
Request for New York Paid Family Leave (MET-PFL-1) - Part A

Metropolitan Life Insurance Company

SECTION 1: Employee information  (to be completed by employee) 

1. Legal first name Legal middle name Legal last name

2. Other last names, if any, under which employee has worked

3. Mailing address City State ZIP

Country (if not U.S.A.) 4. Social Security number ID Number 5. Date of birth (mm/dd/yyyy)

6. Primary phone number 7. Email 8. Gender  Male  Female

 Not designated/Other

9. Preferred language

 English  Español  Русский  Polski 中文  Italiano  Kreyòl ayisyen 한국어

Other 

Optional (for research purposes)

10. Ethnicity and race: optional, for purposes of health demographic only. (U.S. Centers for Disease Control and
Prevention (CDC) code set, version 1.0.)

Is employee of Hispanic, Latino/a, or Spanish origin? (One or more categories may be selected.)

 Mexican  Mexican American  Chicano/a  Puerto Rican  Dominican  Cuban

 Another Hispanic, Latino/a, or Spanish origin   Not of Hispanic, Latino/a, or Spanish origin  Unknown

What is employee's race? (One or more categories may be selected.)

 American Indian or Alaska Native  Black or African American  Asian Indian  Chinese  Filipino

 Japanese  Korea  Vietnamese  Other Asian  White  Native Hawaiian

 Guamanian or Chamorro  Samoan  Other Pacific Islander  Other race

Paid Family Leave (PFL) request

11. Reason for PFL request:

Bond with child     Care for family member     Military qualifying event

12. The family member is employee's:

 Child  Spouse   Domestic partner  Parent  Parent-in-law  Grandparent  Grandchild

Sibling
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Dx

COVID-19 quarantine/isolation



Name of employee requesting PFL

First name Middle name Last name PFL claim number

13. Last date worked (actual/anticipated) prior to start of leave

13a. Estimated PFL start date (mm/dd/yyyy) 13b. Estimated PFL end date (mm/dd/yyyy)

14. If providing less than 30 days advance notice from the Estimated PFL start date, please explain.

15a. Will PFL be for a continuous period of time and/or periodic?  Continuous  Periodic

15b. Identify dates PFL will be taken 15c. Are these dates estimated?

Yes No

SECTION 2: Employment Information  (to be completed by employee)

16. Business name 17. Date of hire (mm/dd/yyyy) 18. Phone number

19. Work location - Street address City State ZIP

Country (if not U.S.A.) 20. Average weekly wage (This data will be requested of both employee and
employer)

Scheduled work week  M  Tu  W  Th  F  Sa  Su

Is work week  regular or  variable

21a. Does employee have more than one employer?  Yes  No

21b. If yes, is employee taking PFL from the other employer? Yes No

22. Is employee currently receiving Workers' Compensation Lost Wage Benefits?   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.

SECTION 3: Declaration and Signature 

Any 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 materially false information, or conceals for the 
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, 
which is a crime, 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.

I am hereby making a request for paid family leave benefits under the NYS Workers’ Compensation Law. My 
signature affirms that the information I am providing is true and accurate to the best of my knowledge and belief.

Signature of Employee Date (mm/dd/yyyy)

I am submitting this form in advance (see instructions about pre-submitting). I understand the insurance 
carrier will contact me to advise how to submit the required missing information.
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Request for New York Paid Family Leave (MET-PFL-1) - Part B

Name of employee requesting PFL

First name Middle name Last name PFL claim number

SECTION 4: Employer Information (to be completed by employer)

1. Business name

Business mailing address City State ZIP

Country (if not U.S.A.) 2. FEIN

Sub-code number (Sub-division)/Sub-point number (Branch) Group report number

3. Employer's contact name for questions related to PFL

4. Phone number 5. Email address 6. Employee's date of hire (mm/dd/yyyy)

7. Employee's occupation

8. Enter the last 8 weeks of gross wages for the employee and calculate the average gross weekly wage:

Week no. Week ending date (mm/dd/yyyy) Number of days worked Gross amount paid

1

2

3

4

5

6

7

8

8a. Last date worked (actual/anticipated) prior to start of leave

Scheduled work week  M  Tu  W  Th  F  Sa  Su

Is work week  regular or  variable

9. Calculated average gross weekly wage $

10. If employee received or will receive full wages while on PFL, will employer be requesting reimbursement?

Yes No

If yes, please provide dates
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Name of employee requesting PFL

First name Middle name Last name PFL claim number

11a. In the preceding 52 weeks has the employee taken leave for:

