
Please print or type the following information

1. Employer information:

Business name:

Mailing address:

City: State: Zip code: County:

Physical location address 

(if different from mailing address):

City: State: Zip code: County:

2. Employment Security Department (ESD) number:

Primary employer representative Alternate employer representative

  Name:   Name:

  Job title:   Job title:

  Email:   Email:

  Phone: Extension:   Phone: Extension:

  Fax:   Fax:

4. What date were/(or will) work hours (be) reduced?

5. Estimated number of layoffs that would have occurred if you did not participate in Shared Work?

3. Employer representative: An employer representative must be provided to coordinate with Shared-Work Program staff 

in all matters pertaining to the employer plan and eligible employee claims.

(month/day/year)

6. What is your plan to give advance notice to affected employees whose hours are/will be reduced?
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Shared-Work plan application

If advance notice is not feasible, please explain why:

Memo or letter Email Staff meeting Other: Explain below 
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  Union: Local:   Union: Local:

  Phone: Extension:   Phone: Extension:

  Print:   Print:

  Signature:   Signature:

8. By your signature, you are certifying the following:

Title: Date:

Employer 

signature:

Owner, Proprietor, CEO, CFO, Corporate Officer

Authorized union representative name Authorized union representative name 

Please print

7. Employer union-affiliation(s) information (if applicable): The employer's Shared-Work plan must be approved by the 

collective bargaining agreement for each affected employee under a collective bargaining agreement.

• You have a minimum of at least two employees who are enrolled in the Shared-Work plan.

• Affected employees were hired on a permanent basis.

• If there are any changes to the information on this plan application or the plan participant list, you will notify Shared-

Work program staff immediately.

• All information provided on this application is true and correct.

Employer 

name:

• Health benefits will continue to be provided under the same terms and conditions as when the affected employee worked 

his/her usual weekly hours, unless health benefits changed for all your employees.

• Retirement benefits under a defined benefit plan or contributions under a defined contribution plan will continue to be 

provided under the same terms and conditions as when the affected employee worked his/her usual weekly hours, unless 

retirement benefits changed for all your employees.

• Paid vacation, holidays, and sick leave continue to be provided under the same terms and conditions as when the affected 

employee worked his/her usual weekly hours of work.

• You agreed to furnish all reports and information necessary for proper administration of your Shared-Work plan.

• Your participation is consistent with your obligations under federal and state law.
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Today's date

Hire date 
(MM/DD/YYYY)

Union 

member 

(Y)es or 

(N)o

Agency use 

only

2/19/1992 Y

Use this form:

• When applying for a Shared-Work plan

PO Box 9046 • Olympia WA 98507-9046 • Fax: 800-701-7754

Shared-Work plan participant list

Employee name

Employee Social 

Security number 

(SSN)

Usual weekly work 

hours at date of hire

Company name and location Employment Security Department (ESD) 

number. Example (XXXXXX-XX)

WAC 192-250-045 - Who is not eligible for participation in the shared work program?

   (1) The following employees are not eligible for participation in the shared work program:

         (a) Employees paid on any basis other than hourly wage. This includes, but is not limited to, employees                          

.              paid on a piece rate, mileage rate, job rate, salary, or commission basis. The commissioner may waive                

..             this provision for employees paid on a piece rate basis if an hourly rate of pay can be established.

         (b) Officers of the corporation that is applying for participation.

• To request the Shared-Work Unit to determine employees' eligibility for the Shared-Work Program

Please print or type the following information

40XXX-XX-XXXXExample: Doe, John Q
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