DWS-ESD 630 State of Utah
Rev. 03/14 Department of Workforce Services

EMPLOYMENT INFORMATION

Case Name: Case #:
Employed Person: SSN:

For new and returning employment, the entire form must be completed and signed.
To verify changes to your current employment, the employer information and questions
relating to changes of employment must be completed, and the form signed.

Please use a black pen to complete form.

Employer Information:

Company Name: Corporate Name (if different):

Company Address:

Name of Supervisor or HR contact: Phone Number:

1. Date employment began or returned to work after leave of absence:

2. s the employment temporary? []Yes []No If yes, what is the expected end date?

3. Is the employment considered Educational Work Study? []Yes [INo

4. Hourly wage or Salary: _$ /hr. Salary: $ /Monthly  Yearly
5. Number of hours worked each week:

Check scheduled work days: [ ]Mon  [JTues [Wed [Thurs [JFri [JSat []Sun

Enter work schedule (ex: 9 a.m.to 6 p.m.): From: a.m./p.m.To: am./p.m.
Is overtime offered on a regular basis? [ ] Yes [JNo Weekly overtime hours: Overtime rate: $
Will the weekly number of hours worked each week vary? []Yes [JNo

If yes: Minimum hours: Maximum hours:

How often paid?: [] Weekly []Every Two Weeks (ex: every other Friday) [ ]Twice a Month (ex: 5" and 20th)
[IMonthly []Other (explain):

If paid weekly or every two weeks, list day of the week (ex: Fridays):

If paid twice a month, list dates:

Date first paycheck will be (or was) received:

What will be the estimated gross amount (before taxes): $ Hours paid on the first check?

10. When does the pay period end (ex: every other Friday or 15" & 30”‘)?
11. Does employment include Tips, Commission, Health Savings Account or Shift Differential? [ ] Yes [ ]No

If yes, list amount and frequency:

12. Does employment include bonuses (holiday, profit-sharing, performance, etc.)? [Jyes [No

If yes, list amount and frequency:

13. Does employer offer Medical, Health, Accident or Comprehensive Insurance? []Yes [No

14. If terminated, list the termination date: Date of final pay check:
Employer Signature* Date
Customer Signature Date

*Additional verification will be required if employer does not sign form.

Return form to employee or to DWS. If returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
Imaging Operations Toll free: 1-877-313-4717

P.O Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals with speech and/or hearing
impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



DWS-ESD 630 o State of Utah DO NOT
Rev. 03/14 Department of Workforce Services WRITE

EMPLOYMENT INFORMATION
ON?

Case Name: Case #
Employed Person: Your name herve SSN:

For new and returning employment, the entire form must be completed and signed. i -
To verify changes to your current employment, the employer information and questions D C°P"J exacﬂj
relating to changes of employment must be completed, and the form signed. 0O - Fill in bas ed on

Please use a black pen to complete form. jo;n' hmw\‘dge
Employer information:
Company Name: Beigham Y‘N“S Unwcrs'lhj Corporate Name (if different):
Company Address: 2024 W$t, Pereove, VT 84602

Name of Supervisor or HR contact: Phone Number: (30\) 421-08\3
1. Date employment began or returned to work after leave of absence:
2. Is the employment temporary? [] Yes KNO If yes, what is the expected end date?
3. Is the employment considered Educational Work Study? [] Yes ﬂNo
4. Hourly wage or Salary: § fhr. Salary: $ /Monthly  Yearly
5. Number of hours worked each week:

Check scheduled work days: [JMon  [(JTues [Wed [Thurs [JFri [JSat [JSun

Enter work schedule (ex: 9 a.m.to 6 p.m.): From: am./pm. To: am./p.m,
6. Is overtime offered on a regular basis? [_] Yes '&No Weekly overtime hours: Overtime rate: $
7. Wil the weekly number of hours worked each week vary? []Yes [CJNo

If yes: Minimum hours; Maximum hours:

