Reset Form

NOTICE OF WORK RECALL REFUSAL (EMPLOYER) RECEIVE AND PROTEST Ul CLAIM NOTICES
State Form 56951 (R2 / 6-20), DWD 640-WR ELECTRONICALLY with
INDIANA DEPARTMENT OF WORKFORCE DEVELOPMENT SIDES (State Information Data Exchange System)

CONFIDENTIAL RECORD PURSUANT TO IC 22-4-19-6, IC 4-1-6 For more information and to register visit

www.in.gov/dwd/sides.htm

| *This agency is requesting the disclosure of the claimant's Social Security Number in accordance with IC 4-1-8-1; disclosure is mandatory and this record cannot be processed without it.

WORK REFUSAL - CODE 35 CHILD CARE OR ADVISED BY HC PROVIDER - CODE 75
NOTE: THIS FORM IS TO BE USED ONLY FOR WORK REFUSALS DURING THE COVID-19 PANDEMIC.

Name of Claimant Social Security Number Benefit Year End

Claimant Street Address, City, State and ZIP Code

Employer Indiana SUTA (Employer Account Number)

Employer Address, City, State and ZIP Code

When was employee recalled to work (start date) ?/ When was work available to employee?

mm/dd/yyyy
Who contacted the employee to recall them to work? (Name and Title)
How was the employee contacted to recall to work? (call; text; e-mail; letter; etc.)
Was the employee recalled to work in the same job? (Check selection) |:| YES |:| NO

Imaging - if YES, CODE 35

Was the employee recalled to work with the same amount of pay? (Check selection) |:| YES |:| NO
Imaging - if YES, CODE 35

Was the employee recalled to work with the same hours? (Check selection) |:| YES |:| NO
Imaging - if YES, CODE 35

Did the employee refuse because they lack childcare? (Check selection) [ ]YEs [_|NO
Imaging - if YES, CODE 75

Did the employee refuse because they were advised by a health |:| YES |:| NO
care provider to self-quarantine due to concerns related to COVID-19
(over age 65; heart or lung condition; etc.)? (Check selection)

Imaging - if YES, CODE 75

Briefly describe why the employee refused to return to work:

Briefly describe what accomodations you have made for employees to safely return to work:

Contact Name of Employer Date

mm/dd/yyyy

Signature of Employer Telephone

Check here if you are attaching additional supporting documents to this fax, total number of additional pages:

Fax Form to: Ul Adjudications at 317-233-5499
Mail Form to: 10 North Senate Avenue, Suite SE007, Indianapolis, IN 46204



	Name of Claimant: 
	Social Security Number: 
	Benefit Year End: 
	Claimant Street Address City State and ZIP Code: 
	Employer: 
	Indiana SUTA Employer Account Number: 
	Employer Address City State and ZIP Code: 
	When was employee recalled to work start date   When was work available to employee: 
	Who contacted the employee to recall them to work Name and Title: 
	How was the employee contacted to recall to work call text email letter etc: 
	Briefly describe why the employee refused to return to work 1: 
	undefined: 
	Briefly describe what accomodations you have made for employees to safely return to work 1: 
	Briefly describe what accomodations you have made for employees to safely return to work 2: 
	Contact Name of Employer: 
	Date: 
	Telephone: 
	Button1: 
	AdditionalPages: 
	Briefly describe why the employee refused to return to work 2: 
	Briefly describe why the employee refused to return to work 3: 
	Check Box3: 
	0: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off


	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off


	2: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off



	Check Box4: Off


