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UC-305   Rev. 2/16 
CONNECTICUT DEPARTMENT OF LABOR - SHARED WORK 

200 FOLLY BROOK BOULEVARD 
WETHERSFIELD, CT 06109 

Phone: (860) 263-6660      Fax: (860) 263-6681

Shared Work Plan Number ___________________ 
New Request 
Modification Request 

APPLICATION FOR SHARED WORK 

Part A – SHARED WORK PLAN 

1. Employer Name: 2. CTDOL Registration Number:

3. Mailing Address:

4. Location of Company (if different than above):

5. Contact Person: 6. Telephone Number:

5a. Email Address: 6a. Fax Number: 

7. How did you become aware of the CT Shared Work Program?

8. What are the affected units to which the Shared Work Plan applies? (An affected unit is defined as a specific
department, shift, or other definable unit(s) consisting of not less than two employees to which an approved Shared
Work plan may apply.)

Affected Unit Bargaining Agent 
(if applicable) 

Number of  
Employees in Unit 

Number of Shared Work 
Employees 

9. How many hours constitute your standard work week?  _______________________

10. By what percentage(s) will the normal weekly hours of work be reduced? ___________________

11. Will all Shared Work employees in the affected unit be subject to the same percentage reduction in hours?
  Yes   No 

12. Will fringe benefits continue to be provided to employees in affected units as though their normal weekly hours
have not been reduced?                    Yes                         No

13. Will service credits toward seniority accrue during the Shared Work plan at a rate at least commensurate with the
amount of reduced hours actually worked?                    Yes                         No

14. Do you certify that you have paid all contributions for all past and current contribution periods as required under
Connecticut General Statute Section 31-225a?                    Yes                         No

15. On what date (must be a Sunday) do you want this plan to begin?  _________________________

15a.  On what date (must be a Saturday, and no more than 26 weeks from the effective date) do you want this plan to
end? ____________________________ 

16. Do you observe a vacation shutdown during this period?  Yes    No 

If yes, please give dates: ________________________________

NOTE: Planned vacation shutdowns are permissible under the Shared Work program; however, multiple temporary layoffs 
(furloughs) during an active plan are inconsistent with the program's objective, and therefore may represent good cause for the 
Connecticut Department of Labor to revoke an employer's plan. 
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17. Do you certify that the implementation of a Shared Work plan and the corresponding reduction in work hours are in
lieu of layoffs that would affect at least ten percent of all employees in the affected unit and would otherwise

 result in an equivalent reduction in hours?                    Yes                         No 

  If yes, approximately how many layoffs would be avoided by your company’s participation in the Shared 
 Work program?  _____________________________ 

18. Do you agree to apply this plan to only part time or full time permanent employees?  Yes   No 

19. Are you a seasonal employer?   Yes   No   (Seasonal means an employer who has a work base that 
is attached or dependent on a particular time of year on an annual basis). 

IF YES, PLEASE NOTE: Shared Work is not intended to subsidize seasonal employers during any off-season 
period.    

20. Do you agree to furnish all reports and information necessary for administration of the plan?  Yes      No 

21. Do you agree to monitor and evaluate the operation of the established Shared Work plan as directed by the
Connecticut Department of Labor?                   Yes                         No

22. Are any employees who will participate in this plan covered by a collective bargaining unit?   Yes     No 

If yes, please identify the collective bargaining unit: 

 Union Name: __________________________ 

   Address: ______________________________ 

Union Name: ____________________________ 

 Address:________________________________ 

The applicable collective bargaining agent(s) must sign a collective bargaining concurrence statement provided below: 

Collective Bargaining Agent(s) Concurrence: 

I approve this Shared Work plan. 

  NAME:  _________________________________ 

  telephone:  _____________________________ 

  Signature:  ______________________________ 

  Title:  __________________________________ 

  Date: ___________________________________ 

NAME:  ___________________________________ 

telephone:  _______________________________ 

Signature:  ________________________________ 

Title:  ____________________________________ 

  Date:  ____________________________________ 

23. If your employees are not covered by a collective bargaining agreement, do you certify that a written copy of the
proposed plan, or a summary thereof, has been made available to each employee in the affected group for inspection and
comment for a period of at least seven (7) days?  Please attach a copy of the proposed letter, with employee sign off, before
your application can be approved.  You must also attach copies of the proposed plan or summary and any comments made
by employees with your application.                  Yes                         No

Employer Certification: I certify that the answers and information that I have provided for approval of this plan are 
complete, true, and correct.  I have obtained a copy of Department of Labor Regulations Sections 31-250-8 through 31-250-12, 
inclusive, and agree to comply with the requirements set forth in those regulations. 

