STATE OF MARYLAND

DEPARTMENT OF LABOR, LICENSING AND REGULATION

DIVISION OF UNEMPLOYMENT INSURANCE

REQUEST RECONSIDERATION OF OVERPAYMENT RECOUPMENT - WAIVER

The Request of Reconsideration of Overpayment Recoupment must be made within thirty (30) days from the date
of the original overpayment notice, unless the claimant can show cause for failure to meet the 30 days

requirement.

The Department of Labor, Licensing and Regulation may waive recovery of an Unemployment Insurance (UI)
overpayment when the claimant is found to be without fault and lacks the ability to pay now and in the
foreseeable future or is below the federal minimum poverty level and likely to remain there for the foreseeable

future.
2016 HHS Federal Poverty Guidelines
Persons 48 Contiguous
in Family States and D.C. Alaska Hawaii
1 $11,880 $14.840 | $13.670
2 16,020 20,020 | 18,430
3 20,160 25200 | 23,190
4 24,300 30,380 | 27,950
5 28,440 35560 | 32,710
6 32,580 40,740 | 37.470
7 36,730 45920 | 42,230
8 40,890 51,120 | 47.010
Egrrszi‘jl;gdmonal 4,160 5200 | 4.780

If you meet the above criteria, please complete the following to request a waiver of your Ul overpayment.

Claimant's Name:

Street Address:

S.S. No.:

City, State, Zip:

Telephone Number: ( )

AFFIDAVIT OF CURRENT INCOME AND LIVING EXPENSES
Average Monthly Household Income

Send copies of your spouse's two (2) most recent pay stubs.

Spouse's Name:

Spouse's Social Security Number:
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COMPLETE REVERSE SIDE



3. Other monthly gross income (specify type: Social Security, pension, etc.)

$

$

Include all gross income and Social Security Numbers for all individuals residing with you including wages,
interest, dividends, and other earned and unearned income. Use spaces below for additional information.

List names, ages and Social Security Numbers for all dependents residing in your home.

Name: Age: Name: Age:
Social Security Number: Social Security Number:
Name: Age: Name: Age:
Social Security Number: Social Security Number:

TOTAL MONTHLY INCOME (INCLUDING ALL MEMBERS OF HOUSEHOLD: $

I understand that it is a criminal offense to make false statements and certify that my answers to the questions on
this form are true. Failure to answer the questions truthfully may be considered unemployment insurance fraud.

I AFFIRM, UNDER THE PENALTIES OF PERJURY, THAT THE INCOME AND EXPENSES LISTED
ON THIS FORM ARE ACCURATE AND CORRECT.

Claimant's Signature: Date:

In order to have the request for waiver approved, you must show lack of ability to pay now and in the foreseeable
future. Please use the space provided below or an attached sheet to indicate what conditions exist that make you
unable to repay your overpayment in the foreseeable future. If reason is due to medical complications, please
enclose a medical statement.

Statement:

When you have completed this form, please mail it and all attachments you wish to present to the following address:

Department of Labor, Licensing and Regulation
Benefit Payment Control Unit
1100 North Eutaw Street - Room 206
Baltimore, MD 21201
(410) 767-2404 Fax # (410) 767-2610

DLLR/DUI/263 (3/16) MAIL COMPLETED FORM TO THE ABOVE ADDRESS WITHIN 30 DAYS.



