[bookmark: _heading=h.6k2z3y6gezju]City of Bloomington
[bookmark: _heading=h.4qo8pljp9whm] Living Wage Ordinance Certification

Employer’s Name:     

Employer’s Address:  
			
Employer’s Phone Number:

Employer’s Email Address: 

Job title(s) of Covered Employees: 


1. Do you pay all covered employees at least the living wage (for 2026, $16.66 per hour) for work done in connection with the City assistance or subsidy?  Respond “Yes” or “No”.


2. If not, do the covered employees have access to a health insurance plan sponsored by you?  Respond “Yes” or “No”.


3. If you don’t pay all of your covered employees at least the living wage, and your covered employees have access to a health insurance plan that you sponsor, please answer the following questions:

a. What is the hourly equivalent value of your contribution to the health insurance plan on behalf of the covered employees who chose to participate in your health insurance plan? (Divide your annual contribution per employee by 2080.)  


b. If the covered employee chose not to participate in your health insurance plan, but could have done so, then what would have been the hourly equivalent value of your contribution to the health insurance plan? (Divide your annual contribution by 2080).   


I hereby attest that the information I’ve provided above is truthful and accurate. I hereby attest that I am aware of the provisions of the Living Wage Ordinance chapter of the Bloomington Municipal Code.

Signature:					

Printed Name and Title:

Date: 

This form must be filed in the first quarter of the year. Send completed form to the City Legal Department, via mail: PO Box 100, Bloomington, IN 47402-0100, fax to 349-3441 or email at anna.holmes@bloomington.in.gov.
