Reset Form

REQUEST TO FILE A LATE INITIAL CLAIM FOR UNEMPLOYMENT INSURANCE BENEFITS
State Form 56923 (R / 7-20)
DEPARTMENT OF WORKFORCE DEVELOPMENT

INSTRUCTIONS: Please answer all questions honestly, review the certification, then sign and date this form. Incomplete
questionnaires will not be processed. Completed forms should be e-mailed to: Specialclaims@dwd.in.qov. It is your responsibility to
monitor your Uplink Claimant Self-Service (CSS) homepage for updates. The Department will contact you via e-mail or telephone call if
there are questions.

Please note the following when requesting approval to file a late claim for unemployment insurance benefits (this will be referred to

below as “backdating” your claim).

e Backdating could cause the effective date of the claim to fall in the prior Base Period which may or may not have an adverse
impact, such as a lower or no weekly/maximum benefit payment. (See Claimant Handbook, pages 7-8, at
www.Unemployment.IN.gov to determine your Base Period.)

e If you are using wages that you earned in another state as well as Indiana wages in your claim, the other state(s) wages will be
returned and be re-requested on the new effective date of your claim. We will take care of this process for you, but please note that
returning and re-requesting wages for a backdated claim will take several days to complete. You will continue to file your weekly
voucher, but payment may be delayed until the out-of-state wages attach to your new effective date.

e  Whether you choose to backdate your claim or not, unemployment insurance benefits are only available for up to twenty-six (26)
weeks (with an additional thirteen (13) weeks under the federal CARES Act) or until your maximum benefit amount has been
reached. (See page 16 of your Claimant Handbook.)

CLAIMANT INFORMATION

First Name: Last Name: Middle Initial:

Claimant Identification Number or Last Four Digits of Social Security Number:

Claimant E-mail Address:

Claimant Telephone Number:

Choose from the list below the reason for filing a late initial claim and requesting it be backdated.
Failure to complete the information below with enough detail will result in automatic denial of your request.
Please attach evidence to substantiate your reason and the dates impacted

] 1 was diagnosed with COVID-19 and incapacitated to the degree that | could not file my claim timely.

Enter the dates of incapacitation: From / / to / /

[1 Other (Explain the circumstances with all relevant dates.):

CERTIFICATION

| understand that a decision will be made based on the information | have provided. | certify that the information | have provided is true
and correct, knowing that the law provides penalties for false statement or the withholding of facts. If my request for backdating is
approved, | understand that the decision could be reversed by a higher authority, and | agree to repay any amounts for which it is
determined | am not eligible.

Signature: Date (month, day, year):

Printed Name:
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