
RETURN TO WORK AUTHORIZATION FOR NURSING HOME EMPLOYEES  

တၢ ၢ်ဟ  ၢ်ခ ွဲွဲးစိကမ ီၤတၢ ၢ်လွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤလၢတၢ ၢ်က ၢ ၢ်ထ ွဲပ ီၤသွဲးပ ၢ ၢ်အပ ီၤမီၤတၢ ၢ်ဖိတဖ ၢ်အဂ ၢ ၢ် 

 

COMPLETE IF YOU HAVE BEEN A CONFIRMED OR SUSPECTED CASE OF COVID-19. 

နမ ၢ ၢ်ဘ ၢ်တၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤ မ တမ ၢ ၢ် ဘ ၢ်တၢ ၢ်တယ ၢ်က ၢ ၢ်လၢအဘ ၢ်ဂ ၢ်ဒ ွဲး COVID-19 န   ၢ် မီၤပ ွဲီၤလ ီၤတၢ ၢ်ဂ ၢ ၢ်တက ၢ ၢ့်ၢ်ႋ 

 

I, (print name) ______________________________, do hereby affirm that: If I tested positive for  

COVID-19 and have remained asymptomatic:  

ယီၤ (က ွဲွဲးလ ီၤမ ီၤ) ______________________________, အၢ ၢ်လ ီၤပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤလၢ- 

ယမ ၢ ၢ်ဘ ၢ်မီၤက ၢ ၢ်သွဲးဖ ျါလၢဘ ၢ်ဂ ၢ် COVID-19 ဒ ွဲး အ ိၢ်ဒ ွဲးတၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်န   ၢ်- 

 I can return to work 14 days from my first positive COVID-19 test day. 

 ယလွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤသ စွဲးထ  ၢ်ဖွဲယမီၤက ၢ ၢ်သွဲးဖ ျါလၢဘ ၢ်ဂ ၢ်ဒ ွဲး COVID-19 ပ ီၤက   ၢ် 14 သ န   ၢ်လ ီၤ့ၢ်ႋ 

If I tested positive for COVID-19 and have been symptomatic:  

ယမ ၢ ၢ်မီၤက ၢ ၢ်သွဲးဖ ျါလၢဘ ၢ်ဂ ၢ် COVID-19 ဒ ွဲး အ ိၢ်ဒ ွဲးတၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်န   ၢ်- 

 I can return to work 14 days after the onset of COVID-19 symptoms and  

 ယလွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤသ စွဲးထ  ၢ်ဖွဲ COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ် စွဲးထ  ၢ်သွဲးပ ီၤက   ၢ် 14 သ ဒ ွဲး 

 I have been fever free for at least 72 hours (3 days), without the use of fever-reducing medications, 

and  

 ယလီိၤတကၢိ ၢ်လၢီၤဘ ၢ်အစ ီၤကတၢၢ ၢ် 72 န ၢ်ရ  ၢ် (3 သ ) လၢတအ ဘ ၢ်ကသ  ၢ်ကသ တဖ ၢ်လၢမီၤစ ီၤလ ီၤလ ီၤ 

တၢ ၢ်လီိၤကၢိ ၢ် ဒ ွဲး 

 My COVID-19 respiratory symptoms are improving.  

 ယ COVID-19 တၢ ၢ်သျါထ  ၢ်သျါလ ီၤအက ၢ ၢ်ပန  ၢ်တဖ ၢ်ကိညၢ ၢ်ထ  ၢ်က ီၤ၀ွဲန   ၢ်လ ီၤ့ၢ်ႋ 



The current guidance for the Return to Work for Nursing Home Employees is attached hereto. Sworn 

and subscribed by me on (today’s date) _______________, 2020 ______________________________  

ချါခွဲအ ီၤတၢ ၢ်နွဲ ၢ်က ွဲလၢ တၢ ၢ်လွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤလၢတၢ ၢ်က ၢ ၢ်ထ ွဲပ ီၤသွဲးပ ၢ ၢ်အပ ီၤမီၤတၢ ၢ်ဖိတဖ ၢ်အဂ ၢ ၢ် 

ဘ ၢ်တၢ ၢ်ဘ ွဲးစွဲဃ  ၢ်အ ီၤဖွဲအ ီၤန   ၢ်လ ီၤ့ၢ်ႋ ယအၢ ၢ်လ ီၤအ လ ီၤသွဲးဒ ွဲးလ ီၤပိ ၢ်မီၤထ ွဲတၢ ၢ်အ ီၤဖွဲ (တန ီၤအ ီၤအန ီၤသ ) 

_______________, 2020 ______________________________ 

(SIGNATURE) NOTE: YOUR SIGNATURE DOES NOT HAVE TO BE ACKNOWLEDGED BY A NOTARY PUBLIC; 

YOU ARE SWEARING TO THE VERACITY OF THE INFORMATION YOU HAVE PROVIDED ON THE FORM.  

