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Why do we need Paid Family Leave?

Employees struggle to choose
between maintaining a job and
caring for loved ones.

Employees face the stress of weeks
of lost wages.

Employees fear losing their jobs.

NYS Workers’ Compensation Board
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New York leads the nation

In April 2016, New York State enacted the nation’s strongest and most
comprehensive Paid Family Leave policy into law.

Paid Family Leave is employee-funded insurance that helps workers be
there for their families when they’re most needed.

Workers no longer have to choose between caring for their loved ones and
their jobs.

NYS Workers’ Compensation Board
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Paid Family Leave basics

Provides paid time off and job protection so you can:

Bond with a new child. Care for a family Assist loved ones when a
member with a serious spouse, domestic partner, child,
health condition. or parent is deployed abroad.

NYS Workers’ Compensation Board
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Paid Family Leave & COVID-19

‘i ¥ Provides paid time off/job protection
' N

or their minor dependent child when
under an order of quarantine or
isolation due to COVID-19.

for employees to care for themselves
»
g~ PaidFamilyLeave.ny.gov/COVID19
——

NYS Workers’ Compensation Board
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Your rights and protections

Paid time off and:
Job protection.

Continued health insurance while
on leave, on the same terms as if
you had continued to work.

Protection from discrimination
and retaliation for requesting or
taking Paid Family Leave.

NYS Workers’ Compensation Board
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Caring for a family member

&

with a serious health condition

Proven benefits:

Increased quality of care for a
family member

Improved pediatric, medical,
and surgical experience

Improved management of
chronic diseases

Increased meaning and purpose for
the caregiver

Reduced length of hospital stays,
readmissions, emergency room use

Decreased stress regarding financial
stability

NYS Workers’ Compensation Board
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Caring for a family member with a serious health condition

Qualifying family members include:

Spouse Sibling Grandparent
Domestic partner Parent/stepparent Grandchild
Child/stepchild Parent-in-law

These family members can live outside of New York State and even outside the U.S.

NYS Workers’ Compensation Board
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Caring for a family member with a serious health condition

A serious health condition is defined as an iliness, injury, impairment,
or physical or mental health condition requiring either:

Inpatient care.

Continuing treatment or supervision by a health care provider.

NYS Workers’ Compensation Board
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Caring for a family member with a serious health condition

Examples of conditions that may qualify
as serious health conditions:

Your mother is receiving chemotherapy
and needs emotional support.

Your spouse/domestic partner is
recuperating from surgery.

Your child is undergoing treatment
for addiction.

NYS Workers’ Compensation Board
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Caring for a family member with a serious health condition

Examples of health conditions not
considered serious under Paid
Family Leave:

Common cold/flu
Routine dental work, orthodontia

Cosmetic treatment

NYS Workers’ Compensation Board
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Higher maximum benefit

In 2024, eligible employees may take up to 12 weeks of Paid
Family Leave at 67% of their AWW, up to 67% of the NYSAWW.

BENEFITS FOR 2024

New maximum
weekly benefit

$1,151.16

67% of employee’s AWW,

12weeks |~ 5't0 67% of NYSAWW

NYS Workers’ Compensation Board
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Weekly benefits calculator

2024 Wage Benefit Calculator
- Employees who take Paid Family Leave will receive 67% of their average weekly wage (AWW), capped
Wa g e e n e I t Ca C u ato r at 67% of the New York State Average Weekly Wage. Generally, your AWW is the average of your last

eight weeks of pay prior to starting Paid Family Leave, including bonuses and commissions. The

. . - maximum weekly benefit for 2024 is $1.151.16.
IS available:

Use the calculator below to view an estimate of your weekly benefit.

Enter your last eight weeks of gross wages:

PaidFamilyLeave.ny.gov/

PFLbenefitscalculator2024 - -

SUBMIT

Note: When calculating benefits, Paid Family Leave insurers must use whichever is higher: the last eight
weeks worked including the week when PFL started, or the last eight weeks worked not including the
week PFL started.

NYS Workers’ Compensation Board



fﬁf !}'gE’K Paid Family
STATE | Leave

Lower employee contribution

The 2024 payroll contribution is 0.373% of an employee’s gross wages
each pay period, capped at an annual maximum of $333.25.

