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Washington
Paid Family & Medical Leave
Employment Security Department

Application for Paid Family

and Medical Leave

Before you begin

When you apply for benefits online, you can choose
how to submit your weekly benefit claims (online or
over the phone) and how to receive your benefit
payments (direct deposit to your bank account or on a
prepaid debit card). When you apply for benefits with a
paper application, you are limited to:
1. Submitting weekly benefit claims over the
phone by calling 833-717-2273.
2. Receiving your benefit payments on a prepaid
debit card.

If you would like to file your weekly claims online or
receive your benefit payments through direct deposit,
you must submit your application online. Go to
www.paidleave.wa.gov for more information.

The Paid Family and Medical Leave Benefit Guide
provides information on how to apply for benefits

and submit weekly claims. It also explains your rights
and responsibilities under the law. Download the guide
at www.paidleave.wa.gov/benefit-guide or request a
copy by calling 833-717-2273.

Submitting your application

Mail your completed application, copies of your
identifying documents, and any other supporting
documents (certification of a serious health condition,
designated authorized representative form, etc.) to:

Employment Security Department

Paid Family and Medical Leave

P.O. Box 19020

Olympia, WA 98507-0020

Questions?

If you have questions, please contact us at 833-717-
2273 or email paidleave@esd.wa.gov. We are available
Monday through Friday between 8:30 a.m. and 4:30
p.m.
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Washington

Paid Family & Medical Leave
Employment Security Department
Benefit application instructions

Personal and contact information section
Provide your name, Social Security (SSN), birthdate and

contact information. The address you provide is where
we will mail your prepaid debit card and other
correspondence.

Employment information section
We'll use the information you provide to confirm you've
worked enough hours to be eligible for leave.

e  Employer name. The name of the business or
organization you worked for.

e Unified Business Identifier (UBI) or Federal
Employer Identification Number (FEIN). Find
your employer’s UBI by asking them for it, or by
using the UBI look-up tool on the Department of
Revenue’s website (www.DOR.wa.gov).

e Employment start and end dates. If they're your
current employer, leave the end date blank and
check the box to indicate they're your current
employer.

Leave information section

We'll ask for information about your leave request,
including the type of leave you're requesting (medical,
family, bonding after birth or placement of a child, or
military exigency) and your expected start and end
dates.

Can someone else complete this form for me?
You can authorize another individual to act on your
behalf for the purposes of Paid Family and Medical
Leave benefits. To do this, complete the Designated
Authorized Representative form. Contact us at 833-717-
2273 to get a copy of the form.

Reasonable accomodation or assistance

If you need a reasonable accommodation or other
assistance to help you interact with our program, please
let us know. Requests are handled through the Office of
the Paid Family and Medical Leave Ombuds. To request
an accommodation, email PEMLaccess@esd.wa.gov or
call 833-494-2273, Washington Relay Service 711.
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Washington
Paid Family & Medical Leave
Employment Security Department

° ° ° A< ~
Benefit application T2 A3
To apply, provide the required information (*) 2t ool R ¥ H L7 HRH(*)E A3 3l
requested below. FHAL

Personal information | 7[|¢1 A X

First name* | |5+ : Middle initial | Z-3} ©]& °] U4 :
Last name* | /d*:

SSN or ITIN* | SSN == ITIN* : Date of birth* | ' d € d*:
Phone number* | A3} 5 *:

Email address | ] ™Y 24

Preferred contact method* | 13 I} Wg*:
[ Phone | 3}
O Email | o] <
O Mail | $-4

Can we leave a detailed voicemail message at the phone number you provided?* | | Z-3] 41
ASAEZ A S G WA BN AF U7
[ Yes|d
[0 Nojelds
When possible, do you prefer to communicate in a language other than English?* | 71553 49 o] ©]£] <]
Aol At aFeHE AL A7
[ Yes|d
[ Nol|elds

What is your preferred language?* | 73174 A &&= Aoj& FA LY 7}
Ambharic | ¢tsteto] [1 Marshallese | "}4 o]
7 Arabic | oF5ef 71 Oromo | & 210}
[ Cambodian (Khmer) | 71t oo O  Punjabi | #A}H.0]
01 Chinese | % =7°] [l Russian | & A]o}o]
U  English | %] O Somali| &%d] o
U Farsi| |2 A]o}o] [ Spanish | =3 <10
O Japanese | &30 [J Tagalog | EF& & 1]
[ Korean | &F=Fo] U Ukrainian | -2} 1o
0 Laotian | 2}2.2=0] [ Vietnamese | | = o]
[]  Other. If other, what is your preferred language? | 71E}. 7B} & A8 &k 49, A8l7} A Este Ao +=

o174

Mailing address* | $-3¥ F2*:
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Washington
Paid Family & Medical Leave
Employment Security Department

City* I }\]*
State* | 5+ : Zip Code* | $-HH S *:

Gender* | AJE*:

[ Female| 4 [ Non-binary | &=H}°] 4 2]

O  Male |24 [ Prefer not to say | B3] 3L A 4] 25
Which of the following best describes your ethnicity and/or race? Check all that apply.* | T2 5 7 3}9]
US54 EEQFS /M 2 AE T AL FAYUZ? A7 ALY 25 FALL>