(ဆွဲွဲးလ ီၤမ ီၤ) တၢိ ၢ်န  ၢ်- 

အလ ၢ ၢ်တအ ိၢ်လၢနတၢ ၢ်ဆွဲွဲးလ ီၤမ ီၤအ ီၤကဘ ၢ်တၢ ၢ်အၢ ၢ်လ ီၤတ ၢ ၢ်လ ိၢ်အ ီၤလၢကမ ၢၢ ၢ်ပ ၢ ၢ်ရ ခ ိၢ်က ၢၢ ၢ်ဘ ၢ်န   ၢ်လ ီၤ 

နအၢ ၢ်လ ီၤအ လ ီၤသွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤလၢနဟ  ၢ်ဘ ၢ်  အ ီၤလၢက   ၢ်ဒအိ ီၤမ ၢ ၢ်တၢ ၢ်မ ၢ ၢ်တၢ ၢ်တ န   ၢ်လ ီၤ့ၢ်ႋ  

Should this affirmation be sworn to as indicated, then based solely on such affirmation above, and 

accepting such information as fact, I, Gale R. Burstein, Commissioner, Erie County Department of Health, 

do hereby find the that the affirming individual herein is able to return to work subject to current and 

future orders, protocols, guidance, or any other official direction promulgated by any agency of the 

United States Government, New York State Government, or Erie County Government having subject 

matter authority. 

ယပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤဒ ွဲးအၢ ၢ်လ ီၤအ လ ီၤသွဲးဒၢ်တၢ ၢ်ဒ ွဲးနွဲ ၢ်ပ ၢ်ဖ ျါထ  ၢ်တ ၢ ၢ်အသွိဲး, 

၀ ီၤဒ ွဲးဒွိဲးသန  ီၤထ  ၢ်သွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤလၢထွဲး, ဒ ွဲးတ ၢ ၢ်လ ိၢ်တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤအ ီၤဒၢ်တၢ ၢ်မီၤအသွဲးန ၢ ၢ်န ၢ ၢ်အသွိဲး,ယီၤ Gale R. 

Burstein, ခ  ၢ်မ ွဲးရ ၢ ၢ်နၢ ၢ်, Erie County Department of Health, ထ  ၢ်ဘ ၢ်လၢပ ီၤလၢတၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤအ ီၤအ ီၤ 

လွဲီၤမီၤဘ ၢ်က ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤလၢဘ ၢ်ထ ွဲဒ ွဲးချါခွဲအ ီၤဒ ွဲးချါဆ ညျါတၢ ၢ်နွဲ ၢ်လ ီၤ  တၢ ၢ်သ ိၢ်တၢ ၢ်သ မိၢ ၢ်ပ ၢ ၢ်သနိ တၢ ၢ်နွဲ ၢ်က ွဲ  မ တမ ၢ ၢ် 

တၢ ၢ်နွဲ ၢ်လ ီၤလၢဘ ၢ်တၢ ၢ်ဘွိဲးဘ ၢ်ရ ီၤလ ီၤအ ီၤခ ဖ ိက ၢ ၢ်အမွဲရကီၤပဒ ိၢ်  န ၠူယ  ၢ်က ၢ ၢ်စွဲ ၢ်ပဒ ိၢ်  မ တမ ၢ ၢ် Erie County 

ကရၢတဖ လၢ ၢ်လၢ ၢ်လၢဘ ၢ်ထ ွဲဒ ွဲးတၢ ၢ်ဟ  ၢ်ခ ွဲွဲးယ ၢ်အဂ ၢ ၢ်န   ၢ်လ ီၤ့ၢ်ႋ 

  



RETURN TO WORK AUTHORIZATION FOR PERSONS OTHER THAN NURSING HOME EMPLOYEES  

တၢ ၢ်ဟ  ၢ်ခ ွဲွဲးစိကမ ီၤတၢ ၢ်လွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤပ ီၤလၢတမ ၢ ၢ်တၢ ၢ်က ၢ ၢ်ထ ွဲပ ီၤသွဲးပ ၢ ၢ်အပ ီၤမီၤတၢ ၢ်ဖိတဖ ၢ် 

COMPLETE IF YOU HAVE BEEN A CONFIRMED OR SUSPECTED CASE OF COVID-19.  