8. How often paid?: (] Weekly  [Every Two Weeks (ex: every other Friday) [JTwice a Month (ex: 5" and 20")
[ IMonthly [ ]Other (explain):
If paid weekly or every two weeks, list day of the week (ex: Fridays): Fridays
If paid twice a month, list dates: i
9. Date first paycheck will be (or was) received:
What will be the estimated gross amount (before taxes): $ Hours paid on the first check?
10. When does the pay period end (ex: every other Friday or 15™ & 30"‘)? Every other Fri d&g
11. Does employment include Tips, Commission, Health Savings Account or Shift Diﬁgrential? ] Yes ﬁNo
If yes, list amount and frequency:
12. Does employment include bonuses (holiday, profit-sharing, performance, etc.)? [ Yes XNO
If yes, list amount and frequency:
13. Does employer offer Medical, Health, Accident or Comprehensive Insurance? [ ] Yes KNO

14. If terminated, list the termination date: N_I A Date of final pay check: N_/A
Employer Signature® Date
Your Signature here Taday’
= Customer Signature ate

*Additional verification will be required if employer does not sign form.

Return form to employee or to DWS. [f returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
imaging Operations Toll free: 1-877-313-4717

£.0 Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals with speech and/or hearing
impairments may call Relay Utah by dialing 711, Spanish Relay Utah: 1-888-346-3162,



COMPENSATION
DWS-ESD 630 ’ State of Utah L S’r_ﬁ\_‘f% { qmn]

Rev. 03/14 Department of Workforce Services
EMPLOYMENT INFORMATION

Case Name: Case #:
Employed Person: SSN:

For new and returning employment, the entire form must be completed and signed.
To verify changes to your current employment, the employer information and questions
relating to changes of employment must be completed, and the form signed.

Please use a black pen to complete form.
Employer Information:
Company Name: P)T'\q\f\C{VV\ \/OU e UV\\\ICf'Si L)Corpmrate Name (if different):

Company Address: 20024 WSC, Provo UT 84,02
Name of Supervisor or HR contact: Phone Number: 80\~ 422~ 0217

Date employment began or returned to work after leave of absence:
ls the employment temporary? [] Yes ;2[ No If yes, what is the expected end date?
Is the employment considered Educational Work Study? [] Yes m
Hourly wage or Salary: $ X /br. Salary: $ m /Monthly
Number of hours worked each Wee/k:

Check scheduled work days: [JMon [JTues [Wed [Thurs [JFri [JSat [JSun

@+ on -

Enter work schedule (ex: 3 a.m.to 6 p.m.): From: a.m./p.m. To: a.m./p.m,
6. Is overtime offered on a regular basis? [] Yes E]No Weekly overtime hours: Overtime rate: $
7. Will the weekly number of hours worked each week vary? [] Yes '%No

If yes: Minimum hours: Maximum hours:

8. How often paid?: [ Weekly 'ﬁEvery Two Weeks (ex: every other Friday) [JTwice a Month (ex: 5" and 20"
‘V\‘F ADMI N/ —_— ’MMontth [CJother (explain): »
If paid weekly or every two weeks, list day of the week (ex: Fridays): Fr ida S N /-A ¥ APMIN ONLY
If paid twice a month, list dates: [ '
9. Date first paycheck will be (or was) received: @
What will be the estimated gross amount (before taxes): @ Hours paid on the first check?
10. When does the pay period end (ex: every other Friday or 15" & 30")? EN Gl’b{ other Frid aV
11. Does employment include Tips, Commission, Health Savings Account or Shift leferentlal’> [ Yes @No ﬁ'l/\f, myrﬂh
If yes, list amount and frequency: W
12. Does employment include bonuses (holiday, profit-sharing, performance, etc.)? [ Yes E]No
If yes, list amount and frequency:
13. Does employer offer Medical, Health, Accident or Comprehensive Insurance? ﬁYes [ONo

14. If terminated, list the termination date: N H\‘ Date of final pay check: N / 1‘)\‘
M%M@mcwj/ IZ/‘fT/ZcrILé

Employer Signature* I Date

Customer Signature Date

*Additional verification will be required if employer does not sign form.