[1 American Indian or Alaskan Native | o}v 2] 7k It = e ~7F d511
[  Black or African American | -1 T3= o} 3 2] 7} 4] ] <ol

[J  Hispanic or Latino/Latina | 3] 223l <] H+= 2}&l 7]

0  Middle Eastern or Arab American | 55 ¢l S+= oF A vl =<l

[J  Native Hawaiian or Other Pacific Islander | 3}-2}o] 157 Hi= 7| €} Ejg o A 11
[J EastAsian| &olArlo}]

[0 South Asian | ‘Fo}A] o}l

71 Southeast Asian | ‘5 'FoFA] ool

U White | W<l

1 Prefer not to say | B3] a1 21 #] kg

[  Ethnicity and/or race not listed | 550l 915 154 2/E= Q0%

Leave information | 57} A E

Complete sections one OR two. All other sections are required. |
G 1 EE Y42 F JYFHNL. 2 ] BE 4HE B o)A FEY L

SECTION 1 | A4 1:

If you are a parent that is going to or gave birth | £4} o Qo] Ay} E4+3H -‘%‘—E?l AS:
Are you taking leave for medical care during pregnancy? | 44l F A2 E
[ Yes|d
If yes, baby's due date or date of birth | 2% 7 -, &4k o] 4 == EAak:
(MM/DD/YYYY) | (/%/%1%)
0 No|olH &
Are you taking leave to recover from giving birth? | &4+ ¥ 3|2 &
[0 Yes|d
If yes, baby's due date or date of birth | 7131 7%, &4 o] < Ti= Z4k:
(MM/DD/YYYY) | (2/%/1%)
(1 Nojelds

]
:oé
P
N
AN
il
>,
oo
ot
2]
L
N

~)

Are you experiencing complications related to your pregnancy or birth? | 42l oju 24t #3d 5
AEY7?
[l Yes|d

[0 NojeolHs
Are you taking leave to bond with your new baby (typically taken after medical leave)? | 214 o} <}
Fe2e A A8 F71E AL RAUIHL A 0.2 47} Fol A8
[l Yes|d
If yes, baby's date of birth | 131 79, &4F:
(MM/DD/YYYY)| (€/%/1 %)
[ Nojelds
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Washington
Paid Family & Medical Leave
Employment Security Department

SECTION 2| 214 2:

For all other situations | = 51¢] 2 & A3}
Why do you need to take leave? (Choose one) | 712 AH&-8 oF &= o] = FAYY7R? (3 714wk A 8
[ Medical leave for yourself | -21¢] ¥ 7}
01 Leave to care for a family member | 7}55-S = 1.7] ¢35 7}
If yes, which family member are you taking leave for? | 2121 7%, o] Wl 7} A4 1S &) F71=
A8t Y72
Child (or son-in-law, daughter-in-law) | A4 (== A}9], Bl =2])
Grandchild | =5
Grandparent (or grandparent of spouse) | =55 (5= vl -9-#} 2] =517
Parent (or parent of spouse) | §-5.(5=1= 1| -$-#}2] 1)
Sibling | & 7 7}
Spouse | Hll-$-#}
(1 Other | 9]-¢-#}

I I Y

(MM/DD/YYYY)| (2/¥ /%)
Bonding after the placement of your foster chil
If yes, child’s date of placement | 2% 79~ 1
(MM/DD/YYYY) | (2/9/9 %)
0 Bonding after the adoption of your child
If yes, child’s date of adoption | “1¥1 74 -9-, 9 <
(MM/DD/YYYY) | (2/9/9 %)
O Military exigency | A4 7155 43k
If yes, which family member are you taking leave for? | 1%l 7 ¢-, ojW 7} +A9S Sl F7H=
ARSI Y72
[]  Child (or son-in-law, daughter-in-law) | -1 (FE3= ALS9], W =g])
) Grandchild | &=
Grandparent (or grandparent of spouse) | =55 (= v 9-#F9] 25-5)
Parent (or parent of spouse) | §-E((=&= 1] 9-#}o] F5
Sibling | & 4] <} ]
Spouse | Hl|-5-#
Other | 7] E}:

o

==
o —
M2,

|

SECTION 3 | A4 3 :
How long do you expect to be on leave?* | v} @ FESH F71E 2 A0 2 o484 Y712+

Start date (MM/DD/YYYY) | A1 2t (€ /U /A &)

End date (MM/DD/YYYY) | 5 Y (2/Y/A%):

Did you know you would need to take leave before your leave started? | 7171 A| 25 7] Ao F71E T2
o7t &S ¢ AFEU7?

[ Yes|d

[ Nojelds
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Washington
Paid Family & Medical Leave
Employment Security Department

Employment information | 3-8 % 1.

We need your employment history to determine
whether you've worked enough hours to qualify for E
leave. Please list each employer you've worked for

within the last 18 months. Attach additional pages if
needed.