နမ ၢ ၢ်ဘ ၢ်တၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤ မ တမ ၢ ၢ် ဘ ၢ်တၢ ၢ်တယ ၢ်က ၢ ၢ်လၢအဘ ၢ်ဂ ၢ်ဒ ွဲး COVID-19 န   ၢ် မီၤပ ွဲီၤလ ီၤတၢ ၢ်ဂ ၢ ၢ်တက ၢ ၢ့်ၢ်ႋ 

I, (print name) ______________________________, do hereby affirm that:  

ယီၤ (က ွဲွဲးလ ီၤမ ီၤ) ______________________________, အၢ ၢ်လ ီၤပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤလၢ- 

 I have maintained isolation for at least 10 days after first experiencing COVID-19 symptoms (e.g., fever, 

cough, or shortness of breath) or 10 days after my first positive test if asymptomatic and  

 ယဘ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲးအစ ီၤကတၢၢ ၢ် 10 သ စွဲးထ  ၢ်ဖွဲတ ၢ ၢ်ဘ ၢ် COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ် (အဒ-ိ 

လီိၤကၢိ ၢ် က ွဲး မ တမ ၢ ၢ် ကသျါတလၢသျါ) မ တမ ၢ ၢ် ဖွဲယမီၤက ၢ ၢ်သွဲးဖ ျါလၢအ ိၢ်ဒ ွဲးတၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်ပ ီၤက   ၢ် 10 သ ဒ ွဲး 

 I have been fever free for at least 72 hours (3 days), without the use of fever-reducing medications, 

and  

 ယလီိၤတကၢိ ၢ်လၢီၤဘ ၢ်အစ ီၤကတၢၢ ၢ် 72 န ၢ်ရ  ၢ် (3 သ ) 

လၢတအ ဘ ၢ်ကသ  ၢ်ကသ တဖ ၢ်လၢမီၤကယျါလ ီၤတၢ ၢ်လီိၤကၢိ ၢ် ဒ ွဲး 

 My COVID-19 symptoms are improving.  

 ယ COVID-19 တၢ ၢ်ဆျါအက ၢ ၢ်ပန  ၢ်တဖ ၢ်ကယိၢ ၢ်ထ  ၢ်က ီၤ၀ွဲန   ၢ်လ ီၤ့ၢ်ႋ 

I further affirm that, when I return to work, I will wear a facemask for at least 14 days from the date I 

began experiencing COVID-19 symptoms or 14 days after my first positive test if asymptomatic.  

ယပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤစ ၢ ၢ်က ွဲးလၢ တ ီၤယလွဲီၤမီၤက ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤန   ၢ် ယကက  ီၤတၢ ၢ်ကွဲးဘၢမွဲ ၢ်အစ ီၤကတၢၢ ၢ် 14 

သ စွဲးထ  ၢ်ဖွဲယဒွိဲးန  ၢ ၢ် COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ် မ တမ ၢ ၢ် ဖွဲယမီၤက ၢ ၢ်သွဲးဖ ျါလၢအ ိၢ်ဒ ွဲးတၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်ပ ီၤက   ၢ် 14 

သ န   ၢ်လ ီၤ့ၢ်ႋ 

 

Sworn and subscribed by me on (today’s date) _______________, 2020  

ယအၢ ၢ်လ ီၤအ လ ီၤသွဲးဒ ွဲးလ ီၤပိ ၢ်မီၤထ ွဲတၢ ၢ်အ ီၤဖွဲ (တန ီၤအ ီၤအန ီၤသ ) _______________, 2020  



______________________________ (SIGNATURE)  

______________________________ (ဆွဲွဲးလ ီၤမ ီၤ)  

NOTE: YOUR SIGNATURE DOES NOT HAVE TO BE ACKNOWLEDGED BY A NOTARY PUBLIC; YOU ARE 

SWEARING TO THE VERACITY OF THE INFORMATION YOU HAVE PROVIDED ON THE FORM. Should this 

affirmation be sworn to as indicated, then based solely on such affirmation above, and accepting such 

information as fact, I, Gale R. Burstein, Commissioner, Erie County Department of Health, do hereby find 

the that the affirming individual herein is able to return to work subject to current and future orders, 

protocols, guidance, or any other official direction promulgated by any agency of the United States 

Government, New York State Government, or Erie County Government having subject matter authority.  

တၢိ ၢ်န  ၢ်- နတၢ ၢ်ဆွဲွဲးလ ီၤမ ီၤအလ ၢ ၢ်တအ ိၢ်လၢကဘ ၢ်တၢ ၢ်အၢ ၢ်လ ီၤတ ၢ ၢ်လ ိၢ်အ ီၤခ ဖ ိပဒ ိၢ်ပ ီၤဟ  ၢ်တၢ ၢ်ခ ွဲွဲးစိကမ ီၤဘ ၢ်- 

နအၢ ၢ်လ ီၤအ လ ီၤသွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤလၢနဟ  ၢ်ဘ ၢ် အ ီၤလၢက   ၢ်ဒအိ ီၤမ ၢ ၢ်တၢ ၢ်မ ၢ ၢ်တၢ ၢ်တ န   ၢ်လ ီၤ့ၢ်ႋ 