Return form to employee or to DWS. If returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
Imaging Operations Toll free; 1-877-313-4717

P.O Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals with speech and/or hearing
impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



CoMPENIT) IVIN
[ sraftjadmin]

DWS-ESD 631 ¢ '- State of Utah
Rev. 03/2014 % Department of Workforce Services

Employment Termination

Case Name: Case #:

Employed Person: SSN:

Please use a black pen to complete form.

EMPLOYER INFORMATION
Company Name: _B11dhdunn yCU Y\O] UNWErS| ']’\/
Corporate Name (if d|fferent}
Company Address: 20 Z2-F \n SCJ; PyroNO VT B9Wwd?2

Name of Supervisor or HR contact: Phone Number: &0 |~122.-0 &7
FToFIND > jo 8 Da+a

1. Average hours the employee was working per week: €D 1V1 201 Hourly wage: $C D tem an_n‘mhon
2. Date of hire: €D Last day worked: | cmamame o ot e
i o

3. Date final check available to the employee: h

4. Gross amount (before taxes) of final paycheck: €
"h-.__________—'
5. Total gross pay (before taxes) in the month employee received their final check: ( Y

6. Did employee receive severance pay or vacation pay separate from their final check? NO

If so, how much?

:@Reason forleaving: [ Quit (list reason) [ Laid off (date)
2 confirmain - [ Fired (list reason) [ Leave of absence (length)
ok
JOBDATA- té@,*—“ow [] Other (reason)

8. Is this a temporary termination or furlough? ] Yes m No

If yes, when is the employee expected to return to work for this company?

@s there an option for continued medical insurance? ] Yes (J No

(j\)ﬁS‘HOV\S If yes, please list insurance carrier: Group #:
CQI’\I:\ Policy #: and COBRA amount: $
Ca 3 @ Does the employee have any retirement and/or 401K benefits? [] Yes [ No If yes, how much? $

e w375

11. Any additional comments:

C;/Cw.@u/u/f/écfuk ‘L/G;buc,c?fj\/ |2 / 67/20 [(p

Employer )‘Slgrtature ‘Date

Customer Signature Date

*Additional verification will be required if employer does not sign form,

Return form to employee or to DWS. If returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
Imaging Operations Toll free: 1-877-313-4717

P.O Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals
with speech and/or hearing impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



DWS-ESD 631
Rev. 06/2016 State of Utah

Department of Workforce Services
Employment Termination

Case name; Case number;
Employed person: SSN:

Please use a black pen to complete form. This form is not used to determine Unemployment
Insurance eligibility.

Employer Information:

Company name:

Corporate name (if different):

Company address:

Name of supervisor or HR contact: Phone number:
Employee History:
1. Average hours the employee worked per week: Hourly wage: $
2. Date of hire: Last day worked:
3. Date final check available to the employee:
4.Gross amount (before taxes) of final paycheck:
5. Total gross pay (before taxes) in the month employee received their final check:
6.Did the employee receive severance pay or vacation pay separate from their final check?
If so, how much?
7.Reason for leaving: [ ] Quit (state reason) [] Laid off (date)
[] Fired (state reason) [ ] Leave of absence (length)
[] Other (state reason)
8.1s this a temporary termination or furlough? []Yes []No
If yes, when is the employee expected to return to work for this company?
If yes, will the employee receive pay during their leave of absence?
9.1s there an option for continued medical insurance? [ ] Yes [ ]No
If yes, please list insurance carrier: Group #:
Policy number: and COBRA amount: $

10.

Does the employee have any retirement and/or 401K benefits? []Yes [] No If yes, how much?

11. Any additional comments:

Employer Signature* Date
*Additional verification will be required if employer does not sign form.

