EV01 EMPLOYER STATEMENT FOR VERIFICATION

OF EMPLOYMENT/EARNINGS
NAME OF






   NAME OF

EMPLOYER: ____________________________ EMPLOYEE: ____________________________

ADDRESS: ______________________________ADDRESS: ______________________________

CITY/STATE/ZIP: ________________________ CITY/STATE/ZIP: _______________________

ATTN:  _________________________________ SOC.SEC#: ______________________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization:   I hereby authorize your office, to provide the information requested below to:

______________________________________________________________________________

(name of agency requesting information)

____________________________________    ____/____/____

              Signature of Wage Earner                
       Date

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Please provide the following information:

1. The total amount of gross earnings paid to the employee during the last six month period listed below:



____/____/____to____/____/____                                              $_______________

  (Staff, please put in appropriate dates to determine eligibility)
______________________________________       ____/____/____     


        Signature of Employer Representative                        Date

_______________________________________________________     
                 Print Name                         and         
             Title


Please return as soon as possible to:

Attn:____________________

EV 02 AGENCY STATEMENT 

FROM DEPARTMENT OF SOCIAL SERVICE/WELFARE


Agency: ________________________________________ Attention: _______________________

Address: ___________________________________________ City: ________________________

Please Provide Information Regarding:
Name: _____________________________________________ Soc.Sec. #: ___________________

Address: ___________________________________________Case File Name: ________________

City/State/Zip_______________________________________
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization:    I hereby authorize your agency, to provide the information requested below to:

_______________________________________________________________________________

(name of agency requesting information)

This information will be used for the purpose of determining eligibility for employment/training services.                                                     

____________________________________________      ____/____/____

         Signature of Client or Parent, Guardian, or                                          Date

        other Responsible Adult (if minor)                     

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Please complete the items circled below:
1.  Was the above named individual receiving any form of Cash Public Assistance on

      __________________________________?          ____ Yes       ____ No


          Date of WIA Application  
2.   Has the above named individual received or been determined eligible to receive Food Stamps

     within the period ____/____/____ to ____/_____/____?           ____ Yes       ____ No    



                   (6 mos. prior to WIA application)

    3.  Has the above named individual been in Foster Care?   ____ Yes       ____ No    

_______________________________    ____/____/____  


     Agency Representative Signature                       Date


______________________________________________


                Print Name             and                Title

Please return as soon as possible to:

Attn:____________________

EV 04 AGENCY STATEMENT FROM SCHOOL OF ATTENDANCE

School: __________________________________________ Attention: ______________________

Address:_______________________________________City/State/Zip:________________

Please provide information regarding:
Name:_________________________________________Soc.Sec.#:____________________
Address:________________________________________ Date of Birth:____/_____/_____

 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Authorization:    I hereby authorize your agency, to provide the information requested below to:

_______________________________________________________________________________

(name of agency requesting information)

This information will be used for the purpose of determining eligibility for employment/training services.                                                     

____________________________________________      ____/____/____

Signature of Client or Parent, Guardian, or                                               Date

other Responsible Adult (if minor)
--------------------------------------------------------------
Please provide information regarding the items circled below:
1. Is this individual currently enrolled in school?   ____Yes   ____No

2. Is the individual one or more grade levels below the grade level appropriate to the age of the individual?   ____Yes   ____No

3. Has s/he had excessive unexcused absences?   ____Yes   ____No

_______________________________    ____/____/____  


        School Representative Signature                          Date


______________________________________________


                Print Name             and                Title

Please return as soon as possible to:

Attn:____________________

EV 05 AGENCY STATEMENT FOR HOMELESS/RUNAWAY STATUS

Agency: ___________________________________ Attention: ______________________

Address: ___________________________________________   City:________________________

Please Provide Information Regarding:
Name:______________________________________ Soc.Sec.#: ___________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization:    I hereby authorize your agency, to provide the information requested below to:

_______________________________________________________________________________

(name of agency requesting information)

This information will be used for the purpose of determining eligibility for employment/training services.                                                     