တၢ ၢ်အ ီၤကကၢွဲးဘ ၢ်တၢ ၢ်အၢ ၢ်လ ီၤအ လ ီၤသွဲးဒၢ်ဘ ၢ်တၢ ၢ်ပ ၢ်ဖ ျါအ ီၤအသွိဲး 

အျါန  ၢ ၢ်ဒွိဲးသန  ီၤထ  ၢ်သွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤအက ၢ ၢ်လ န ၢ ၢ်က ၢ ၢ်လၢထွဲး ဒ ွဲးတၢ ၢ်တ ၢ ၢ်လ ိၢ်တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤအမ ၢ ၢ်န ၢ ၢ်အ ီၤ ယီၤ Gale R. 

Burstein, ခ  ၢ်မ ွဲးရ ၢ ၢ်နၢ ၢ်, Erie County Department of Health, 

ထ  ၢ်ဘ ၢ်လၢပ ီၤလၢတၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤအ ီၤအ ီၤလွဲီၤမီၤဘ ၢ်က ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤလၢဘ ၢ်ထ ွဲဒ ွဲးချါခွဲအ ီၤဒ ွဲးချါဆ ညျါတၢ ၢ်နွဲ ၢ်လ ီၤ 

တၢ ၢ်သ ိၢ်တၢ ၢ်သ မိၢ ၢ်ပ ၢ ၢ်သန ိတၢ ၢ်နွဲ ၢ်က ွဲ မ တမ ၢ ၢ် တၢ ၢ်နွဲ ၢ်လ ီၤလၢဘ ၢ်တၢ ၢ်ဘွိဲးဘ ၢ်ရ ီၤလ ီၤအ ီၤခ ဖ ိက ၢ ၢ်အမွဲရကီၤပဒ ိၢ် 

န ၠူယ  ၢ်က ၢ ၢ်စွဲ ၢ်ပဒ ိၢ် မ တမ ၢ ၢ် Erie County ကရၢတဖ လၢ ၢ်လၢ ၢ်လၢဘ ၢ်ထ ွဲဒ ွဲးတၢ ၢ်ဟ  ၢ်ခ ွဲွဲးယ ၢ်အဂ ၢ ၢ်န   ၢ်လ ီၤ့ၢ်ႋ 

  



AFFIRMATION OF SELF-QUARANTINE OR SELF-ISOLATION COMPLETE SECTION  

တၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်သွဲးလၢမီၤလၢပ ွဲီၤဘ ၢ်န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲး မ တမ ၢ ၢ် န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲး 

(1) IF YOU HAVE SELF-QUARANTINED DUE TO COVID-19 EXPOSURE COMPLETE SECTION  

(1) နမ ၢ ၢ်မီၤလၢပ ွဲီၤဘ ၢ်န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲးခ ဖ ိလၢဘ ၢ်ဂ ၢ် COVID-19 

(2) IF YOU HAVE SELF-ISOLATED DUE TO HAVING BEEN CONFIRMED OR SUSPECTED OF HAVING  

COVID-19  

(2) နမ ၢ ၢ်မီၤလၢပ ွဲီၤဘ ၢ်န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲး ခ ဖ ိလၢတၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤ မ တမ ၢ ၢ် 

ဘ ၢ်တၢ ၢ်တယ ၢ်က ၢ ၢ်လၢဘ ၢ်ဂ ၢ် COVID-19 

 

SECTION 1: I, (print name) ______________________________, do hereby affirm that I self-quarantined 

from _________ _____, 2020 until __________ _____, 2020 consistent with guidance and protocol 

issued by the New York State Department of Health.  

အဆၢဖိ 1- ယီၤ (က ွဲွဲးလ ီၤမ ီၤ) ______________________________, အၢ ၢ်လ ီၤပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤလၢ 

မီၤလၢပ ွဲီၤဘ ၢ်န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲး စွဲးထ  ၢ် _________ _____, 2020 တ ီၤ _________ _____, 2020 

အ ိၢ်စ  ၢ်အ ိၢ်က ၢီၤသွဲးဒ ွဲးတၢ ၢ်နွဲ ၢ်က ွဲဒ ွဲးတၢ ၢ်သ ိၢ်တၢ ၢ်သ မိၢ ၢ်ပ ၢ ၢ်သနလိၢဟ  ၢ်လ ီၤသွဲးခ ဖ ိ န ၠူယ  ၢ်က ၢ ၢ်စွဲ ၢ်ဆ  ၢ်ခ ျ့၀ွဲီၤက ိီၤ 

န   ၢ်လ ီၤ့ၢ်ႋ 

Specifically, during the period of self-quarantine, I met the guidance for: Mandatory Quarantine (Initial 

all that apply) 

