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 [image: Department of Economic Opportunity]         STATE OF FLORIDA
DEPARTMENT OF ECONOMIC OPPORTUNITY
SHORT TIME COMPENSATION PROGRAM
107 E MADISON ST, MSC 229
TALLAHASSEE, FL   32399-4135

SHORT TIME COMPENSATION (STC) PLAN APPLICATION


1.  Enter the name, telephone and fax numbers (including area code and extension) of your company’s contact person for the Short Time Compensation (STC) program, the business name, mailing address, and job site address, if different.  All STC claim information, forms, questions, etc. will be addressed to the person whose name is listed here.  
A.	STC Contact Person’s Name:        
    (You may also list 1 alternate contact person) _________________________________________________
B.	Business Name (DBA): _________________________________________________________________
C.	Mailing Address: ______________________________________________________________________
	City, State, Zip: _______________________________________________________________________
D.	Work Sharing Location Address: _________________________________________________________
	City, County, State, Zip: ________________________________________________________________
E.	Telephone Number: ____________________________________________________________________
	Fax Number: _________________________________________________________________________
	STC Contact Person’s Email Address: _____________________________________________________
F.	Under what Reemployment Tax Account Number are these workers reported? *Note: A separate
	application is required for each account number and work location. _______________________________ 
G.	Has your company previously had an STC Plan? If yes, answer the next two questions.   Yes |_| or No |_|

(1) Enter the previous STC Plan Number or approximate effective date. ___________________________
(2) Did the employees return to full time work after claiming STC benefits? *Note: If the answer is “No”
	 the employees will not qualify for STC benefits at this time. 		                      Yes |_| or No |_|

H.	Are the affected workers employed by a leasing company? If “Yes” a leasing company official must authorize this Application and answer questions I-N below and Items # 11 & 13.	         Yes |_| or No |_|
I.	Name of Leasing Company STC Contact Person: _____________________________________________
J.	Business Name (DBA): _________________________________________________________________
K.	Mailing Address: ______________________________________________________________________
	City, State, Zip: _______________________________________________________________________ 
L.	Telephone Number: ____________________________________________________________________
       Fax Number: _________________________________________________________________________
	Leasing Co. STC Contact Email Address: ___________________________________________________
M.	Location Address where hours will be reduced: ______________________________________________
	Fax Number: _________________________________________________________________________
N.	Under what Reemployment Tax Account Number are the workers reported?  
      (**Note: A separate application is required for each account number and location.**) ________________

2.	What is the nature of the business at the location where reduced hours will occur? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3.	Enter the first date of reduced hours. _______________________________________________________
(The plan will be effective on the Sunday of the week when the STC Plan Application is received or the Sunday of the week when hours are first reduced, whichever is later.) 

4.  On what day does your pay week begin? ____________________________________________________

5.  How many employees work at the location where hours are being reduced? _________________________

6.  Are any of the employees seasonal (hired only for a particular season) or part-time (normally working less than 32 hours per week)? Yes |_| or No |_|.  If “Yes”, DO NOT include or list these employees; they do not qualify for STC.

7.	Identify each affected unit by type (clerical, sales, production, assembly, etc.), list the total number of full-time employees in the unit, and the total number of STC participants from that unit:
	
	Unit Designation
	Total # of Employees in Unit
	Total # of STC Participants from Unit


	     
	                  
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Totals
	                  
	     


	For each unit or for the total staff, at least 10% of the employees must be on reduced hours.  If the unit or total business has less than 20 employees, at least two must be on reduced hours. *Note: All required information must be submitted with this application.

8.	Under this plan, will any fringe benefits be eliminated or diminished (such as health insurance, retirement benefits, paid vacation, holidays, and sick leave) that STC participants had prior to implementation of this plan?  Yes |_| or No |_|.  If “Yes”, identify the benefit(s) and describe the effect(s). _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
     
9.  What is the expected duration of the work hour reduction? 	(Example: 6 Months)   
                    ** MUST BE A YEAR OR LESS **	    ___________________________________________
Note: The maximum number of weeks an individual may receive STC benefits during a claim year is 26.

