare that to the best of my ability, the information in this document is true and correct.  
Should the information provided be inaccurate or falsified, such action shall be addressed in 
accordance with Article XVI, Section 6 of the collective bargaining agreement between SEIU 
and the State of Illinois.

Provider Signature: Date: 

Providers may email the completed form to:  DHS.HSP.COVIDPTO@Illinois.gov 
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