လ ီၤဆ ဒ ၢ်တၢ ၢ် “ဆၢကတ ၢ ၢ်ဖွဲန ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲးအချါ” ယမီၤလၢပ ွဲီၤဘ ၢ်တၢ ၢ်နွဲ ၢ်က ွဲလၢအမ ၢ ၢ်- 

တၢ ၢ်အ ိၢ်လ ီၤဆ သွဲးအဂ ၢ ၢ်လၢဘ ၢ်လ ီၤပိ ၢ်မီၤထ ွဲ (က ွဲွဲးဖ ျါလၢဘ ၢ်ထ ွဲခွဲလၢ ၢ်) 

 ______ I had been in close contact with someone who had tested positive for COVID19 or who was, at 

the time, in mandatory isolation; or  

______ ယအ ိၢ်ဘ ွဲးအ ိၢ်တ ၢ ၢ်ဘ ၢ်ဒ ွဲးပ ီၤတဂီၤဂီၤလၢဘ ၢ်ဂ ၢ်ဒ ွဲး မ တမ ၢ ၢ် ဘ ၢ်ဂ ၢ်တ ၢ ၢ်ဒ ွဲး COVID19 ဖွဲဆၢကတ ၢ ၢ်လၢ 

အ ိၢ်လၢတၢ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲးအဂ ၢ ၢ်လၢဘ ၢ်လ ီၤပိ ၢ်မီၤထ ွဲ- မ တမ ၢ ၢ် 



______ I had returned within 14 days from an area outside of Western New York that is known for 

having community spread of COVID-19; or 

______ ယဟွဲက ီၤလၢ Western New York ဟ  ၢ်က၀ ီၤခ ၢလၢတၢ ၢ်သ  ၢ်ညျါအ ီၤလၢအ ိၢ်ဒ ွဲး COVID-19 

ရီၤလ ီၤသွဲးလၢပ ီၤတ၀ၢပ ီၤလၢ 14 သ တ ၢ ၢ်ပ ီၤ- မ တမ ၢ ၢ် 

______ My child had been in close contact with someone who tested positive for COVID-19 or who was, 

at the time, in mandatory isolation; or  

______ ယဖိအ ိၢ်ဘ ွဲးအ ိၢ်တ ၢ ၢ်ဘ ၢ်ဒ ွဲးပ ီၤတဂီၤဂီၤလၢဘ ၢ်ဂ ၢ်ဒ ွဲး မ တမ ၢ ၢ် ဘ ၢ်ဂ ၢ်တ ၢ ၢ်ဒ ွဲး COVID19 ဖွဲဆၢကတ ၢ ၢ်လၢ 

အ ိၢ်လၢတၢ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲးအဂ ၢ ၢ်လၢဘ ၢ်လ ီၤပိ ၢ်မီၤထ ွဲ- မ တမ ၢ ၢ် 

______ My child had returned within 14 days from an area outside of Western New York that is known 

for having community spread COVID-19.  

______ ယဖိဟွဲက ီၤလၢ Western New York ဟ  ၢ်က၀ ီၤခ ၢလၢတၢ ၢ်သ  ၢ်ညျါအ ီၤလၢအ ိၢ်ဒ ွဲး COVID-19 

ရီၤလ ီၤသွဲးလၢပ ီၤတ၀ၢပ ီၤလၢ 14 သ တ ၢ ၢ်ပ ီၤ- မ တမ ၢ ၢ် 

This form may be used for New York Paid Family Leave COVID-19 claims as if it was an individual Order 

for Quarantine or Isolation issued by the Erie County Commissioner of Health.  

က   ၢ်ဒအိ ီၤကဘ ၢ်တၢ ၢ်စ ွဲးကျါအ ီၤလၢ New York Paid Family Leave (န ၠူယ  ၢ်တၢ ၢ်ဃ ခ ွဲွဲးပတ  ၢ်တၢ ၢ်မီၤဒွိဲးန  ၢ ၢ်ဘ ွဲးလွဲလၢ 

ဟ  ၢ်ဖိဃ ဖိဂ ၢ ၢ်) လၢတၢ ၢ်ဃ အ  ၢ်လွိဲး COVID-19 အဂ ၢ ၢ်ဒၢ်အမ ၢ ၢ်တၢ ၢ်နွဲ ၢ်လ ီၤပ ီၤတဂီၤစ  ၢ်စ  ၢ် 

လၢတၢ ၢ်အ ိၢ်လ ီၤဆ သွဲး မ တမ ၢ ၢ် တၢ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲး လၢဟ  ၢ်လ ီၤသွဲးခ ဖ ိ Erie County ဆ  ၢ်ခ ျ့ခ  ၢ်မ ွဲးရ ၢ ၢ်နၢ ၢ်သ န   ၢ်လ ီၤ့ၢ်ႋ 

 

More information about COVID Paid Family Leave can be found at 

https://paidfamilyleave.ny.gov/COVID19 and https://www.dol.gov/agencies/whd/pandemic/ffcra-

employee-paid-leave.  