____________________________________________      ____/____/____

         Signature of Client or Parent, Guardian, or                                      Date

        other Responsible Adult (if minor)
 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
To Whom It May Concern:

I hereby verify that ______________________________________ has resided at 
______________________________________________  since _____/_____/_____.
                                  Name of Shelter/Facility                                                          Arrival Date

_______________________________    ____/____/____


     Agency Representative Signature                        Date

_______________________________________________


      Print Name             and                Title

Please return as soon as possible to:

Attn:____________________

EV 07AGENCY STATEMENT FROM

CRIMINAL JUSTICE/CORRECTIONS DEPARTMENT

Agency: _________________________________________________ Attn: ___________________

Address: ________________________________________________Phone#: _________________

Please Provide Information Regarding:
Name: ______________________________________________ Soc.Sec.# : ___________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization:  I hereby authorize your agency, to provide the information requested below to:

_________________________________________________________________________________

(agency name requesting information)

This information will be used for the purpose of determining eligibility for employment/training services.                                                     

____________________________________________      ____/____/____
 Signature of Client or Parent, Guardian, or                      Date
 other Responsible Adult (if minor)

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Please complete based on your most recent information:
1.  This individual has been incarcerated or is currently incarcerated from  ____/____/____  to  ____/____/____.
_______________________________    ____/____/____  


       Agency Representative Signature                          Date


______________________________________________


                Print Name             and                Title

Please return as soon as possible to:

Attn:____________________

EV 08 TELEPHONE VERIFICATION/DOCUMENT INSPECTION
Client Name: ____________________________________ Soc.Sec.#: _______________________

Item(s) to be Verified: _____________________________________________________________

Agency Providing Verification: ______________________________________________________

Agency Contact Person: ____________________________________________________________

Date & Time of Verification: ________________________________________________________

Telephone Number of Agency Providing Verification: ____________________________________

Additional Information Needed to Determine Eligibility:

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

I attest that the information recorded by me on this form was obtained through telephone contact or document inspection on the above date, and:

      (Circle A or B, below as appropriate.)

A. In telephone verification, the agency contact confirmed that all above information was obtained from data recorded in the applicant's records at the agency providing verification; 
      or

B. The document inspected, was used for verification purposes for the WIA program.

_____________________________         _________________________            ____/____/____  



Staff Signature


                   Print Name                                     Date    
EV 09 APPLICANT/CASE MANAGER STATEMENT OF BARRIERS

I hereby certify that I (please list the barrier you have):______________________________
________________________________________________________________________________

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                             ____________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only---------------------------------------------------------------
Staff attests the applicant has an observable barrier (please check appropriate barrier): 
 FORMCHECKBOX 
  Observable disability

I attest that the information stated above is true and accurate.

_____________________________

____/____/____
        Case Manager Signature


         Date

Check below for other items you made attempts to obtain:



 FORMCHECKBOX 
 School records for Dropout Status 


 FORMCHECKBOX 
 Court records for Offender 


 FORMCHECKBOX 
 Statement from Treatment Program or Social Service Agency for Substance Abuse

No other attempts to collect other items must be made for Pregnant/Parenting barrier
No other attempts to collect other items must be made for Disability or Limited English Language Proficiency that is observable.
Form utilized to verify: ( Dropout Status     ( Offender     (Pregnant/Parenting
  
( Disability (observable)     ( Limited English Language Proficiency (observable) 
__________________________         _________________________            ____/____/____  
                Staff Signature                                   Print Name                                      Date    
EV 10 APPLICANT STATEMENT FOR HOMELESS OR RUNAWAY

I do not have a permanent place of residence, nor do I live at a homeless shelter. I have been living under the following circumstance (please check one):
 FORMCHECKBOX 
 Sharing the housing of persons not related to me

 FORMCHECKBOX 
 I am living in a motel, camp ground, car, emergency and/or transition shelter
 FORMCHECKBOX 
 I am an abandoned youth