 NY State Disability  PFL  Both NY State Disability and PFL  None

11b. Enter the total number of weeks and days taken for both NY State Disability and PFL in the last 52 weeks:

NY State Disability: Weeks Days

Please provide specific dates for NY State Disability

From   To

PFL: Weeks Days 

Please provide specific dates for PFL

From   To

12. Is the employee taking Family Medical Leave Act (FMLA) concurrently with PFL? Yes No

PFL Insurance Carrier

13. PFL insurance carrier's name Fax number
Metropolitan Life Insurance Company 1-800-230-9531

Mailing address City State ZIP
PO Box 14590 Lexington KY 40512

SECTION 5:​ Declaration and Signature
Any 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 materially false information, or conceals for the 
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, 
which is a crime, 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.

I am the person authorized to sign as the employer of the employee requesting PFL. My signature affirms that 
to the best of my knowledge and belief, the information I have provided is true and accurate.

Employer's authorized signature Title Date (mm/dd/yyyy)

I affirm the employee regularly works 20 or more hours per week and has been in employment for at least 
26 consecutive weeks OR the employee regularly works less than 20 hours per week and has worked at 
least 175 days.
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Request for New York Paid Family Leave (MET-PFL-1) form instructions

Under New York State Law, qualified employees are entitled to Paid Family Leave (PFL) benefits to:
• Bond with a newborn, a newly adopted or fostered child
• Care for a family member with a serious health condition
• Care for family members as needed due to another family member’s active military duty or impending active

duty

Read below for instructions on how to request Paid Family Leave (PFL).

Request For Paid Family Leave (MET-PFL-1)

To request PFL, the employee requesting PFL completes all items in Part A of the Request For Paid Family 
Leave (MET-PFL-1). All items on the form are required unless noted as optional. The employee then provides 
the form and instructions to the employer to complete Part B.

Additional forms are required depending on the type of PFL leave being requested. The employee requesting 
leave is responsible for the completion of these forms.

Reason for Paid Family Leave Required Additional Form

Bond with a newborn, a newly adopted child or a 
foster child

Bonding Certification (MET-PFL-2)

*Care for a family member with a serious health
condition

Health Care Provider Certification For Care Of Family 
Member With Serious Health Condition (MET-PFL-4)

Time off due to a family member’s active military duty 
or impending active duty

Military Qualifying Event (MET-PFL-5)

* If the employee is taking PFL to care for a family member with a serious health condition, the care recipient
completes the Release Of Personal Health Information Under The Paid Family Leave Law (MET-PFL-3).
This form must be provided to the care recipient’s health care provider along with the Health Care Provider
Certification For Care Of Family Member With Serious Health Condition (MET-PFL-4). The health care
provider completes the Health Care Provider Certification For Care Of Family Member With Serious Health
Condition (MET-PFL-4) and returns it to the employee requesting PFL.

The employee submits the completed Request For Paid Family Leave (MET-PFL-1), with the required 
additional form(s) by fax MetLife Disability to 1-800-230-9531 at  or by mail to MetLife Disability, PO Box 
14590, Lexington KY 40512-4590. The employee should retain a copy of each submitted form for his or 
her records.

SECTION 1: Employee Information  (to be completed by employee)

The employee requesting PFL must complete all required information.

Question 2: Indicate if employee has used another last name, either professionally or personally, in the past 
year.

Question 4: Social Security number or TIN: An employee who has a Taxpayer Identification Number (TIN) 
should enter his or her TIN.

Paid Family Leave request

Questions 11 & 12: Indicate the reason for the PFL request and the employee’s relationship to the family 
member.

Questions 13a & 13b: The employee must provide the start and end dates of the requested PFL. These dates 
should be the actual dates that the PFL will begin and end. If uncertain, estimate the start and end dates.
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Quarantine/Isolate due to COVID-19 COVID-19 Quarantine/Isolation for Self or Minor 
Dependent Child (MET-PFL-6) or Order of 
Quarantine/Isolation
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Question 14: If the employee is submitting the PFL request to his or her employer with less than 30 days 
advance notice from the start date of the PFL, the employee must explain why 30 days notice could not be 
given. If the explanation will not fit in the space provided on the form, enter “See Attached” and add an 
attachment with the explanation. Be sure to include the employee's full name and claim number (if available) at 
the top of the attachment.