က ၢ ၢ်အျါထ  ၢ်တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤဘ ၢ်ဃွဲး New York Paid Family Leave (န ၠူယ  ၢ်တၢ ၢ်ဃ ခ ွဲွဲးပတ  ၢ်တၢ ၢ်မီၤဒွိဲးန  ၢ ၢ်ဘ ွဲးလွဲလၢ 

ဟ  ၢ်ဖိဃ ဖိဂ ၢ ၢ်) သ ဖွဲ https://paidfamilyleave.ny.gov/COVID19 ဒ ွဲး 

https://www.dol.gov/agencies/whd/pandemic/ffcra-employee-paid-leave. 

SECTION 2:  

အဆၢဖိ 2- 

https://www.dol.gov/agencies/whd/pandemic/ffcra-employee-paid-leave


I, (print name) ______________________________, do hereby affirm that I self-isolated from 

___________, _____, 2020 until ___________, _____, 2020 consistent with guidance and protocol 

issued by the New York State Department of Health.  

ယီၤ (က ွဲွဲးလ ီၤမ ီၤ) ______________________________, အၢ ၢ်လ ီၤပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤလၢ 

မီၤလၢပ ွဲီၤဘ ၢ်န ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲး စွဲးထ  ၢ် _________ _____, 2020 တ ီၤ _________ _____, 2020 

အ ိၢ်စ  ၢ်အ ိၢ်က ၢီၤသွဲးဒ ွဲးတၢ ၢ်နွဲ ၢ်က ွဲဒ ွဲးတၢ ၢ်သ ိၢ်တၢ ၢ်သ မိၢ ၢ်ပ ၢ ၢ်သနလိၢဟ  ၢ်လ ီၤသွဲးခ ဖ ိ န ၠူယ  ၢ်က ၢ ၢ်စွဲ ၢ်ဆ  ၢ်ခ ျ့၀ွဲီၤက ိီၤ 

န   ၢ်လ ီၤ့ၢ်ႋ 

Specifically, during the period of self-isolation, I met the guidance for: Mandatory Isolation (Initial all 

that apply)  

လ ီၤဆ ဒ ၢ်တၢ ၢ် “ဆၢကတ ၢ ၢ်ဖွဲန ၢ ၢ်ကစၢ ၢ်တၢ ၢ်ပ ၢ်အ ိၢ်လ ီၤဆ သွဲးအချါ” ယမီၤလၢပ ွဲီၤဘ ၢ်တၢ ၢ်နွဲ ၢ်က ွဲလၢအမ ၢ ၢ်- 

တၢ ၢ်အ ိၢ်လ ီၤဆ သွဲးအဂ ၢ ၢ်လၢဘ ၢ်လ ီၤပိ ၢ်မီၤထ ွဲ (က ွဲွဲးဖ ျါလၢဘ ၢ်ထ ွဲခွဲလၢ ၢ်) 

______ I experienced COVID-19 symptoms and self-isolated from the time I was tested until the time I 

received my negative results; or 

______ ယတ ၢ ၢ်ဘ ၢ် COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ်ဒ ွဲးန ၢ ၢ်ကစၢ ၢ်အ ိၢ်လ ီၤဆ သွဲးစွဲးထ  ၢ်ဖွဲဒွိဲးက ၢ ၢ်သွဲးဖ ျါတ ီၤလၢ 

အစၢဖ ျါလၢတၢ ၢ်ဆျါဃၢ ၢ်တအ ိၢ်လၢီၤဘ ၢ်တစ န   ၢ်လ ီၤ့ၢ်ႋ 

 ______ I tested positive for COVID-19 (for NYS Paid Family Leave COVID-19 submit your individualized 

Order for Isolation or the Standing Order for Isolation issued by the Erie County Department of Health); 

or  

______ ယဒွိဲးက ၢ ၢ်သွဲးဖ ျါလၢဘ ၢ်ဂ ၢ်ဒ ွဲး COVID-19 (NYS Paid Family Leave လၢ COVID-19 

တ  ၢ်ထ  ၢ်န  ၢ ၢ်နန ၢ ၢ်ကစၢ ၢ်တၢ ၢ်နွဲ ၢ်လ ီၤလၢ 

တၢ ၢ်အ ိၢ်လ ီၤဆ သွဲး မ တမ ၢ ၢ် တၢ ၢ်နွဲ ၢ်လ ီၤပတတ ၢ ၢ်လၢတၢ ၢ်အ ိၢ်လ ီၤဆ သွဲး ဟ  ၢ်လ ီၤသွဲးခ ဖ ိ ဆ  ၢ်ခ ျ့၀ွဲီၤက ိီၤ)- မ တမ ၢ ၢ်  

