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Employer name 

PA UC Account No. 

-

FEIN

-

Employer address
(Street) (City) (State)                          (Zip Code)

(Contact) (Phone) (Fax) (Email)

Know all men by these present that I, , do hereby make,
(Employer name)

constitute and appoint , whose address is
(Attorney-in-fact Name)

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

as my lawful attorney-in-fact with full power and authority to act on my behalf with the f ce of UC ene ts Policy and 
the f ce of UC Ser ice Centers, and their successor a ency or a encies within the epartment of abor  Industry, in 
any matter relatin  to UC bene ts. I authori e the f ce of UC ene ts Policy and the f ce of UC Ser ice Centers to 
send the followin  to the address of my attorney-in-fact

 . onthly Notices of Compensation Char ed (UC- ),

 . Notices of Financial etermination (UC- F( )), e uests for elief from Char es (UC- F ), and          
     determinations on re uests for relief from char es (Form UC- )

 . Employer s Notices of Application (UC- ), fact- ndin  uestionnaires, and eli ibility determinations

I hereby ratify and con rm all that said attorney-in-fact, or its a ents, employees or substitutes shall or may do or 
cause to be done by irtue of the power herein conferred until written notice of re ocation hereof is recei ed by the 
department.

I hereby re oke any prior power of attorney to the extent that it desi nated an attorney-in-fact to act on my behalf in 
any matter relatin  to UC bene ts, to recei e any of the abo e documents re ardin  UC, or both.

In dele atin  authority to the attorney-in-fact, for the purposes speci ed abo e, it is expressly understood that the 
attorney-in-fact and I are e ually responsible and each shall incur liability for the penalties pro ided for false and or 
fraudulent statements or omissions, whether written or oral.

y y
(Si nature of authori ed representati e of Employer) (Si nature of authori ed representati e of attorney-in-fact)

Printed name Printed name

itle ate itle                                             ate

See reverse for instructions and information on completion of this form.
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