Question 15b: Enter the dates PFL will be taken. Please be as specific as possible. If the dates are unknown 
or estimated, MetLife may require you to submit a request for payment after the PFL day is taken. Payment will 
be due as soon as possible but in no event more than 18 days from the date of the request for payment. If the 
explanation will not fit in the space provided on the form, enter “See Attached” and add an attachment with the 
explanation. Be sure to include the employee's full name and claim number (if available) at the top of the 
attachment.

Indicate if the employee is pre-submitting his or her PFL request. Pre-submitting is defined as submitting the 
application in advance of an upcoming qualifying event, with certain required information missing due to the 
information being unknown at the time of the filing. The employee must provide the missing information as soon 
as it is known. Benefits cannot be determined until all of the required information is provided.

MetLife will provide the employee a notice within five days which 1) states the claim is pending; 2) identifies 
what information is missing; 3) instructs how to submit the missing information. Once all information is supplied, 
MetLife has 18 days to pay or deny the claim.

SECTION 2: Employment Information
Question 16: Enter the employer’s business name.

Question 19: Enter the address of the employee’s work location.

Question 20: Enter the best estimate of the employee’s average gross weekly wage, include only the wages 
earned from the employer listed on this request form. The gross weekly wage is the employee’s total weekly 
pay — including overtime, tips, bonuses and commissions — before any deductions are made by the employer, 
such as federal and state taxes. If the employer is not able to supply this information, the employee can 
calculate his or her gross weekly wage as follows:

Step 1: Add all gross wages received (before any deductions) over the last eight weeks prior to the start of 
PFL, including overtime and tips earned. (See Step 3 for instructions for calculating bonuses and/or 
commissions.)
Step 2: Divide the gross wages calculated in step one by eight (or the number of weeks worked if less than 
eight) to calculate the average weekly wage.
Step 3: If the employee received bonuses and/or commissions during the 52 weeks preceding PFL, add the 
prorated weekly amount to the average weekly wage. To determine the prorated weekly amount, add all 
bonuses/commissions earned in the preceding 52 weeks and then divide by 52.

Example of a gross weekly wage calculation:

Week 1 - Gross wage including overtime $550
Week 2 - Gross wage $500
Week 3 - Gross wage $500
Week 4 - Gross wage $500
Week 5 - Gross wage $500
Week 6 - Gross wage $500
Week 7 - Gross wage, including overtime $600
Week 8 - Gross wage, including overtime $550

+  
Total:

Divide by 8: ÷

$4,200

         8

Average Weekly Wage = $525
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Bonus earned in preceding 52 weeks: $2,600

Divide by 52: ÷ 52  

Prorated Weekly Bonus = $50  

Average Weekly Wage  =    $525
Prorated Weekly Bonus =               $50

+

     Average Weekly Wage (including bonus) =    $575

Please note that the employer is also required to provide this information in Part B of the Request For Paid 
Family Leave (MET-PFL-1).

Question 21b: If the employee has more than one employer, indicate whether the employee is taking PFL from 
the other employer.

Employee enters name and claim number (if available) at the top of each page in the fields provided. 
Employee signs and dates, before giving this form to his or her employer to complete Sections 4 and 5.

SECTION 3: Employer Information (to be completed by the employee’s employer)

The employer of the employee requesting PFL must complete all information in Sections 4 and 5.

Question 1: Enter the business’ full legal name and address.

Question 2: If a Social Security number is used for the Federal Employer Identification Number (FEIN), enter 
the Social Security number.

Question 3, 4 & 5: Enter the name, phone number and email address of a contact person at the employer who 
can answer questions regarding this form.

Question 7: The employee occupation code can be found at: http://www.bls.gov/soc/

Question 8: Enter the wages earned by the employee during the last eight weeks preceding the PFL start date. 
The gross amount paid is the employee’s gross weekly pay, including any overtime and tips earned for that 
week, plus the weekly prorated amount of any bonus or commission received during the preceding 52 weeks. 
(For detailed steps, see Question 20 within these instructions.)

Question 9: Calculate the gross average weekly wage by adding up the gross amounts paid, listed in Question 
8, and then divide by eight (or number of weeks worked if less than eight).

Question 11b: The maximum number of weeks available for NY State Disability and PFL in any 52-week 
period is 26 weeks. Specify the total number of weeks, as well as the number of additional days if the leave 
includes a partial week, taken for NY State Disability and PFL during the preceding 52 weeks. If the answer is 
“none,” enter a “0” for total weeks and days.

Affirmation employee is eligible for PFL: An employee who regularly works 20 hours or more per week must 
have been in employment for at least 26 consecutive weeks. An employee who regularly works less than 20 
hours per week must have worked 175 days.