______ Testing was not available for me however, I experienced COVID-19 symptoms and had contact 

with a confirmed COVID-19 case; or  

______ တၢ ၢ်မီၤက ၢ ၢ်သွဲးတအ ိၢ်လၢယဂ ၢ ၢ် ဒၢ်လွဲ ၢ်ဂ ီၤယတ ၢ ၢ်ဘ ၢ် COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ်ဒ ွဲးအ ိၢ်ဘ ွဲးတ ၢ ၢ်ဘ ၢ်ဒ ွဲး 

ပ ီၤဘ ၢ်ဂ ၢ် COVID-19- မ တမ ၢ ၢ်  



______ My child experienced COVID-19 symptoms and self-isolated from the time my child was tested 

until the time we received a negative results or  

______ ယဖိတ ၢ ၢ်ဘ ၢ် COVID-19 တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ်ဒ ွဲးန ၢ ၢ်ကစၢ ၢ်အ ိၢ်လ ီၤဆ သွဲးစွဲးထ  ၢ်ဖွဲဒွိဲးက ၢ ၢ်သွဲးဖ ျါတ ီၤလၢ 

အစၢဖ ျါလၢတၢ ၢ်ဆျါဃၢ ၢ်တအ ိၢ်လၢီၤဘ ၢ်တစ  မ တမ ၢ ၢ် 

______ My child tested positive for COVID-19; or  

______ ယဖိဒွိဲးက ၢ ၢ်သွဲးဖ ျါလၢဘ ၢ်ဂ ၢ်ဒ ွဲး COVID-19- မ တမ ၢ ၢ် 

______ Testing was not available for my child however, my child had COVID-19 symptoms and had 

contact with a known COVID-19 case.  

______ တၢ ၢ်မီၤက ၢ ၢ်သွဲးတအ ိၢ်လၢယဖိအဂ ၢ ၢ် ဒၢ်လွဲ ၢ်ဂ ီၤယဖိတ ၢ ၢ်ဘ ၢ် COVID-19 

တၢ ၢ်ဆျါက ၢ ၢ်ပန  ၢ်တဖ ၢ်ဒ ွဲးအ ိၢ်ဘ ွဲးတ ၢ ၢ်ဘ ၢ်ဒ ွဲး 

ပ ီၤဘ ၢ်ဂ ၢ် COVID-19 န   ၢ်လ ီၤ့ၢ်ႋ 

 

Sworn and subscribed by me on (today’s date) _______________, 2020  

ယအၢ ၢ်လ ီၤအ လ ီၤသွဲးဒ ွဲးလ ီၤပိ ၢ်မီၤထ ွဲတၢ ၢ်အ ီၤဖွဲ (တန ီၤအ ီၤအန ီၤသ ) _______________, 2020  

______________________________ (SIGNATURE)  

______________________________ (ဆွဲွဲးလ ီၤမ ီၤ)  

NOTE: YOUR SIGNATURE DOES NOT HAVE TO BE ACKNOWLEDGED BY A NOTARY PUBLIC; YOU ARE 

SWEARING TO THE VERACITY OF THE INFORMATION YOU HAVE PROVIDED ON THE FORM. Should at 

least one line above be initialed and this affirmation be sworn to as indicated, then based solely on such 

affirmation above, and accepting such information as fact, I, Gale R. Burstein, Commissioner, Erie County 

Department of Health, do hereby find the that the affirming individual herein met the criteria for 

precautionary quarantine, or mandatory quarantine, or mandatory isolation as the case may be during 

the dates affirmed to above.  

တၢိ ၢ်န  ၢ်- နတၢ ၢ်ဆွဲွဲးလ ီၤမ ီၤအလ ၢ ၢ်တအ ိၢ်လၢကဘ ၢ်တၢ ၢ်အၢ ၢ်လ ီၤတ ၢ ၢ်လ ိၢ်အ ီၤခ ဖ ိပဒ ိၢ်ပ ီၤဟ  ၢ်တၢ ၢ်ခ ွဲွဲးစိကမ ီၤဘ ၢ်- 

နအၢ ၢ်လ ီၤအ လ ီၤသွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤလၢနဟ  ၢ်ဘ ၢ် အ ီၤလၢက   ၢ်ဒအိ ီၤမ ၢ ၢ်တၢ ၢ်မ ၢ ၢ်တၢ ၢ်တ န   ၢ်လ ီၤ့ၢ်ႋ 

တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤလၢထွဲးအ ီၤအစ ီၤကတၢၢ ၢ်တက ိီၤကကၢွဲးဘ ၢ်တၢ ၢ်ပ ၢ်ဖ ျါဒ ွဲးတၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤအ ီၤကမ ၢ ၢ်တၢ ၢ်အၢ ၢ်လ ီၤအ လ ီၤ

