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POA 8-25-17

DEPARTMENT OF WORKFORCE SERVICES

LIMITED POWER OF ATTORNEY

EMPLOYER NAME: ___________________________________________________________

EMPLOYER ADDRESS: ________________________________________________________

713-*34I (1/2*04'5,10 UNEMPLOYMENT INSURANCE
EMPLOYER #______________ EMPLOYER #_______________

TO WHOM IT MAY CONCERN:

I/We have appointed __________________________________________________ as our agent
^Z \P[\P]PY^ Z_\ NZX[LYc TY FYPX[WZcXPY^ <Y]_\LYNP LYO'Z\ HZ\VP\]e DLQP^c LYO

Compensation matters until further notice.

3_^SZ\TdPO LRPY^e] ^PWP[SZYP Y_XMP\2 KKKKKKKKKKKKKKKKKKKK

AutSZ\TdPO LRPY^e] LOO\P]]: ___________________________________________________

__________________________________________________________________________

This representation includes:

1. The presenting of completed forms, including claims for refund or adjustment of account,
PX[WZcP\e] [\Z^P]^ ZQ MPYPQT^ NWLTX]$ LYO TYQZ\XL^TZY \PWL^T`P ^SP\P^Z&

2. All matters affecting merit rating, contributions and/or direct reimbursements.
3. The personal discussion of any or all of the foregoing with proper officials of the State of
HcZXTYR FYPX[WZcXPY^ ELb 6T`T]TZY$ FYPX[WZcXPY^ <Y]_\LYNP 6T`T]TZY$ LYO ^SP HZ\VP\]e

Safety and Compensation Division.
4. This appointment supersedes and replaces any prior authorization which our company may
have filed with your agency.

Authorized by Title ___________________________

Phone # Date ___________________________

RETURN TO:
WORKERSe 5OMPENSATION UNEMPLOYMENT TAX DIVISION
EMPLOYER SERVICES or EMPLOYER SERVICES
1510 EAST PERSHING BLVD P O BOX 2760
CHEYENNE, WY 82001 CASPER, WY 82602-2760
FAX: 307-777-5298 FAX: 307-235-3278

CompuPay, Inc. dba BenefitMall / Attn: Sue Larocca

(954) 874-4800

3450 Lakeside Drive, Suite 400, Miramar, FL 33027
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