If an employee earns less than the New York State Average Weekly
Wage of $1,718.15, their annual contribution will be less than the cap.

NYS Workers’ Compensation Board
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Weekly deduction calculator

A weekly deduction calculator
is available:

PaidFamilyLeave.ny.gov/
paid-family-leave-calculator2024

PAID FAMILY LEAVE

2024 Paid Family Leave Payroll Deduction
Calculator

If you are eligible for Paid Family Leave, you pay for these benefits through a small payroll deduction
equal to 0.373% of your gross wages each pay period. In 2024, these deductions are capped at the
annual maximum of $3332.25.

Use the calculator below to view an estimate of your deduction.

Enter your gross wages for the pay period, including estimated bonuses/commissions:

0.00

*This calculator is meant to give only an estimate of your PFL deduction. Your actual deduction
amount may change depending on whether you receive bonuses and commissions or other forms of
compensation as part of your wages.

SUBMIT

NYS Workers’ Compensation Board
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Summarizing the 2024 benefits and contributions

Benefits are higher and the cost is lower!

Maximum weekly benefit increase: Benefit increased from
$1,131.08 to $1,151.16.

Employee contribution rate: Employees will pay 0.373% of
their gross wages each pay period, capped at an annual
maximum of $333.25. This is $66.18 less than 2023.

NYS Workers’ Compensation Board
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Who is covered?

Most employees who work for
private employers are covered.

If you work for a public employer,
your employer may opt in.

If you're a public employee
represented by a union, you may
be covered if Paid Family Leave
has been negotiated as part of
your contract through collective
bargaining.

NYS Workers’ Compensation Board



fﬁf !}'gE’K Paid Family
STATE | Leave

Who is eligible?

Employees who work for covered employers are eligible if they regularly work:

Full-time employees (including domestic workers):
20 or more hours per week.

= 26 consecutive weeks of employment with the same employer.

Part-time employees:
Less than 20 hours per week.

= 175 days with the same employer.

Citizenship and/or immigration status is not a factor in eligibility.

NYS Workers’ Compensation Board
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Can you waive coverage?

You can only waive coverage if you:

Regularly work 20 or more hours per week but won'’t be in
employment with your employer for 26 consecutive weeks.

Regularly work fewer than 20 hours per week and won’t work
175 days in a 52-week period.

Employers must provide a waiver form to all employees who qualify.

Employees who properly file a waiver will be ineligible for benefits
and exempt from making contributions.

NYS Workers’ Compensation Board
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How to request leave

Notify your
employer

J

Notify your employer at least 30 days before the start of your leave if it's foreseeable,

Complete
the request
forms

J

Send forms
to the
insurance
carrier

J

or as soon as possible. Insurers must pay or deny the request within 18 days of
receiving a completed request, or the first day of leave, whichever is later.

NYS Workers’ Compensation Board
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Inform your employer

Let your employer know at least Kt
30 days before your leave will
start, if it's foreseeable.

NYS Workers’ Compensation Board
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ST.

Complete the required e
Paid Family Leave request forms

8. Eenployss's dase of birs ATINYYT

8. Empioyme's primary tebephons number

Family Care leave package includes three forms:

8. Empioyes’s gender [ Ve

Request for Paid Family Leave (Form PFL-1)

Release of Personal Health Information (Form PFL-3)

Health Care Provider Certification (Form PFL-4)

L e

NYS Workers’ Compensation Board
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Getting request forms

You can get Paid Family Leave request
forms from:

Your employer

Your employer’s insurance carrier

PaidFamilyLeave.ny.gov/forms

2 Cber taxt rames, ey, urder which sepioyes has werked

3 Emepliryes’s malbng ssdress

p ot e\._‘,':',‘ Paid Family Request For Paid Family Leave
€ - JTATE | Leave (Form PFL-1)

NYS Workers’ Compensation Board
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Completing the Request For Paid  -=
Family Leave (Form PFL-1, PartA) ~—~———

