	UB-130-FF (5-16)


	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Workforce Administration ( Unemployment Insurance Program
	


	
	
	



WORK HISTORY

	CLAIMANT'S NAME (Last, First, M.I.)
	SOC. SEC. NO.

	     
	     


PLEASE LIST BELOW ALL WORK YOU HAVE HAD FOR THE PAST TWO (2) YEARS. If you are not sure of the exact dates and amount of earnings, approximate as closely as you can. The information you give will assist us in determining what type of unemployment insurance claim you should file. Ask for another form if more space is needed.

	LAST EMPLOYER’S NAME
	DATES WORKED

	     
	From:
	     
	To:
	     

	PAYROLL ADDRESS (No., Street)
	TYPE OF WORK

	     
	     

	CITY
	STATE
	ZIP CODE
	EARNINGS BEFORE DEDUCTIONS

	     
	     
	     
	$      
	 FORMCHECKBOX 
 Hr
	 FORMCHECKBOX 
 Wk
	 FORMCHECKBOX 
 Mo

	WORK ADDRESS (No., Street, City)
	STATE
	REASON FOR SEPARATION
	      Still Working 
 FORMCHECKBOX 
 part time

	     
	     
	 FORMCHECKBOX 
Laid off
	 FORMCHECKBOX 
 Quit
	 FORMCHECKBOX 
Discharged
	

	IF QUIT OR DISCHARGED, PLEASE EXPLAIN

	     

	LAST EMPLOYER’S NAME
	DATES WORKED

	     
	From:
	     
	To:
	     

	PAYROLL ADDRESS (No., Street)
	TYPE OF WORK

	     
	     

	CITY
	STATE
	ZIP CODE
	EARNINGS BEFORE DEDUCTIONS

	     
	     
	     
	$      
	 FORMCHECKBOX 
 Hr
	 FORMCHECKBOX 
 Wk
	 FORMCHECKBOX 
 Mo

	WORK ADDRESS (No., Street, City)
	STATE
	REASON FOR SEPARATION
	      Still Working 
 FORMCHECKBOX 
 part time

	     
	     
	 FORMCHECKBOX 
Laid off
	 FORMCHECKBOX 
 Quit
	 FORMCHECKBOX 
Discharged
	

	IF QUIT OR DISCHARGED, PLEASE EXPLAIN

	     

	LAST EMPLOYER’S NAME
	DATES WORKED

	     
	From:
	     
	To:
	     

	PAYROLL ADDRESS (No., Street)
	TYPE OF WORK

	     
	     

	CITY
	STATE
	ZIP CODE
	EARNINGS BEFORE DEDUCTIONS

	     
	     
	     
	$      
	 FORMCHECKBOX 
 Hr
	 FORMCHECKBOX 
 Wk
	 FORMCHECKBOX 
 Mo

	WORK ADDRESS (No., Street, City)
	STATE
	REASON FOR SEPARATION
	      Still Working 
 FORMCHECKBOX 
 part time

	     
	     
	 FORMCHECKBOX 
Laid off
	 FORMCHECKBOX 
 Quit
	 FORMCHECKBOX 
Discharged
	

	IF QUIT OR DISCHARGED, PLEASE EXPLAIN

	     

	LAST EMPLOYER’S NAME
	DATES WORKED

	     
	From:
	     
	To:
	     

	PAYROLL ADDRESS (No., Street)
	TYPE OF WORK

	     
	     

	CITY
	STATE
	ZIP CODE
	EARNINGS BEFORE DEDUCTIONS

	     
	     
	     
	$      
	 FORMCHECKBOX 
 Hr
	 FORMCHECKBOX 
 Wk
	 FORMCHECKBOX 
 Mo

	WORK ADDRESS (No., Street, City)
	STATE
	REASON FOR SEPARATION
	      Still Working 
 FORMCHECKBOX 
 part time

	     
	     
	 FORMCHECKBOX 
Laid off
	 FORMCHECKBOX 
 Quit
	 FORMCHECKBOX 
Discharged
	

	IF QUIT OR DISCHARGED, PLEASE EXPLAIN

	     

	I certify that the information given above is correct to the best of my knowledge.

	CLAIMANT’S SIGNATURE
	DATE

	
	

	SHADED AREA FOR OFFICIAL USE ONLY (Deputy completes for CWC with UCFE wages)

	Yes
	No
	
	Yes
	No
	
	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Is address based on form SF-8?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, was an SF-8 issued?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Was claimant a regular full-time employee?

	PAYROLL ADDRESS (No., Street, City, State, ZIP)

	     


Equal Opportunity Employer/Program. • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI and VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities or employment based on race, color, religion, sex, national origin, age, and disability.  The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. Auxiliary aids and services are available upon request to individuals with disabilities.  For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Ayuda gratuita con traducciones relacionadas a los servicios de DES está disponible a solicitud del cliente.