10. Are each employee’s hours and pay being reduced by an equal percentage?   Yes |_| or No |_|.






Certification:  By submitting this plan application, I certify that I understand and agree to the following:
A. This Short Time Compensation (STC) Plan will be used solely as a substitute for temporary layoffs.
B. If their hours were not reduced, at least 10% of the employees in the affected unit(s) would have been temporarily laid off.  
C. The total reduction in work hours under this STC Plan is comparable to the total reduction in work hours that would have resulted from temporary layoffs. 
D. Prior to reducing hours, the employees were scheduled to work a standard, usual number of full-time hours each week (excluding overtime). 
E. STC Benefits will be paid only to employees who work or receive pay for at least 60%, but no more than 90% of a week (i.e. hours are reduced by 10 - 40%).
F. My Reemployment Tax rate will be computed in the usual manner for benefits paid under the STC program, which may change my tax rate in succeeding years.  The maximum tax rate for employers participating in STC is 6.4%. This is 1% higher than the maximum rate for non-STC employers.  An STC employer is defined as an employer that has or had an STC Plan and STC benefits charged to its Reemployment Tax record during the three-year period used to calculate the Reemployment Tax Rate.  Tax rates are recalculated every January based in part on the benefit ratio for that three-year period. (**Note: Your tax rate will not automatically be raised to 6.4%. This information is simply to inform you that 6.4% is the highest possible tax rate that may be assessed.**)
G. For each STC participant, I will provide the Department of Economic Opportunity with the number of hours worked during each claim week.  The claim week is a seven-day period beginning on a Sunday and ending on the next Saturday.
H. The plan will not be used as a subsidy of seasonal employment during the off-season nor as a subsidy of employees who traditionally work part-time.  Rather, the plan will be used when the hours of a full-time work force must be temporarily reduced due to economic conditions.
I. The plan is valid for one year from the approval date; however, the Department of Economic Opportunity may at any time, upon 30 days written notice, revoke the plan for good cause. Good cause includes but is not limited to failure to comply with assurances contained in the plan, unreasonable revision of productivity standards for the affected unit(s), conduct or occurrences tending to defeat the intent and effective operation of the plan, and violation of the criteria on which approval of the plan was based.  Such revocation action may be initiated by motion of the Director, any of the affected employees, or any appropriate collective bargaining agent(s).

11. I understand and agree to Items A-I above.  Yes |_| or No |_|. 

12. Are any affected workers represented by a collective bargaining agent? Yes |_| or No |_|. (If “Yes”, the authorized collective bargaining agent must concur with the plan by providing the information below.)

Collective Bargaining Agent(s) concurrence:
	Union Name
	     
	Agent Signature
	

	Local #
	     
	Title
	     

	Telephone
	     
	Date
	     



	Union Name
	     
	Agent Signature
	

	Local #
	     
	Title
	     

	Telephone
	     
	Date
	     



                     *** If the affected workers are not employed by a leasing company, skip to #14 ***


13. Leasing Company Certification:  I certify that the answers and information contained on this application are complete, true, and correct.
	Leasing Co. Contact Signature :
	

	Leasing Co. Contact Printed Name :
	     

	Title :
	     

	Date Submitted :
	     



    (Example: Owner, CEO, President, Etc.)
	Authorized Leasing Co. Contact Signature :
	

	Authorized Leasing Co. Contact Printed Name :
	     

	Title :
	     

	Date Submitted :
	     




14. Employer Certification:  I certify that the answers and information contained on this application are complete, true, and correct.

	Employer Contact Signature :
	

	Employer Contact Printed Name :
	     

	Title :
	     

	Date Submitted :
	     

	
(Example : Owner, CEO, President, Ect.)
Authorized Employer Signature :
	

	Authorized Employer Printed Name :
	     

	Title :
	     

	Date Submitted :
	     



        SHORT TIME COMPENSATION
INITIAL PARTICIPANT LISTING

(THIS COMPLETED FORM OR A DOCUMENT CONTAINING ALL REQUIRED INFORMATION MUST BE SUBMITTED WITH STC PLAN APPLICATION)

	Business Name: 
(As shown in item 1B or 1J on STC Plan Application.)
	     

	
Tax Account Number: 
(As shown in Item 1F or 1N on application.)
	     

	
Unit Designation: (Please use a different form for each unit.)
	     

	
Date reduced hours will begin:
	     



LIST PARTICIPANTS IN ALPHABETICAL ORDER BY LAST NAME

	
Last Name
	
First Name
	
Middle Initial
	
SSN
	
Date Hired
	*Normal Hours 
(Provide Number)
	**Planned Hours
(Provide Number)

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     



*NORMAL HOURS - Normal weekly hours of work.  This is the number of hours in a week that the individual would regularly work for the STC employer, not to exceed 40 hours, excluding overtime.
**PLANNED HOURS - The number of hours that you expect your employees to work each STC week.  This may change from week to week.  Actual payments will be based on weekly reports. 
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