. Employee’s mailing address
Shest adaress

Employee fills out Part A. e

Paid Family Request for Paid Family Leave
Leave (Form PFL-1)
NSTRUCTIONS INCLUDED WITH FORM

Employer fills out Part B. —

You must also state why you are requesting e

the leave and how the family member it e

pertains to is related to you. B

NYS Workers’ Compensation Board
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Completing the Request For Paid Family Leave (Form PFL-1, Part A)

PART A - EMPLOYEE INFORMATION (to be completed by the employee) - continued from prior page

Form PFL-1 continued from prior page
13. Will PFL be for a continuous period of time and/or intermittent?
PFL start date (MM/DD/YYY'Y) PFL end date (MM/DDMYYYY)

|:| Confinuous | / | /

D Dates are estimated

Identify dates intermittent PFL will be taken: D Dates are estimated

|:| Intermittent

14. If providing less than 30 days’ advance notice to the employer, please explain:

NYS Workers’ Compensation Board
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Completing the Request For Paid Family Leave (Form PFL-1, Part A)

Employment Information (fo be completed by the employee)

15. Business name

16. Employee’s date of hire (MMWDD/YYYY) ! !

17. Employee’s work location
Street address

City, State Zip code Country (if not US.A.)

18. Employee’s average gross weekly wage (This data will be requested of both employee and employer)
19. Employer's telephone number for contact regarding this request ) -

20a. Does employee have more than one employer? D Yes DNO
20b. If yes, is employee taking PFL from the other employer? D‘fes DNo

21. Is employee currently receiving werkers’' compensation lost wage benefits? D Yes |:|No

Disclosure statement: Information regarding PFL benefits received by the employee, such as payments received and types of leave, will be provided to the employer. ‘

NYS Workers’ Compensation Board
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Completing the Request For Paid Family Leave (Form PFL-1, Part A)

Declaration and signature

&ny person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any matenally false information, or conceals for the purpose of misleading, information concerning any fact matenal thereto, commits a fraudulent insurance act,
which is a cnime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

| am hereby making a request for Paid Family Leave benefits under the NY'S Workers” Compensation Law. My signature affirms that the information [ am
providing is true and accurate to the best of my knowledge and belief.

Employee’s signature Date signed (MM/DDIYYYY)
/ /

|:| | am submitting this form in advance (see instructions about pre-submitling). | understand the insurance carrier will contact me to advise how to submit the
required missing information.

PFL-1 (12-22) If you need assistance, please call (844) 337-6303
Page2of4 paidfamilyleave.ny.gov

NYS Workers’ Compensation Board
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PART B - EMPLOYER INFORMATION (io be completed by the employer)

Mailing adress

equest For Paid Family

Employer's FEIN -

3. Employer’s Standard Industrial Classification (SIC) Code
eave (Form - art L ———

~N

5 Employer's contact telephone number { ) -
6. Employer's contact email address
7. Employee's date of hire (MMODYYYY) ! i
8. Employee’s occupation Coses are available ot wwe s gov/soo 21 Bimajor groups him -
9. Enter the last 8 weeks of gross wages for the employee and calculate the average gross weekly wage
Wask no. | Wesk snding dats (MMDD/YYYY] | Numbsr of days worksd | Gross amount paid

1

2

3

1

5

]

7

E]

Calculated average gross weekly wage:

10. If employee received or will receive full wages while on PFL, will employer be requesting reimbursement? D"es DNn
Form PFL-1 continued on next page

PFL-1 (12-22) If you nesd assistance, pleass call (344) 3376303
Page Jof4 aidfamilylsave.ny.gov

rkers’ Compensation Board
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Completing the Release Of Personal Health
Information (Form PFL-3)

Request for Paid Family Leave

NEW | Paid Famil
g?ﬂ'{E L Y Release of Personal Health Information
éave Under the Paid Family Leave Law (Form PFL-3)

INSTRUCTIONS INCLUDED WITH FORM

TO BE COMPLETED BY THE EMPLOYEE
Employee’s name (first name, middle initial, last name)

Care recipient’s (patient’s) name (first name, middle initial, last name) Care recipient’s (patient’s) date of birth (MM/DD/YYYY)
! /

