Work-Share Plan Application
	Plan #: 

(For internal use only)


A. Employer Information

Department of Workforce Development

Unemployment Insurance Division
Employer Service Team
P.O. Box 7942

Madison, WI 53707

Telephone: (608) 261-6700

Fax: (608) 327-6158
Email: taxnet@dwd.wisconsin.gov
	Employer Name

     
	Employer Account Number

     

	Participating Work Site(s) Location
     

	Contact Person

     
	Title

     

	Email Address

     
	Phone Number

(     )      -     
	Fax Number 
(     )      -     

	Street Address

     
	City

     
	State

     
	Zip Code

     



B. Plan Information
1. This is:   FORMCHECKBOX 
 New Plan     FORMCHECKBOX 
 Modification of Approved Plan #     
2. Number of Wisconsin-based employees to be covered by the plan as listed on the attached Participant List:       
(must include at least 2 Wisconsin-based participants)

3. Proposed effective start date of plan (must be a Sunday):       /       /        
4. End date of plan (must be a Sunday):       /       /      
(May not exceed 12 months in any 5 year period)  

5. What are the normal hours of work per week for the majority of the employees?      
6. What is the average percentage of reduction in hours or work?       %  
(Between 10% and 60% of normal work hours excluding overtime.)


7. Will the fringe benefits of each employee in the plan be reduced?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If “Yes”, specify here: 
     
Pursuant to federal requirements, Wis. Stat. §108.062 (12) provides: An employer that creates a work-share program shall maintain coverage under any defined benefit or defined contribution retirement plan and any health insurance coverage that the employer provides to the employees who are included in a work-share program, including any particulars of coverage and percentages contributed by the employer for the costs of that coverage, during the effective period of the program under the same terms and conditions as if the employees were not included in the program.
8. Provide the number of layoffs avoided due to implementation of the plan:       
9. Will the plan include employer sponsored training to enhance job skills?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
 Training is not required for approval of a plan. 
C. Employer Certification
I certify that this plan is in compliance with all requirements for a Work-Share Plan (under Wis. Stat. §108.062) and with all employer obligations under applicable federal and state laws including:

· The participant list in which the plan will be implemented has been specified, the affected positions, and the names and social security numbers of the employees filling those positions on the date of submittal. 

· The plan excludes all seasonal, temporary, or staff employed on an intermittent basis as these terms are defined in applicable federal guidance with respect to Work-Share Programs. 
· All employees listed are Wisconsin employees and will have been engaged in employment with the employer for a period of at least 3 months on the effective date of the Work-Share Plan and are regularly employed by the employer in that employment. 

· The normal average hours per week worked by each employee and the percentage reduction in the average hours of work per week worked by that employee, exclusive of overtime hours, have been specified.

· A plan is in place for giving notice, where feasible, to participating employees of changes in work schedules and is attached. 

· The number of layoffs that would occur without implementation of the plan is provided.

· Eligible employees may participate, as appropriate, in training (including employer-sponsored training or worker training funded under the Workforce Investment Act of 1998) to enhance job skills if such program has been approved by the Department of Workforce Development;

· The application includes the effect on any fringe benefits provided by the employer to the employees who are included in the Work-Share Program. The employees’ health insurance, medical insurance, or retirement plan, including any particulars for coverage and percentages contributed for the costs of that coverage, will not be eliminated or diminished unless such benefits are eliminated or diminished for the entire work force.

· The company will send reports or any other relevant requested information about the Work-Share Plan if the Wisconsin Department of Workforce Development requests them. 

· The company will allow the Wisconsin Department of Workforce Development to access all records necessary to verify the plan before approval and to evaluate its use.
· Any other applicable federal law.

	Name
     
	Title
     

	Signature
	Date Signed
     



(Signature must be of a corporate officer, sole proprietor or general partner)

D. Plan to Provide Notice to Participating Employees of Changes in Work Schedule

Please provide the Employer Plan for giving notice to participating employees of changes in work schedules. Include provisions for notifying employees of future modifications, amendments and revocations that may occur. If advance notice is not feasible, please explain why it is not feasible:
     
	Plan #: 

(For internal use only)


E. Participant List
	Employer Name

     
	Employer Account Number

     

	% Reduction in Normal Weekly Hours of Work for all employees on plan:       %  

	From       /       /        
	Through       /       /         

	
	(No longer than 12 months in a 5-year period)


	Employee Name

(Last, First, Middle Initial)
	Position
	Social Security #
(xxx-xx-xxxx)
	Date of Hire
	Normal Weekly Hours

(Excluding Overtime)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


(If more than 20 workers are included in the proposed Work-Share Plan, press <Tab> with your cursor in the last cell of the table 
to create additional rows on this form, or you may submit photocopies of this page or an Excel spreadsheet)
UCT-17433 (N. 06/2013)