Customer Signature Date
Return form to employee or to Department of Workforce Services:

Mail - Department of Workforce Services, Imaging Operations, P.O. Box 143245, Salt Lake City, UT 84114-3245

Fax - Salt Lake City Area: 801-526-9500 or Toll free: 1-877-313-4717

Questions? Call - Salt Lake City Area: 801- 526-0950 or Toll Free: 866-435-7414 and press option 5
Equal Opportunity Employer Program

Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals

with speech and/or hearing impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



x TEMPLATE ONLY »

DWS-ESD 631 State of Utah
Rey; (672018 w Department of Workforce Services
Employment Termination

Case name:

Please use a black pen to complete form. This form is not used to determine Unemployment

Insurance eligibility.
Employer Information:
ﬂ_ Company name:
Corporate name (if different):
' f . Company address:
- Name of supervisor or HR contact: Phone number:
o> Employee History:
et 1. Average hours the employee worked per week: Hourly wage: §
2o 2.Date of hire: Last day worked:
ﬁi 3.Date final check available to the employee:
“‘i& 4. Gross amount (before taxes) of final paycheck:
:;i 5. Total gross pay (before taxes) in the month employee received their final check:
6. Did the employee receive severance pay or vacation pay separate from their final check?
b If so, how much?
“E: ViREasomoneavingy (1 Quit (state reason) [] Laid off (date)
"'"‘“?' [] Fired (state reason) [[] Leave of absence (length)

L

OR M

-

=

[ Other (state reason)
8.1s this a temporary temination or furlough? []Yes []No
if yes, when is the employee expected to return to work for this company?

If yes, will the employee receive pay during their leave of absence?

9.1s there an option for continued medical insurance? [] Yes [ ] No
If yes, please list insurance carrier: Group #:

Policy number: and COBRA amount: §

10. Does the employee have any retirement and/or 401K benefits? [] Yes [] No If yes, how much?
11. Any additional comments:

Employer Signature* Date
*Additional verification will be required if employer does not sign form.

Return form to employee or to Department of Workforce Services:
Mall - Department of Workforce Services, maglg% P erations, P.O, Box 143245, Sall Lake City, UT 84114-3245

Fax - Salt Lake City Area: 26-9500 or Toll free: 1-877-313-4717

Questions? Call - Salt Lake City Area: 801- 526-0950 or Toll Free: 866-435-7414 and press option 5
Equal Opportunity Employer Program

Auxillary aids and services are available u&on ragquast lo individuals with disabillties by calling (801 L526-9240. Individuals
with’ speech and/or hearing impairments may call Relay Utah by dialing 711. Spanlsh Ralay Utah: 1-888-346-3162.

* TEMPLATE ONLY »



COMPENSATION
DWS-ESD 630 ’ State of Utah L S’r_ﬁ\_‘f% { qmn]

Rev. 03/14 Department of Workforce Services
EMPLOYMENT INFORMATION

Case Name: Case #:
Employed Person: SSN:

For new and returning employment, the entire form must be completed and signed.
To verify changes to your current employment, the employer information and questions
relating to changes of employment must be completed, and the form signed.

Please use a black pen to complete form.
Employer Information:
Company Name: P)T'\q\f\C{VV\ \/OU e UV\\\ICf'Si L)Corpmrate Name (if different):

Company Address: 20024 WSC, Provo UT 84,02
Name of Supervisor or HR contact: Phone Number: 80\~ 422~ 0217

Date employment began or returned to work after leave of absence:
ls the employment temporary? [] Yes ;2[ No If yes, what is the expected end date?
Is the employment considered Educational Work Study? [] Yes m
Hourly wage or Salary: $ X /br. Salary: $ m /Monthly
Number of hours worked each Wee/k:

Check scheduled work days: [JMon [JTues [Wed [Thurs [JFri [JSat [JSun

@+ on -

Enter work schedule (ex: 3 a.m.to 6 p.m.): From: a.m./p.m. To: a.m./p.m,
6. Is overtime offered on a regular basis? [] Yes E]No Weekly overtime hours: Overtime rate: $
7. Will the weekly number of hours worked each week vary? [] Yes '%No