Employer signs and dates, and then returns to the employee requesting PFL within three business 
days. See the first page of these instructions for required forms relevant to the type of PFL leave being 
requested.

MET-PFL-1 Form Instructions (01/23) Page 3 of 3


	FormControl_SuiteEditable: 
	FormControl_PhysiciansInputText1Editable: 
	FormControl_PhysicianCityEditable: 
	State: []
	FormControl_PhysicianZipEditable: 
	FormControl_PhysiciansInputText4Editable: 
	FormControl_PhysiciansInputText2Editable: 
	UserEntryField_ClaimantIDNumber_UEFineos: 
	EmpBirthdate_Cal_Eform: 
	FormControl_EstimatedDeliveryDateEditable: Off
	FormControl_DriversLicenseIndEditable: Off
	FormControl_PhysiciansInputText3Editable: 
	FormControl_PhysiciansInputText5Editable: 
	FormControl_DivorceDecreeIndEditable: Off
	FormControl_StateIssueIDIndEditable: Off
	FormControl_CourtOrderIndEditable: Off
	FormControl_PassportIndEditable: Off
	FormControl_BirthCertificateIndEditable: Off
	FormControl_SocialSecurityAdminIndEditable: Off
	FormControl_OutstandingpaymentEditable: Off
	FormControl_AnnuitantIndEditable: Off
	FormControl_GuardianIndEditable: Off
	FormControl_TrusteeIndEditable: Off
	FormControl_PhysiciansInputText6Editable: 
	FormControl_ConservatorIndEditable: Off
	FormControl_AttornyIndEditable: Off
	FormControl_BeneficiaryIndEditable: Off
	FormControl_JoinAnnuitantIndEditable: Off
	FormControl_OtherRoleIndEditable: Off
	FormControl_PrimaryIndEditable: Off
	FormControl_ContingentIndEditable: Off
	FormControl_ESEmployeeMSSingleEditable: Off
	FormControl_ESEmployeeMSMarriedEditable: Off
	FormControl_ESEmployeeMSDivorcedEditable: Off
	FormControl_ESEmployeePlanHourlyEditable: Off
	FormControl_ESEmployeePlanSalariedEditable: Off
	FormControl_ESEmployeePlanUnionEditable: Off
	FormControl_ESEmployeePlanExemptEditable: Off
	FormControl_ESEmployeePlanNonExemptEditable: Off
	FormControl_ESReasonUnemployedIndEditable: Off
	FormControl_ESEmpActiveIndEditable: Off
	FormControl_ESEmpTerminateDisabilityIndEditable: Off
	FormControl_ESEmpLayoffIndEditable: Off
	FormControl_ESEmpRetireIndEditable: Off
	FormControl_ESEmpRetrieDisabilityIndEditable: Off
	FormControl_ESPremPayNoIndEditable: Off
	FormControl_ESPremPayYesIndEditable: Off
	FormControl_ESLifeInsNoIndEditable: Off
	FormControl_ESLifeInsYesIndEditable: Off
	FormControl_ESCliamFiledNoIndEditable: Off
	FormControl_ESIncCoverageNoIndEditable: Off
	FormControl_ESIncCoverageYesInd: Off
	FormControl_BasicLifeCBIndEditable: Off
	FormControl_SOAVLifeCBIndEditable: Off
	FormControl_EmpDepLifeCBIndEditable: Off
	FormControl_DepLifeCBIndEditable: Off
	FormControl_ESSiblingEditable: Off
	FormControl_ESClaimFiledYesInd: Off
	UserEntryField_ClaimantFirstName_UEFineos: 
	UserEntryField_ClaimantMiddleName_UEFineos: 
	UserEntryField_ClaimantLastName_UEFineos: 
	FormControl_MedicalConditionEditable: 
	FormControl_EstimatedDateEditable: 
	FormControl_DateAdmittedEditable: 
	FormControl_InputTextField11: 
	FormControl_ADDCBIndEditable: Off
	FormControl_SOADDCBIndEditable: Off
	FormControl_Hours31Editable: 
	FormControl_DateEstmyeschkbx: Off
	FormControl_DateEstmnochkbx: Off
	FormControl_InputTextField1: 
	FormControl_Date33Editable: 
	FormControl_InputTextField3: 
	FormControl_InputTextField4: 
	FormControl_InputTextField5: 
	BusinessState: []
	FormControl_InputTextField7: 
