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ABLE AND AVAILABLE 

 
Cost Center          Name                                                                                     SS #       

 
Your availability for work is in question because _____________________________________________________________________. 
 

Information is needed about your eligibility for reemployment assistance benefits.  Please answer all questions that apply to you. 

Section I Employment Information 
 

1. The type(s) of work I am seeking is (are):   
_______________________________________________________________________________________________________. 

2. The lowest wage I will accept is:        ________ per      ____________________. 

3. The hours and days I am available for work are:   _______________________________________________________________. 

4. I have been unemployed since: (date)        ________________________________. 

5. The type of work I am seeking is  or is not  available in the local area.  I am  / am not  seeking this type of work in areas 
where it is available. 

6. My customary workweek is     ______________  to     ______________ ,      _____________ hours per week. 
 

Section II Ability To Work 

1. A. I was  ill or injured    disabled  during the period from    _________   to ___________     . 

B. I was     was not  able to work during this period. 

C. If you did not seek work during this period, explain why ________________________________________________________. 

2. If the above condition still exists, answer the following: 

A. I will     will not  seek full time work. 

B. I am physically able     unable   to work. 

C. My physician has     has not  advised me to refrain from work.  Explain:  _______________________________________ 

___________________________________________________________________________________________________________. 

D. I am     am not  able to perform another type of work, which is:  
   ___________________________________________ . 

3. My physician has  or has not  released me to work as of      _________(date). 

 

Section III Availability To Work 

Check all that apply to you. 
 I did not make my recommended work search. 
 I did not look for work from    ________   to ___________     . 
 I did make my recommended work search. 
 I did not have transportation.  (Explain below. Give usual methods of transportation, alternatives, ability to get a job.) 
 I did not have child care from _____________________________ through ___________________________________ . 
 I was out of the area from ________________________________ through ___________________________________ 
 I was incarcerated from _________________________________ through ___________________________________ . 
 Other.  (Explain below.) 

Explain the efforts you made to remove the restriction affecting your availability for work.  (Failure to remove this restriction may affect 
your eligibility for benefits.) ______________________________________________________________________________________ 

         
 
         
 
         
Privacy act statement on next page 
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Section IV Seeking Part-time Work Only 

 
1. I am only seeking part-time work. Check one of the next two boxes:  I have not worked full time during the past two 

years, or  I worked full time during the past two years, from _     __________ through      ______________ 

2. The days and hours I am available for part time work are:      _________________________________________. 

3. Part-time work usually is  or is not  available in my occupation and local area. 

Claimant Certification: I make this statement for the purpose of obtaining 
reemployment benefits, knowing the law provides penalties for false 
statements.  The above facts are true to the best of my knowledge and belief. 

Interviewer Certification: The statements contained on this form 
were read to the parties who made them.  An opportunity to amend 
the statement was provided and each party concurred that 
information contained in the statement was accurate and true as 
written. 

   

Claimant’s Signature Date Interviewer’s Signature 

 

FOR OFFICE USE ONLY 

Section V Remarks 

 

        

       

        

*PRIVACY ACT STATEMENT 
 

Information you provide to this department is voluntary and confidential but is required to process your claim.  Pursuant to the Internal Revenue Code of 
1986, the Social Security Act, 42 U.S.C. 1320b-7(a)1, and s. 443.091(1)(h), F.S., disclosure of your Social Security number is mandatory.  Social 
Security numbers will be used by the department to report the benefits you receive to the Internal Revenue Service as potential taxable income. In 
accordance with the Federal Deficit Reduction Act, an amendment to the Federal Social Security Act, and 5 U.S.C. 552a(o)(1)(D), information you 
provide is subject to verification through computer matching programs and information about your wages and claim may be provided to other federal, 
state and local agencies or their contractors for verification of eligibility under other government programs to ensure benefits have been properly paid 
and for statistical and research purposes.   

 
An equal opportunity employer/program.  Auxiliary aids and services are available upon request to individuals with disabilities. 

 
 
 
 

UCB-45 WORKSHEET 

Adjudicator       Claimant SSN       Claim Effective Date       

Determination Code       Issue Start Date       Issue End Date       

Weeks Denied       Claimant Address Changes:  Street       

City / State / Zip       

Employer Number       Address Changes:  Street       

City / State / Zip       

WBA Reduction Amount $       Expand Reason:  Yes    No  Employer Chargeability Code       

Noncharge Date Range: Start       End (optional)       

Copy to: Claimant      Employer  Tally: Yes     No  Timely: Yes     No     N/A  

Expanded 
Reason:  

      

      Date Entered       

 


