MINNESOTA DEPARTMENT OF EMPLOYMENT
AND ECONOMIC DEVELOPMENT
TRADE ADJUSTMENT ASSISTANCE

TRADE READJUSTMENT ALLOWANCE (TRA) APPLICATION

Applicant Information

Name (First, Last, Ml)

Address (Street, City, County, State, Zip Code)

Email Address

Social Security Number

Phone Number

HOME CELL
Petition Information
Petition Number Company Name Address of Company (City, State)
Impact Date Dates of Employment Certification Date Expiration Date

(Check one of the statements below that indicates your current employment status)

O | am totally laid off from the certified employer.
O I am still working for the certified employer, but my hours were reduced.
O | quit working for the certified employer.

O 1 was discharged from the certified employer,

O Other, explain:

Date of first layoff after the impact date Month Day Year

(Layoff of 7 days or more)

Date of last layoff from the certified Month Day Year

employer

During the 52 weeks prior to, and including the week of your last layoff, how many weeks did Number of Weeks
you work and earn $30.00 or more?




If your answer is fewer than 26 weeks, did you receive Workers’ Compensation, Vacation Leave, Sick Leave, Medical
Leave, FMLA, Jury Duty, or any other employer-authorized leave? O Yes O No

If yes, enter the number of weeks of employer-authorized leave Number of Weeks

Did you work for any other employer after the above employment? OYes O No

If yes, please complete the following information:
Employer(s) Name and Address Employment Dates (Start/End) Reason for Separation

(A) Following your first layoff from the certified employer, did you apply for or receive unemployment benefits from a
state other than Minnesota? Yes No

If yes, which state?
(B) From which state have you most recently applied for or received unemployment benefits?
(C) Have you applied for Trade Readjustment Allowances (TRA) prior to this application? OYes O No

If yes, which state? Date Applied:

| give this information to support my request for trade readjustment allowance (TRA). The information contained in this
request is correct and complete to the best of my knowledge. | understand there are penalties for false statements. |
authorize my former employer(s) to release all information requested in connection with my claim for benefits. | am
furnishing my social security number as required by the Deficit Reduction Act (DEFRA) (Pl 98-369) as a condition of
eligibility for benefits. | understand that information regarding my claim may be furnished to requesting agencies defined
in DEFRA for the purposes of income and eligibility verification.

Based on the information provided, a decision regarding your TRA entitlement will be issued.

Trade Affected Worker

Signature Date
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