	FormControl_InputTextField8: 
	FormControl_InputTextField9: 
	FormControl_GrpLifeCBIndEditable: Off
	FormControl_SpouseGrpLifeCBIndEditable: Off
	FormControl_ChildGrpLifeCBIndEditable: Off
	FormControl_ESSIBNoIndEditable: Off
	FormControl_ESSIBYesIndEditable: Off
	FormControl_ESBenDesignationNoIndEditable: Off
	FormControl_ESTransOwnershipNoIndEditable: Off
	FormControl_ESTransOwnershipYesIndEditable: Off
	FormControl_OneemployerYeschkbx: Off
	FormControl_OneemployerNoschkbx: Off
	FormControl_PFLemplyeschkbx: Off
	FormControl_PFLemplnochkbx: Off
	FormControl_LWByeschkbx: Off
	FormControl_LWBnochkbx: Off
	FormControl_InputTextField10: 
	FormControl_DateDischargedEditable: 
	FormControl_ESSIBClaimFormIndEditable: Off
	UserEntryField_ClaimNumber_UEFineos: 
	FormControl_InputTextField12: 
	FormControl_PolicyHolderZIPETEditable: 
	FormControl_ExplanationETEditable: 
	EmployerState: []
	FormControl_ComposerTitleETEditable: 
	FormControl_ComposerPhoneETEditable: 
	FormControl_Sec3MiddleNameAEditable: 14-6013200
	FormControl_Sec3LastNameAEditable: 
	FormControl_Sec3AddressAEditable: 211911
	FormControl_Sec3CityAEditable: 
	FormControl_Sec3ZIPAEditable: 
	FormControl_Sec3SSNBEditable: 
	FormControl_FirstVisitEditable: 
	FormControl_ClaimantSSNUT: 
	FormControl_LastVisitEditable: 
	FormControl_Sec3DayBEditable: 
	FormControl_Sec3EvngBEditable: 
	FormControl_NextVisitEditable: 
	FormControl_Sec3RelationshipBEditable: 
	FormControl_Sec3ShareBEditable: 
	FormControl_SingleStartDateEditable: 
	FormControl_Sec3FirstNameCEditable: 
	FormControl_Sec3MiddleNameCEditable: 
	FormControl_SingleEndDateEditable: 
	FormControl_Sec3LastNameCEditable: 
	FormControl_Sec3AddressCEditable: 
	FormControl_IntermittentStartDateEditable: 
	FormControl_Sec3DobCEditable: 
	FormControl_Sec3CityCEditable: 
	FormControl_IntermittentEndDateEditable: 
	FormControl_Sec3ZIPCEditable: 
	FormControl_Sec3SSNCEditable: 
	FormControl_Sec4DobAEditable: 
	FormControl_Sec3DayCEditable: 
	FormControl_Sec3EvngCEditable: 
	FormControl_DateofnoticeETEditable: 
	FormControl_Sec3RelationshipCEditable: 
	FormControl_Sec3ShareCEditable: 
	FormControl_Sec4FirstNameAEditable: 
	FormControl_ESADCDocumentsIndEditable: Off
	FormControl_ESRelatedDocsIndEditable: Off
	FormControl_ESEmpTermOtherIndEditable: Off
	FormControl_ESEmpSickLeaveIndEditable: Off
	FormControl_ESEmpDisabledIndEditable: Off
	FormControl_ESEmpStatusNonExemptIndEditable: Off
	FormControl_EsEmpCliamIndEditable: Off
	FormControl_ESEmpDependentIndEditable: Off
	FormControl_Sec1PriSpouseEditable: Off
	FormControl_Sec4MiddleNameAEditable: 
	FormControl_FMLAfullyeschkbx: Off
	FormControl_FMLAfullnochkbx: 1
	FormControl_Sec4LastNameAEditable: 
	FormControl_Sec1PriParentEditable: Off
	FormControl_Sec1PriChildEditable: Off
	FormControl_Sec1PriTrustEditable: Off
	FormControl_Sec1PriOtherChkBoxEditable: Off
	FormControl_Sec4AddressAEditable: N/A
	FormControl_Sec4CityAEditable: N/A
	FormControl_DateofDisabETEditable: 
	FormControl_RTWDateETEditable: 
	FormControl_Sec4ZIPAEditable: 
	FormControl_Sec4SSNAEditable: 
	FormControl_DateEmpRecClamETEditable: 
	FormControl_DateCarRecClamETEditable: 
	FormControl_FMLAyeschkbx: Off
	FormControl_FMLAnochkbx: Off
	FormControl_Sec4DayAEditable: 
	FormControl_Sec4EvngAEditable: 
	FormControl_BenSrtDtETEditable: 
	FormControl_EmployeeRegularlyEditable: Off