 FORMCHECKBOX 
 I am awaiting foster care placement

 FORMCHECKBOX 
 I am a migratory youth
I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                                    ________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client
---------------------------------------------------------Agency Use Only----------------------------------------------------------------

No other attempts must be made to collect other items for homeless or runaway.                                                                                                                                            

__________________________         _________________________            ____/____/____  
                Staff Signature                                   Print Name                                      Date    
EV 11 APPLICANT STATEMENT FOR NUMBER IN FAMILY

I hereby certify under penalty of perjury, that I, ____________________________________,

                                                       




                                   Client Name

reside at _________________________________________________________________________




                 Home Address of Client



                         City/State/Zip Code


The Family Members who reside with me at this address include:

(Please provide name(s), age(s) of children, and relationship to applicant.)
	Name of Family Member
	Age
	Relationship

	(Applicant)
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total Family Members Including Applicant:  
	


I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                             ____________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------

List other items you made attempts to obtain: ____________________________________
_______________________________________________________________________________

__________________________         _________________________            ____/____/____  
               Staff Signature                                   Print Name                                        Date    
EV 12 APPLICANT STATEMENT FOR FAMILY INCOME

The amount and sources of family income I am not able to provide evidence of (such as pay stubs,

employer statements, award letters, etc.), for  the period  ____/____/____ to  ____/____/____, is:











       (6 mos. prior to application)

[If family member(s) received income during this period from more than one source, then

list name more than once, with source and amount from each source on separate rows.]

	NAME & RELATIONSHIP TO CLIENT
	     INCOME FROM                                  
	AMOUNT

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	TOTAL AMOUNT FOR FAMILY MEMBER(s)
	


Due to lack of employment and other sources of income, the following family members(s) received 

no income during the following period. [List Name and Relationship]: 






I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                             ____________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------

Check other items you made attempts to obtain: ( Pay Stubs  ( Statement from Employer

( Other, list: __________________________________________________________________________

_________________________________         _____________________________            ____/____/____
                     Staff Signature                                                  Print Name                                         Date    

EV 13 APPLICANT STATEMENT FOR NON-INCOME

I have had no income during the period  _____/______/_____ to _____/_____/_____.











(6 mos. prior to application)

I have been supporting myself as follows: _____________________________________________________________________________
__________________________________________________________________________

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                             ____________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client
---------------------------------------------------------Agency Use Only----------------------------------------------------------------

__________________________         _________________________            ____/____/____  
               Staff Signature                                   Print Name                                      Date  

EV 14 APPLICANT STATEMENT FOR YOUTH

WITH SIXTH BARRIER (LOW INCOME AND 5%)

I require additional assistance to complete an educational program or to secure and hold employment. Please read the following and check which applies to you.  

 FORMCHECKBOX 
yes     FORMCHECKBOX 
no         Do you attend an alternative school or program?

 FORMCHECKBOX 
yes     FORMCHECKBOX 
no         Do you have attendance and/or discipline problems at the school?

 FORMCHECKBOX 
yes     FORMCHECKBOX 
no 
 Are you behind your expected grade level?
 FORMCHECKBOX 
yes     FORMCHECKBOX 
no 
 During the last 12 calendar months have you earned more than the minimum wage?      
 FORMCHECKBOX 
yes     FORMCHECKBOX 
no         During the last 12 calendar months have you worked 30 or more hours per     week for 13 weeks in a row? 
 FORMCHECKBOX 
yes     FORMCHECKBOX 
no
       During the last 12 calendar months were you  terminated from a job?
I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client or Parent, Guardian           Date                Corroborating Witness Signature             Date

or other Responsible Adult (if minor)

______________________________                             ____________________________________________

                 Print Name                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------

Check other items you made attempts to obtain: ( Pay Stubs  ( Statement from Employer

( Other, list: __________________________________________________________________________

_________________________________         _____________________________            ____/____/____
              Staff Signature                                                          Print Name                                         Date
EV 15 UNLIKELY TO RETURN TO PREVIOUS OCCUPATION