သွဲးဒၢ်ဘ ၢ်တၢ ၢ်ပ ၢ်ဖ ျါအ ီၤအသွိဲး အျါန  ၢ ၢ်ဒွိဲးသန  ီၤထ  ၢ်သွဲးလၢတၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤအက ၢ ၢ်လ န ၢ ၢ်က ၢ ၢ်လၢထွဲး 



ဒ ွဲးတၢ ၢ်တ ၢ ၢ်လ ိၢ်တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤအမ ၢ ၢ်န ၢ ၢ်အ ီၤ ယီၤ Gale R. Burstein, ခ  ၢ်မ ွဲးရ ၢ ၢ်နၢ ၢ်, Erie County Department of 

Health, 

ထ  ၢ်ဘ ၢ်လၢပ ီၤလၢတၢ ၢ်ပ ၢ်ဂၢၢ ၢ်ပ ၢ်က ၢီၤအ ီၤအ ီၤလွဲီၤမီၤဘ ၢ်က ီၤတၢ ၢ်ဖ ွဲးတၢ ၢ်မီၤလၢဘ ၢ်ထ ွဲဒ ွဲးချါခွဲအ ီၤဒ ွဲးချါဆ ညျါတၢ ၢ်နွဲ ၢ်လ ီၤ 

တၢ ၢ်သ ိၢ်တၢ ၢ်သ မိၢ ၢ်ပ ၢ ၢ်သနိ တၢ ၢ်နွဲ ၢ်က ွဲ  မ တမ ၢ ၢ် တၢ ၢ်နွဲ ၢ်လ ီၤလၢဘ ၢ်တၢ ၢ်ဘွိဲးဘ ၢ်ရ ီၤလ ီၤအ ီၤခ ဖ ိက ၢ ၢ်အမွဲရကီၤပဒ ိၢ်  

န ၠူယ  ၢ်က ၢ ၢ်စွဲ ၢ်ပဒ ိၢ်  မ တမ ၢ ၢ် Erie County  ကရၢတဖ လၢ ၢ်လၢ ၢ်လၢဘ ၢ်ထ ွဲဒ ွဲးတၢ ၢ်ဟ  ၢ်ခ ွဲွဲးယ ၢ်အဂ ၢ ၢ်န   ၢ်လ ီၤ့ၢ်ႋ  

 

This form may be used for New York Paid Family Leave COVID-19 claims as if it was an individual Order 

for Quarantine or Isolation issued by the Erie County Commissioner of Health. More information about 

COVID Paid Family Leave can be found at https://paidfamilyleave.ny.gov/COVID19 and 

https://www.dol.gov/agencies/whd/pandemic/ffcra-employee-paid-leave.  

က   ၢ်ဒအိ ီၤကဘ ၢ်တၢ ၢ်စ ွဲးကျါအ ီၤလၢ New York Paid Family Leave (န ၠူယ  ၢ်တၢ ၢ်ဃ ခ ွဲွဲးပတ  ၢ်တၢ ၢ်မီၤဒွိဲးန  ၢ ၢ်ဘ ွဲး 

လွဲလၢဟ  ၢ်ဖိဃ ဖိဂ ၢ ၢ်) လၢတၢ ၢ်ဃ အ  ၢ်လွိဲး COVID-19 အဂ ၢ ၢ်ဒၢ်အမ ၢ ၢ်တၢ ၢ်နွဲ ၢ်လ ီၤပ ီၤတဂီၤစ  ၢ်စ  ၢ်လၢတၢ ၢ်အ ိၢ်လ ီၤဆ သွဲး 

မ တမ ၢ ၢ် တၢ ၢ်အ ိၢ်လ ီၤဖ   ၢ်သွဲး လၢဟ  ၢ်လ ီၤသွဲးခ ဖ ိ Erie County ဆ  ၢ်ခ ျ့ခ  ၢ်မ ွဲးရ ၢ ၢ်နၢ ၢ်သ န   ၢ်လ ီၤ့ၢ်ႋ 

က ၢ ၢ်အျါထ  ၢ်တၢ ၢ်ဂ ၢ ၢ်တၢ ၢ်က ိီၤဘ ၢ်ဃွဲး New York Paid Family Leave 

(န ၠူယ  ၢ်တၢ ၢ်ဃ ခ ွဲွဲးပတ  ၢ်တၢ ၢ်မီၤဒွိဲးန  ၢ ၢ်ဘ ွဲးလွဲလၢဟ  ၢ်ဖိဃ ဖိဂ ၢ ၢ်) သ ဖွဲ https://paidfamilyleave.ny.gov/COVID19 ဒ ွဲး 

https://www.dol.gov/agencies/whd/pandemic/ffcra-employee-paid-leave. 

https://www.dol.gov/agencies/whd/pandemic/ffcra-employee-paid-leave