THIS REPORT MUST BE SIGNED BY THE OWNER, A PARTNER, A CORPORATE OFFICER OR 

DULY AUTHORIZED EMPLOYER REPRESENTATIVE. 

Name of Employing Unit (please print):  ___________________________________      Date:  ______________________ 

Signature:  _______________________________________    Title:  ______________________________________ 

The Connecticut Department of Labor will approve or deny this plan in writing within 30 days after its receipt. The determination is final 
and non-appealable. A denied plan does not prevent an employer from submitting another plan for approval. The Connecticut Department 
of Labor may revoke an approved Shared Work Plan for good cause. 
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Shared Work Plan Number  ____________________ 

CONNECTICUT DEPARTMENT OF LABOR 
200 FOLLY BROOK BOULEVARD 
WETHERSFIELD, CT 06109 

New Request 
Modification Request 

APPLICATION FOR SHARED WORK  (Note:  Please Print) 

Part B – SHARED WORK PLAN PARTICIPATION LIST 

Employer Name:  ____________________________________________________________________________ 

Percentage(s) reduction in normal weekly hours of work:  ______________________________ 

Affected unit designation:  _____________________________________________________________________ 

Please use separate list for each affected unit 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25.
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Shared Work Plan Number _________________________ 

 New Request 

 Modification Request 
 

 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

26.    

27.    

28.    

29.    

30.    

31.    

32.    

33.    

34.    

35.    

36.    

37.    

38.    

39.    

40.    

41.    

42.    

43.    

44.    

45.    

46.    

47.    

48.    

49.    

50.    

51.    

52.    

53.    

54.    

55.    

56.    
 
 

STANDARD HOURS:

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.



57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.
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Shared Work Plan Number _________________________ 

 New Request 

 Modification Request 
 

  

 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

57.    

58.    

59.    

60.    

61.    

62.    

63.    

64.    

65.    

66.    

67.    

68.    

69.    

70.    

71.    

72.    

73.    

74.    

75.    

76.    

77.    

78.    

79.    

80.    

81.    

82.    

83.    

84.    

85.    

86.    

87.    
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Shared Work Plan Number _________________________ 

New Request 

Modification Request 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

88. 

89. 

90. 

91. 

92. 

93. 

94. 

95. 

96. 

97. 

98. 

99. 

100. 

101. 

102. 

103. 

104. 

105. 

106. 

107. 

108. 

109. 

110. 

111. 

112. 

113. 

114. 

115. 

116. 

117. 

118. 

119.



120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

151.
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Shared Work Plan Number _________________________ 

 New Request 

 Modification Request 
 

  

 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

120.    

121.    

122.    

123.    

124.    

125.    

126.    

127.    

128.    

129.    

130.    

131.    

132.    

133.    

134.    

135.    

136.    

137.    

138.    

139.    

140.    

141.    

142.    

143.    

144.    

145.    

146.    

147.    

148.    

149.    

150.    

151.    

    



152.

153.

154.

155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.
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Shared Work Plan Number _________________________ 

 New Request 

 Modification Request 
 

  

 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

152.    

153.    

154.    

155.    

156.    

157.    

158.    

159.    

160.    

161.    

162.    

163.    

164.    

165.    

166.    

167.    

168.    

169.    

170.    

171.    

172.    

173.    

174.    

175.    

176.    

177.    

178.    

179.    

180.    

181.    

182.    

183.    

    



184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194.

195.

196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

209.

210.

211.

212.

213.

214.
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Shared Work Plan Number _________________________ 

 New Request 

 Modification Request 
 

  

 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

184.    

185.    

186.    

187.    

188.    

189.    

190.    

191.    

192.    

193.    

194.    

195.    

196.    

197.    

198.    

199.    

200.    

201.    

202.    

203.    

204.    

205.    

206.    

207.    

208.    

209.    

210.    

211.    

212.    

213.    

214.    
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Shared Work Plan Number _________________________ 

New Request 

Modification Request 

NAME OF AFFECTED EMPLOYEE SOCIAL SECURITY 
NUMBER 

IF PART TIME, 
STANDARD HOURS: 

IF FULL TIME, 
STANDARD HOURS: 

NAME OF AFFECTED EMPLOYEE