NYS Workers’ Compensation Board
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ompleting the Release of Personal Health Information (Form PFL-3)

RELEASE OF PERSONAL HEALTH INFORMATION BY THE HEALTH CARE PROVIDER FOR A FAMILY MEMBER

'WITH A SERIOUS HEALTH CONDITION (to be completed by the care recipient or authorized representative and
‘submitted to care recipient's health care provider with Form PFL-4)

it st rame)

Care recipient’s [patients) name Care recipient’s (patient's) name fistname, midde ifal, listname]  Care recipient’s (patient’s) date of birth (MMDD/YYYY)
[ . authorize my health eare provider listed on this form to ' !
Emplayee's name

release my personal health information to and their RELEASE OF PERSONAL HEALTH INFORMATION BY THE HEAL TH CARE PROVIDER FOR A FAMILY MEMBER
FFL imsuranos camer's name WITH A SERIOUS HEALTH CONDITION (to be completed by the care recipient or authorized representative and

‘submitted to care recipient's heaith care provider with Form PFL-4) - continued from prior page:
employer's PFL insurance carrier

Records Subject to Release: This form gives the health care provider listed permission to include information from your health Form PFL-3 continued from prior page
care reconds on the attached medical centification. This form gives your health care provider permission to release only the
information in your health care records that relate to your current condition, which is the subject of the employee’s request for Paid
Family Leave benefits.

4. Care recipient’s m.

Maiing address
Duration of Revocable Release: This authorization ends after one year. or when you revoke the release. You can cancel this
release at any time. To cancel, send a letter to the health care provider listed on this form. iy, Ste Zp code Country fnot USA)

This form does NOT allow your heaith care provider to release the following types of information, unless you specifically permit
such release. Put an X" next to any information your health provider MAY release:

o

. Care recipient’s Social Security number - -

[ ]HIVAIDS relsted information || Mental health information || Alcshclidrug treatment || Psychotherapy nctes

Health Care Provider Information (to be completed by the care recipient or authorized representative)

Identify the health care provider who is currently providing you with treatment for a condition that is subject to the employee's
request for PFL benefits

o

. Care recipient’s telephone number (provids area or country cods)

READ AND SIGN BELOW
| nereby raquest that the health care provider listed give 3 completed Health Care Provider Certification for Care of Family Member
1. Health care provider's name with Serious Health Condition (Form FFL-4) to the empiayes identified on the PFL4 form. | understand that sueh information
includes 3 diagnosis and prognosis of my current congition, the date it commenced, and any estimation of the amount of care that |
require from the empleyee requesing PFL benefits as 3 result of my curent condition.

Care recipients signature

2. Health care provider's mailing address Date signed (MMIDDYYYY)
Maling address / /
Ciy, State Zip code. Country [ifnot USA)
Authorized representative
Pritname
3. Health care provider's telephone number (provide area or couniry code) L represent the care recipient in this matter s suthorized by:

[lparntiright [ Power ofstomey stach copyt [1] o copy) [ Healthcare oy aach copy)

Autiorzed epresentatve's sgnanre
Form PFL-3 continued on next page Dste signed (MMITDIYYYY]

I 1

PFL-3 (12-22) Relsase of PHI
Pags 10f2

The employee should retain a copy for their own records

NYS Workers’ Compensation Board
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NEW Paid Family Request for Paid Family Leave

Completing the
;?E'II'(E L Health Care Provider Certification for Care of Family
H ea I th C are eave Member with Serious Health Condition (Form PFL-4)
INSTRUCTIONS INCLUDED WITH FORM
P - d TO BE COMPLETED BY THE EMPLOYEE
r 0 V’ er Employee’s name (first name, middle inital, last name) Employee’s date of birth (MMDD/YYYY)
| } | J |} : I
Ce r tl f’ ca tl o n Other last names, if any, under which employee has worked Employee’s Social Security number or TIN
(Form PFL -4) Employee’s mailing address

Mailing address

City, State Zip code Country (if not U.S.A)

Care recipient’s (patient’s) name (first name, middie initial, last name) ~ Care recipient’s (patient’s) date of birth (MMWDD/YYYY)
/ I