="}

-
(o0}

m%lmﬂﬂ % 7} 1§57

2

What is your current employment status?* | & A -8 AHe] 7} TS 4712+
(] Full-time salaried employee | EEF] 2] ¢l
1 Hourly or Part-time salaried employee | A| {HA] B2 FFEERS] 2]
O Unemployed | 22 4}E]

Employer name* | IL-85 o] E*:

UBI or FEIN* | UBI == FEIN*:

Employer phone number* | &5 A 3}H 5 *:

Is this your current employer?* | ©] I-8F7} &4l 31-&FY 72+
0 Yes| ¢l
0 Nojelds
Did you notify this employer that you plan to take leave?* | o] 18 F0f| A 7} A8 <&
[0 Yes|d
If yes, on what date did you notify them? | =21 749~ 14] SR g5 712
(MM/DD/YYYY) | (2/9/91 )
[0 Nojelds
[J  Requirement waived | &71 4]

Employment start date (MM/DD/YYYY)* | L& A 2 (/Y /A x)*:

Employment end date (MM/DD/YYYY) | 28 £5 4 (2/Y/A %)

Employer address* | L85 4% ;
City* | A]*:

State* | *: Zip Code* | $-HA T *:

HASHAI A & 7) o] & AA 9| s dsF= A R
S sy 18 oo Wa

%5 7 A8 FA

199 4% 37 Aol A8 AR L

SRIFY7
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Washington
Paid Family & Medical Leave
Employment Security Department

Employer name* | -85 °] &+
UBI or FEIN* | UBI == FEIN*:
Employer phone number* | -85 A3H 5 *:

Is this your current employer?* | ¢] &7} A A Z-&FYJ Y72+
[ Yes|d
0 Nol°ld<«
Did you notify this employer that you plan to take leave?* | o] &4 A F7} A &S SR 5712+
0 Yes|dl
If yes, on what date did you notify them? | =21 739~ 14] F R g5 712
(MM/DD/YYYY) | (2/9/¢1 )
0 No|elds
U Requirement waived | 2.7 WA

Employment start date (MM/DD/YYYY)* | & A 2 (/L /A =)*:

Employment end date (MM/DD/YYYY) | 21 & $E U (€/d4/A%):

Employer address* | L85 4% :
City* | A]*:
State* | *: Zip Code* | $-HH 3

Employer name* | I-&5 o] &+
UBI or FEIN* | UBI == FEIN*:
Employer phone number* | 3-8 A3 H 5 *

Is this your current employer?* | ©] &7} AA] 1&FYY 72+
[ Yes|d
[0 No|elds
Did you notify this employer that you plan to take leave?* | ] Z-&F A F7} A& TR ALY 7
[l Yes|dl
If yes, on what date did you notify them? | & 74 -, ¢4 B 1.3l 51712
(MM/DD/YYYY) | (2/1/91 %)
[0 Nojelds
01 Requirement waived | 271 %7

Employment start date (MM/DD/YYYY)* | =& A & (2/L/A =)™

Employment end date (MM/DD/YYYY) | 2§ S5 Y4 (¥/<4/9 %)

Employer address* | IL-&F F4*:
City* | Al*:

State* | F*: Zip Code* | S-HHA T *
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Washington
Paid Family & Medical Leave
Employment Security Department

Consent and signature o H A

Paid Family and Medical Leave may share and receive
information about you (or your claim) with other
agencies, departments, or your employers. We may
need to verify information you provide and may request = _
additional information as needed.

27 5% YU
If you misrepresent yourself, or knowingly withhold Bolo) pate] AEE Aw S AckaAL, wol 2
information from us, it will be considered fraud. If you Aw2 A EL}X]’OL o 70 /\}ﬂé ET e
. . . . o= 6 ©° T 6T ~ AT

Erowge maT.cur-ate mforma.tlon;]we may der;y yI:)L;r ] BAse 4u s ATe A9 A5k o RS

enefit app |cat|?(n or re?:lfret ?t you pa){ éc | enefits NZFSAL A S L 22k 558 o o 2=
you werg given. ‘ou'cou . ace fines or crimina Ut Mol WAL 7] A2 Tl 2w o) Th B
prosecution. By signing this document, / consent to the ' _ .

. . . BA o) AYFOEM, 22 Hol9) i T
disclosure of my information and have answered the o _ S .
application questions truthfully. S T S A A
Signature* | A ™ *: Date* | 25+ :

Printed name* | A4 o] &*:
Authorized Representative =<l A=<l

If the person applying for benefits is unable to sign this
form because of a serious health condition or injury, an
authorized representative may sign on their behalf,
provided they also submit a Designated Authorized
Representative form.

52 AFFE QAR 8 G Yo

H oz o) o OFAlo) A]mEF =

[#]
2 olo) )9 Fol tl2 el FH S AFeHE 7P

=

GAIR}E G IE}e] A g 7 Ll T
Authorized representative name | 5-¢] @ ¢l o] &

Authorized representative signature | 3¢ o2 <l A 9:

Date | Y%

Phone number | A3} &

Email | o] 9 <:

PAID LEAVE BENEFIT APPLICATION | 5 371 =3 A
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Washington
Paid Family & Medical Leave
Employment Security Department
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