FOR DISLOCATED WORKER

Client: _________________________  Previous Occupation(s): _________________________                                         



 
NOTE: At least one of the five sections below shall be completed:
1.
Job Application Records for Same or Similar Occupation or attach job search records

Employer:________________________________  Occupation: ___________________________

Contact Person: ___________________________   (  ) application on file;  or  (  ) not accepting

Month/Year Applied: __________/_______
Employer:________________________________  Occupation: ___________________________

Contact Person: ___________________________   (  ) application on file;  or  (  ) not accepting

Month/Year Applied: ___________/_______

2.
EDD Job Service/CalJOBs 












 Office

EDD Contact: _________________________  Location: _________________  Date:___/____/___

Present labor market demand for  previous occupation within commute area (i.e. generally 50 miles):

_________________________________________________________________________________

3.
LMI Publications and Projections Showing Decline or No Growth in Previous Occupation

(  ) NCCC Occupational Outlook Reports – Occupation and Survey Date: ________________________

(  ) State or local EDC, Chamber of Commerce, or other survey data: list Source, Report, and Page#: 

_________________________________________________________________________________

4.     Agency Employer Contacts
(  ) Employer Contacts - Employers and Findings:    _______________________________________

_________________________________________________________________________________

5.     Agency Determination

(  ) Explain special circumstances (e.g. client health/age/ability factors, seasonal)  Describe what supporting documents indicate (if applicable):

_________________________________________________________________________________

_________________________________________________________________________________


___________________________________   ____/___/____

                 Staff Signature                                     Date
EV 16 APPLICANT STATEMENT FOR DISLOCATED WORKER
VERIFICATION OF TERMINATED OR LAID-OFF

AND SUFFICIENT ATTACHMENT TO THE WORKFORCE

I hereby certify that I recently had a regular job as a _______________________________________

                                                             

                                                                                Title/Occupation

with  ____________________________________________________________________________

            

       Employer                                    Address                                     City/State/Zip

Dates of my employment with this Employer:  from ___/___/___ to ___/___/___, I averaged _____ hours per week.
 I am no longer employed in this position because I:

(Please circle either a, b, c or d - whichever matches your recent experience, and enter dates)

a) received a written notice of layoff on ___/___/___, effective on ___/___/___; 

b) received a verbal notice of layoff on ___/___/___, effective on  ___/___/___; 

c) was terminated on ___/___/___; and reason for termination:_______________________________________

d) voluntary quit on  ___/___/___; and I am eligible for Unemployment Insurance

I am not eligible for Unemployment Insurance, but I:

(Please check if applicable)
( Worked at least 13 consecutive weeks during the last 12 months, and worked 30 or more hours per week.

[Note:  This does not apply if applicant voluntarily quit] [Note: If not receiving UI, Sufficient Attachment to the Workforce must be established by employment of at least 13 consecutive weeks during the last 12 months working 30 or more hours per week]

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination and/or penalties as specified by law.

________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client 




               Date                 Corroborating Witness Signature                                 Date

________________________________                               _________________________________________

Print Name                                                                                                     Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------

List other items you made attempts to obtain: _________________________________________________

______________________________________________________________________________________

__________________________         _________________________            ____/____/____  
              Staff Signature                                            Print Name                                                                             Date    
[Note: Unlikelihood of return to this occupation must also be verified on EV15.]

EV 17 APPLICANT STATEMENT FOR DISLOCATED WORKER

VERIFICATION OF CLOSURE /SUBSTANTIAL LAYOFF

I hereby certify that I recently had a regular job as a _____________________________________ 

                                                                                                   Title/Occupation
with ___________________________________________________________________________

Employer                                             Address          

City/State/Zip


I am no longer employed in this position because this employer:
(Please circle either a, b, or c - whichever matches employer's action.)

a)  conducted a substantial layoff where I worked at least 20 hours per week in a business that employs at least 30 employees when at least 10 individuals were laid-off  or  30% of the employees were laid off   from this employer. 

b)  closed this business in the location where I worked; or

c)  closed the department I worked in at this location.