NYS Workers’ Compensation Board
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Completing the Health Care Provider Certification (Form PFL-4)

FORM PFL-4 - CONTINUED FROM PRIOR PAGE

TO BE COMPLETED BEY THE EMPLOYEE
Employee’s name (first name, middle initial, last name) Employee’s date of birth [MMDD/YYYY)

f /

Care recipient’s (patient’'s) name (first name, middle initial, last name) ~ Care recipient’s (patient’s) date of birth (MM/DDNYYYY)
/ /

NYS Workers’ Compensation Board
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Completing the Health Care Provider [ttt b

- continued from prior page
LY ofd - Form PFL-4 continued from prior page
ertification (Form - R ——
[ edical Dactor (M} [Joentst posioom) [ Licensed Social Worker [LMSWILESW)
[ Dostor of Osteapatry (00} [ Physician Assistant (P} [ [other (specy)
[ | postor of Posiatric Mesicne (DFM) [ Wurse Practsioner iNF)

|| postor of Chircpeactic Medisine (

[ |icensed Peychologist

10. Health care provider's mailing address
Waiing addess

Ciy, State Zip code Country [Frct I SA |

11. Health care provider’s telephene number (provid area or country cods)

12. Health care provider's fax number (provide area or country code)

13. Health care provider's email address (if avalable)

14. State or country (if not U.8.A.} in which health care provider is licensed to practice
15. Specialty

16. Health care provider's license number

Certification and signature

Any person who knowingly and with intent to defraud any insurance company or other person files an apglication for insurance or statement of claim containing
any materially false information, of conceals for the purpase of misizading, information comceming any fact material thereta, cammits a Frauslent insurance 3t
which is a crime, and shall also be subiect b a civl penalty not to excesd fve thousand dollars and the stated value of the claim for sach such violation.

My signature atiests that the information | hav provied in this form is based on my professional assessment within my licensed scope of practice.

Health care provider's signature Date signzd (MM/DDIYYYY)

! ]
PFL-4 [12-22) HCP Cartification 1 you nesd assistancs, plsass call (844) 337-8303
Page 20f2 aidfamilyleave.ny.gov

NYS Workers’ Compensation Board
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Send forms to insurance carrier

Send all forms and documentation to your employer’s insurance carrier.

The insurance carrier must pay or deny within 18 calendar days of receiving
your completed request, or the first day of leave, whichever is later.

APRIL

NYS Workers’ Compensation Board
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Handling disputes

If your claim is denied, or you
have another claim-related
dispute, you may request
arbitration.

Arbitration for Paid Family Leave
is handled by NAM (National
Arbitration and Mediation)
nyspfla.namadr.com.

NYS Workers’ Compensation Board
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Protection from discrimination
You can file a discrimination claim with the
Workers’ Compensation Board if your employer:

Does not reinstate you to the same or
comparable position.

Terminates you.
Reduces your pay and/or benefits.

Disciplines you in any way for requesting or
taking Paid Family Leave.

PAID FAMILY LEAVE
DISCRIMINATION / RETALIATION COMPLAINT

Pad Famiy Leave s PO Box 8050, Fndioct, N7 13761 6030

Complete this farm only I
“fou have submiled he Formal Request for Reinstatement Regarding Paid Family Leave (Form PFL-DS-118) to
your employer AND the Workers' Compensation Bieard, an

& Your emplayer hes not respanded within 30 days OR. you wers not sstisfied with their axplanation as to why your
amployment condiions were changy

A hearing will be Scheduled after your empiayer receives his form and Nas an opparunty 1o rEspond.

