Rhode Island Department of Labor and Training
Unemployment Insurance Division - Central Adjudication Unit
PO Box 20067

Cranston, Rhode Island 02920-0944

RHODE ISLAND Fax: (401) 462-8318

Voluntary Quit — Health/Medical Reasons

Please answer all questions below. Any questions left unanswered will not be considered when
determining your eligibility for Unemployment Insurance.

Claimant Name:

Last 4 Digits of your Social Security #: Date Completing Questionnaire:

Claimant Statement

1. What was your last physical date of work (mm/dd/yyyy)?
2. What was your date of separation (if different from your last day of work - mm/dd/yyyy)?
3. Did you provide notice to your employer that you were leaving? [ ] YES [ ]NO

a. If no, why didn’t you provide a notice?

b. If yes, whom did you notify? Name:
Title:
c. When did you provide the notice (mm/dd/yyyy)?

d. How much notice did you give your employer?

e. Did your employer allow you to work out your notice? [ ] YES [ 1NO

If no, what reason was given for not allowing you to work out your notice?

If you were not allowed to work out your notice, did your employer pay you for the
remainder of your notice? [ ] YES [ ]NO
If yes, please indicate the amount of money paid to you for the remainder of your

notice. $
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4. Why did you leave this job? Please be specific.

5. Did you inform your employer that the reason the reason stated in Answer #4 was the reason for
leaving? [ ]YES [ INO

If no, what reason did you give your employer for leaving?

6. Is your health or medical issue(s) temporary or permanent? [ ] Temporary [ ] Permanent
7. s this a work-related injury or illness? [ ]YES [ ]NO
a. If yes, did you file for workers’ compensation?  [] YES [ INO

i. If yes, please give the start and end date of your workers’ compensation benefits or,
if you are still receiving workers’ compensation, please indicate “still receiving”.

Start Date (mm/dd/yyyy): End Date (mm/dd/yyyy):
[] Still Receiving
8. Was a leave of absence available? []YES [ INO

a. Ifno, why wasn’t a leave available?

b. If yes, a leave was available, did you ask for this leave of absence? [ ] YES [ | NO

If no, why didn’t you ask for a leave?

If yes, you asked for a leave, did you take the leave of absence? [ ]JYES [ ]NO
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If no, why didn’t you take this leave of absence?

i. Ifyes, you did take the leave of absence, then:

When did the leave of absence begin? (mm/dd/yyyy)?

When did it end or when is it scheduled to end? (mm/dd/yyyy)?

c. Wasl/is an extension of the leave of absence available? [ | YES [ ]NO
i. Ifyes, did you request and take extension of the leave? [ ] YES [ ]NO

ii. If no, why didn’t you request or take the extension?

ii. If yes, you did take the leave of absence, then:

When did the leave of absence begin? (mm/dd/yyyy)?

When did it end or when is it scheduled to end? (mm/dd/yyyy)?
9. Were you advised by your doctor to leave this position? [ ]YES [ 1NO
a. If yes, why did your doctor advise you to leave your job?

* If you were advised to leave your job by your physician, please provide a letter from your

physician indicating that he/she required you to leave your position and the reason for this.

Please fax this letter within 72 hours to 401-462-8318. Put your name and last four digits of
your social security number on the correspondence.

b. If yes, did you provide a letter to your employer from your doctor? [ ]YES [ ]NO

10. Are you currently able to work full time? [ ] YES [ INO
a. If no, please explain why you cannot work full time.
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11. Please provide any additional information you feel is necessary:

| hereby certify that, to the best of my knowledge and belief, the information | have provided is true.

[1YES[]INO Signature:
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English

Important! This document contains important information
about your rights, responsibilities and/or benefits. It is critical
that you understand the information in this document, and
we will provide the information in your preferred language at
no cost to you. Call (401) 415-6772 for assistance in the
translation and understanding of the information in this
document.

American Sign Language
Important! Please visit here for ASL version of this document:
https://www.youtube.com/channel/UCQuwuijfqdfDDY3cLU3n

yH w/videos

Spanish / Espafiol

ilmportante! Este documento contiene informacidn
importante sobre sus derechos, responsabilidades y/o
beneficios. Es importante que usted entienda la informacién
en este documento. Nosotros le podemos ofrecer la
informacion en el idioma de su preferencia sin costo alguno
para usted. Llame al (401) 415-6772 para pedir asistencia en
traducir y entender la informacion en este documento.