If yes: Minimum hours: Maximum hours:

8. How often paid?: [ Weekly 'ﬁEvery Two Weeks (ex: every other Friday) [JTwice a Month (ex: 5" and 20"
‘V\‘F ADMI N/ —_— ’MMontth [CJother (explain): »
If paid weekly or every two weeks, list day of the week (ex: Fridays): Fr ida S N /-A ¥ APMIN ONLY
If paid twice a month, list dates: [ '
9. Date first paycheck will be (or was) received: @
What will be the estimated gross amount (before taxes): @ Hours paid on the first check?
10. When does the pay period end (ex: every other Friday or 15" & 30")? EN Gl’b{ other Frid aV
11. Does employment include Tips, Commission, Health Savings Account or Shift leferentlal’> [ Yes @No ﬁ'l/\f, myrﬂh
If yes, list amount and frequency: W
12. Does employment include bonuses (holiday, profit-sharing, performance, etc.)? [ Yes E]No
If yes, list amount and frequency:
13. Does employer offer Medical, Health, Accident or Comprehensive Insurance? ﬁYes [ONo

14. If terminated, list the termination date: N H\‘ Date of final pay check: N / 1‘)\‘
M%M@mcwj/ IZ/‘fT/ZcrILé

Employer Signature* I Date

Customer Signature Date

*Additional verification will be required if employer does not sign form.

Return form to employee or to DWS. If returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
Imaging Operations Toll free; 1-877-313-4717

P.O Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals with speech and/or hearing
impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



CoMPENIT) IVIN
[ sraftjadmin]

DWS-ESD 631 ¢ '- State of Utah
Rev. 03/2014 % Department of Workforce Services

Employment Termination

Case Name: Case #:

Employed Person: SSN:

Please use a black pen to complete form.

EMPLOYER INFORMATION
Company Name: _B11dhdunn yCU Y\O] UNWErS| ']’\/
Corporate Name (if d|fferent}
Company Address: 20 Z2-F \n SCJ; PyroNO VT B9Wwd?2

Name of Supervisor or HR contact: Phone Number: &0 |~122.-0 &7
FToFIND > jo 8 Da+a

1. Average hours the employee was working per week: €D 1V1 201 Hourly wage: $C D tem an_n‘mhon
2. Date of hire: €D Last day worked: | cmamame o ot e
i o

3. Date final check available to the employee: h

4. Gross amount (before taxes) of final paycheck: €
"h-.__________—'
5. Total gross pay (before taxes) in the month employee received their final check: ( Y

6. Did employee receive severance pay or vacation pay separate from their final check? NO

If so, how much?

:@Reason forleaving: [ Quit (list reason) [ Laid off (date)
2 confirmain - [ Fired (list reason) [ Leave of absence (length)
ok
JOBDATA- té@,*—“ow [] Other (reason)

8. Is this a temporary termination or furlough? ] Yes m No

If yes, when is the employee expected to return to work for this company?

@s there an option for continued medical insurance? ] Yes (J No

(j\)ﬁS‘HOV\S If yes, please list insurance carrier: Group #:
CQI’\I:\ Policy #: and COBRA amount: $
Ca 3 @ Does the employee have any retirement and/or 401K benefits? [] Yes [ No If yes, how much? $

e w375

11. Any additional comments:

C;/Cw.@u/u/f/écfuk ‘L/G;buc,c?fj\/ |2 / 67/20 [(p

Employer )‘Slgrtature ‘Date

Customer Signature Date

*Additional verification will be required if employer does not sign form,

Return form to employee or to DWS. If returning to DWS, mail, email, or fax to:

Department of Workforce Services Salt Lake City Area: 801-526-9500
Imaging Operations Toll free: 1-877-313-4717

P.O Box 143245

Salt Lake City, UT 84114-3245 Email: imagingops@utah.gov

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals
with speech and/or hearing impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.
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