Alfsci i 1 i

Preot of receipt of family leave benefits

i €ttt I il i DEGIES (F DENEis were ot (€cEived), At

3. Ewidence, such as a letier of ermination or the name of a witness, tat e following ecsurmed in relation to
raquesting or t=king Paid Famity Loave:
» Empioyer's refusai to reinstats you 1o your originsl or comparabls posiicn,
» Termination of emiaym
® Reduced pay andior bene
® Diseplinary action

andior

When o have comaled the form:
tothe Workers"Compensation Board: Paid Faml Laat, PO Bax 9030, Endical N 13761-0030
= Sendactpy o vear amplaye
= Rean a copy for s ekord,

Falure 1o complete this fom, Inciuding the required attachments, may deley processing of your comalzint
Employee's Information

e (LAST, FIRST, I): Date of Birth:
Address:

Phona #: Sosial Sacurity #Tax Identficaton #
Employer’s Information (as it appears on your pay stub)

Business Name:

Address:

Phone # Federal ldgnification Number (FEIN}

Person who against me was:

Thair position is (check one): [ Owner [ Supervisor [ Managsr
Paid Family Leave Information
Gk one of the folloving
= Paid Family Leave was formally requested and granted  Stat Date: _ End Date:
[ Paid Family Leave was formally requesied and denied
L Na Formal reuest wins made for Paid Family Leawe

Dete Roquest for Paid Family Lesve {Form PFL-1) was given to employer,
o mentn of Paid Family Loave was made (if applicabie)

Type af Paist Family Leave: [] Sanding with 2 Child [] Care for Famity Member [ Qualifying Miltary Event

PFL-DC-120{1-18) Page 1 0f 2 I you e assistance. please call (84) 337-6302 I"l‘l"“”” [
w1y ol PaicFamily L BFL-OC-120 1-1

NYS Workers’ Compensation Board
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How are Paid Family Leave and FMLA similar?

Both Paid Family Leave and the Family and Medical Leave Act provide:

Leave for:

= Bonding with a child.

= Caring for a family member with a serious health condition.

= Assisting when a family member is called to active military service abroad.

Job protection.

Continued health insurance during leave on the same terms as if you had
continued to work.

NYS Workers’ Compensation Board
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How do Paid Family Leave and FMLA differ?

Paid Family Leave FMLA

= Almost all private employers
= Public employers may opt in = Public and private employers

Coverage = One or more employees in employment on = 50 or more employees in a 75-mile radius
each of at least 30 days in any calendar year
= After 26 consecutive weeks of employment if
Eliqibilit regularly working 20 or more hours per week = 12 months of employment
g y = After 175 days worked if regularly working less = 1,250 hours of work in the 12-month period preceding leave
than 20 hours per week
Reason for = Employees cannot use for own serious = Employee can use for own serious health condition
L health condition = Can only be used to care for a child if the child is under 18 years old, or
SR = Can be used to care for a child of any age “‘incapable of self-care because of a mental or physical disability”
Length of Leave = Only in full-day increments = Hourly basis
. . = Employers cannot require employees use = Employer can compel an employee to use paid
Paid Time Off paid time off while on Paid Family Leave time off while on FMLA

NYS Workers’ Compensation Board
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If | have a sick family member in another country,
what do | need to do?

The location of your family member does not matter, as long as
the employee giving care is in close and continuing proximity
during the majority of the leave period.

Complete and submit all required documents.

= Qut-of-state/out-of-country health care provider is responsible
for completing medical certification.

NYS Workers’ Compensation Board
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What is needed to demonstrate
a domestic partnership?

Common ownership of property
Children in common

Sign of intent to marry

Shared budgeting

Length of personal relationship

NYS Workers’ Compensation Board
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What if | can’t get my medical
certification on time?

You have 30 days from the beginning of your leave to submit
your completed request before you risk losing benefits.

If you fail to submit a completed application with documentation
within this time frame, the insurer may be able to deny your request.

NYS Workers’ Compensation Board
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Learn more

Visit PaidFamilyLeave.ny.gov to access:
Detailed information on Paid Family Leave
Paid Family Leave request forms and fact sheets
Weekly benefit and payroll deduction calculators
Paid Family Leave updates for 2024

Information about COVID-19 quarantine leave benefits

NYS Workers’ Compensation Board
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Learn more

Helpline:
(844) 337-6303

Website:
PaidFamilyLeave.ny.gov

Get Email Updates:
Select “Get Updates” on the bottom
of the Paid Family Leave website.

NYS Workers’ Compensation Board
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Questions?

NYS Workers’ Compensation Board
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