Chinese - Traditional / Zf&h

EEAM | AXHO2EEEN FHTHEN. &,
./ 3@, ;ﬁ*‘fﬁ?&%\ﬁﬁ@zkﬁﬁ)]ﬁéé%ﬂ kARt
FERERINES, BEATRHEES, BERE 401)
415-6772 AR ERIBRAXXGEAS @E/]Tmﬁﬂ

Vietnamese / Viét

Lwu y quan trong! Tai liéu nay chira thdng tin quan trong vé
quyén han, trach nhiém va/ hodc quyén loi cla quy vi. Viéc
hiéu r& théng tin trong tai liéu nay 13 rat quan trong, va ching
t6i s& cung cap mién phi cho quy vi théng tin nay bang ngdn
ng* ma quy vi va dung. Hay goi (401) 415-6772 dé duwoc hd
tro ve viéc thong dich va hiéu thong tin trong tai liéu nay.

Tagalog / Tagalog

Mahalaga! Naglalaman ang dokumentong ito ng mahalagang
impormasyon tungkol sa iyong mga karapatan,
responsibilidad  at/o  benepisyo.  Napakahalaga na
nauunawaan mo ang impormasyong nakapaloob sa
dokumentong ito, at ibibigay namin nang libre ang
impormasyon sa pinili mong wika. Tumawag sa (401) 415-
6772 upang humingi ng tulong sa pagsasaling-wika at pag-
unawa sa impormasyong nasa dokumentongito.

Department of Labor and Training
RHODE ISLAND

Arabic / 4l
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Aiwad 102 5 831l ola glaall 048 ey dpaYl (yo 25155 o/
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French / Frangais
Important ! Ce document contient des informations
importantes sur vos droits, vos responsabilités et/ou vos
allocations. Il est essentiel que vous compreniez les

informations contenues dans ce document, et nous vous
fournirons gratuitement ces informations dans la langue de
votre choix. Appelez le (401) 415-6772 pour obtenir de |'aide
pour traduire et comprendre les informations contenues dans
ce document.

Haitian Creole / Kreyol Ayisyen

Enpotan! Dokiman sa a gen enfomasyon enpotan ladan
konsénan dwa, responsablite ak/oswa avantaj ou yo. Li ap
vréeman enpotan pou ou konprann enfomasyon yo ki nan
dokiman sa a, epi n ap ba ou enfomasyon sa yo nan lang ou
prefere a gratis. Rele (401) 415-6772 pou jwenn asistans pou
tradui ak pou konprann enfomasyon ki nan dokiman sa a.

Portuguese / Portugués

Importante! Este documento contém  jnformacdes
importantes sobre os seus direitos, responsabilidades e/ou
beneficios. E essencial que compreenda as informacdes
constantes neste documento, as quais disponibilizaremos,
gratuitamente, na lingua a sua escolha. Contacte o niumero
(401) 415-6772 para solicitar ajuda para traduzir e
compreender as informagdes contidas neste documento.

Russian / pycckui

BaxkHo! B HacToAlWeM [OKYMEHTe COAEP)KMTCA BaKHas
uHbopmauma o Bawwux npasax, obAsaHHOCTAX W/vUan
npemmywiectsax. KpaliHe BaKHO, 4TOBbl Bbl MOHAAM
MHbOPMaALMIO, COAEepP KALLYOCA B AaHHOM [AOKYMEHTE, @ Mbl
becnnaTHO MpeaocTaBMM Bam 3Ty  MHOOPMAUMIO  Ha
BblbpaHHOM Bamu A3bike. Mo3BoHUTe no TenedoHy (401)
415-6772 pnAa NnonyvyeHMA NOMoOLM B NepesBoe U NOHMMaHNKU
MHPOPMaLMM, coLepIKalLenca B SaHHOM SOKYMEHTE.

Korean / = 0f

82! 2 M= Fstel del, MY H/E= 0[]0 &

£ Z@stn  AEUCH Sk 2 2M0
2 CHEHS| Za5tH, o7t /st of

Al 2= Q& L|L}. (401) 415-6772 2 HEISHO
HA Sl O[Sl E 2ls ==L A| ZHE LI

o
ol
o

bae]
ok

© o

nroop & H |
<

o b rr

HL HC

Ho oX oX

30 =
X
=2

An equal opportunity employer/program. Auxiliary aids and services are available upon request to individuals with disabilities. Rhode Island Relay Services at 711.

Rev. 6/20


https://www.youtube.com/channel/UCQuwujfqdfDDY3cLU3nyH_w/videos
https://www.youtube.com/channel/UCQuwujfqdfDDY3cLU3nyH_w/videos
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