REQUEST FOR EMPLOYER INFORMATION~(E10)

1. Return this form to: 3. Chaimaat's $.5. No. 4. Seq. No.
New Jersey Department of Labor
and Workforce Development

Division of Temporary Disability insurance

. Claim Rec'
PO Box 387 5. Claimant's Name 6. Claim Rec'd
Trenton, New Jersey 08625-0387

2. Employer's Name and Address 7. Claim Date 8. Mailing Date 9. Exam No.
10. Employer ID No. 11, Last Day Worked
12. Base Year
From: To:
13. Work Location 14. Minimum
Base Week Reg.

THE ABOVED NAMED CLAIMANT HAS FILED A CLAIM AND HAS STATED THAT HE/SHE WAS IN YOUR EMPLOY AT SOME
TIME DURING THE BASE YEAR SPECIFIED IN ITEM 12 ABOVE. YOU MUST COMPLETE THIS FORM AND RETURN

IT TO THE ADDRESS SHOWN ABOVE OR FAX IT TO (609) 984-4138 WITHIN TEN DAYS FROM THE DAY OF
MAILING SHOWN IN ITEM 8.

If the claimant worked intermittently after the disability began, please provide
the date(s): H

(Month _ Day _ Year) (Month Day  Year)

(Month Day Yaar).(nnnth Day Year)

15. PE:LEEE COMPANY NAME AND/OR ADDRESS SHOWN ABOVE IS/ARE INCORRECT, INDICATE CORRECTION(S)

NAME

ADDRESS

I CERTIFY THAT THE INFORMATION SUBMITTED BY ME IN THIS REPORT IS TRUE AND CORRECT.
PRINT NAME: SIGNATURE:

DATE: TELEPHONE: ¢ ) OFFICIAL TITLE:

DABSS ROTIOR