The closure or lay-off occurred on       ___/___/___.




 Date

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination. 

_______________________________   ___/___/___       _____________________________   ___/___/___
Signature of Client                                           Date               Corroborating Witness Signature               Date

______________________________                                   _________________________________________

Print Name                                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------
List other items you made attempts to obtain: _________________________________________________

______________________________________________________________________________________
__________________________         _________________________            ____/____/____  
Staff Signature                                                 Print Name                                                                    Date    
EV 18 APPLICANT STATEMENT FOR DISLOCATED WORKER

VERIFICATION OF SELF-EMPLOYED

I hereby certify that:        (Circle A or B, below, and fill in all blanks.)

A.   I have recently conducted a business under the name (DBA) and from the address listed below.

B.   I have recently worked in a declining family business with the name and address below.   

Business Name: __________________________________________________________________
Address: ________________________________________________________________________

Type of Business and Industry: ____________________________________________________
                                        

I conducted this business, or was a family member working for this family business, since 

___/___/___.  As of ___/___/___ I was no longer able to sustain myself or my family with 

income from this business.  I am no longer, or will no longer be conducting work through this 

business.  The total net income from work in this business in the last six months is: $ _______.

This business has declined and no longer provides a livable income because:

_______________________________________________________________________________

_______________________________________________________________________________

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.
________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client                                            Date               Corroborating Witness Signature             Date

___________________________________                                    ____________________________________________

Print Name                                                                           Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only----------------------------------------------------------------
List other items you made attempts to obtain: _________________________________________

______________________________________________________________________________

__________________________         _________________________            ____/____/____  
Staff Signature                                   Print Name                                      Date
EV 19 APPLICANT STATEMENT FOR DISLOCATED WORKER

 VERIFICATION OF DISPLACED HOMEMAKER

I hereby certify that I have been providing unpaid services to family members in the home for the last ______ years; and I have been dependent on the income of another family member but I am no longer supported by that income; and I am unemployed or underemployed; and I am experiencing difficulty in obtaining or upgrading employment.  

The name of the family member whose income has recently supported me, and who no longer 

provides adequate income to support me is: ________________________________________; 

and his or her relation to me is: _________________________________.

Answer the next items if presently a paid employee anywhere:

I regularly work for the following employer(s) in the occupation(s) listed information below:

____________________________  __________________    _____________________   ___​​​__________ _________

Employer                                                         City                                           Occupation                            Hours/Week      Wage 

__________________________________  _______________________    _____________________   _____________ _________

Employer                                                         City                                           Occupation                           Hours/Week       Wage 
(Please circle either a, b, c, d – whichever matches employment status)
During the last 12 calendar months:

a) I have received earnings which equaled no more than minimum wage; or

b) I do not work full time (30 or more hours per week for more than 13 consecutive weeks); or

c) I work part time (less than 30 hours per weeks) and desire full time employment; or

d) I work in employment not commensurate with my demonstrated level of education and/or skill achievement.

I attest that the information stated above is true and accurate, and understand that the above information, if misrepresented, or incomplete, may be grounds for immediate termination.
________________________________   ___/___/___       _____________________________   ___/___/___

Signature of Client




 Date              Corroborating Witness Signature               Date

______________________________                                   _________________________________________ Print Name                                                                               Print Name   and    Relationship to Client

---------------------------------------------------------Agency Use Only---------------------------------------------------------------
List other items you made attempts to obtain: 

_____________________________________________________________________________________

_______________________________         ________________________________           ____/____/____
Staff Signature                                                Print Name                                                                 Date
EV 20 EMPLOYER STATEMENT FOR DISLOCATED WORKER

EMPLOYER:____________________________  EMPLOYEE: _____________________________

ADDRESS: _____________________________  ADDRESS: _______________________________

CITY/STATE/ZIP: ________________________ CITY/STATE/ZIP: __________________________

ATTN:  ________________________________ EMPLOYEE SOC.SEC#: _____________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization:        I hereby authorize your office, to provide the information requested below to:

_______________________________________________________________________________

(name of agency requesting information)

This information will be used for the purpose of determining eligibility for employment/training services.                                                     

____________________________________________      ____/____/____

      Signature of Client                                                                                          Date
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Please provide the following information:
This employee’s dates of employment:  ____/____/____   to   ____/____/____, or still current  (  )Yes   (  )No               

Avg. hours per week during last 3 months of employment: _____  Occupation:   ___________________

Has employee received notice of layoff?  (  )Yes   (  )No               If Yes, date of notice:   ____/____/____

Effective layoff or termination date: ____/____/____                 Wage at termination:   _______________

Is layoff temporary?   (  )Yes   (  )No        If No, explain:    _____________________________________

If layoff is pending, but no individual notice yet:  has an announcement of an up-coming closure of this employee’s worksite or department been made?  (  )Yes  (  )No    If Yes, did the announcement specify closure within 6 months?   (  ) Yes  (  )No           Site/Dept.:  _________________________________

Was employee laid-off (or will s/he be) when:

Your business employs at least 30 employees and at least 10 individuals were laid-off?       (  )Yes    (  )No

Did your business lay-off 1/3 of your total employees?                                                            (  )Yes    (  )No
Were employee's wages reported for Unemployment Insurance?                                             (  )Yes   (  )No
_______________________________   ___/___/___

____________________________

 Signature of Employer Representative                 Date
           Phone Number

__________________________________________

Please return to:

 Print Name and Title
Please return as soon as possible.

Thank You.








Attn:________________________



EV 21 SELECTIVE SERVICE  EXEMPT STATUS DETERMINATION
This status determination document must be used when male applicants born after 12/31/59 did not register with Selective Service prior to their 26th birthday.  One of the Exempt categories below must be identified. This form and the back-up documentation must be maintained in the participant’s case file.

NOTE: When completing box entitled “Selective Service Registration” on the WIA Application Form number 3 Exempt must be circled.

Exempt status determination for ______________________________ has been completed per the method noted below:



Applicant has received an honorable discharge from the U.S. military, see attached copy of DD-214 Form.



Applicant did not enter the U.S. until after he attained age 26, see attached copy of the individual's INS Form I-94 (Arrival-Departure Record) and INS Form I-551 (Alien Registration Receipt Card). These documents will show their age, date of entry into the United States and alien status. 



Applicant entered the U.S. illegally and was subsequently granted legal status by the INS (IRCA-legalized aliens), see attached copy of “status information” letter from the SS that states the individual did not knowingly and willfully fail to register or is silent on this issue and evidence or letter to staff that they did not knowingly and willfully fail to register.



Applicant has obtained a letter from SS  which states that he was not required to register or was required to register and so complied, or their records are silent on this issue and has provided evidence or letter that they did not knowingly or willfully fail to register, see attached copy of evidence and /or letters of determination.

Service Provider: _____________________________________

Staff Name: __________________________________________

Date: ____________________

EV 22 PARTICIPANT/EMPLOYER SURVEY

SUPPLEMENTAL INFORMATION FOR

EMPLOYMENT/EDUCATION/CERTIFICATE

Training and Employment Guidance Letter 17-05 outlines new guidelines for the sources of data that may be used  to document placement into employment for the Adult, Dislocated Worker and Youth programs and placement in education and/or the  attainment of a degree or certificate for the Youth program.  These sources include surveys of participants. This form may be used for: 

· supplemental data collection for employment by contacting the participant or their employers;

· participant survey for placement into education;

· participant survey for attainment of a degree or certificate.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
NAME OF PARTICIPANT/EXITER:      
EXIT DATE:      
POST PROGRAM QUARTER DATA IS BEING COLLECTED FOR:   FORMCHECKBOX 
 1ST     FORMCHECKBOX 
 2ND    FORMCHECKBOX 
  3RD 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Information for Employment

WAS PARTICIPANT EMPLOYED DURING FOLLOW UP PERIOD   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
NAME OF EMPLOYER:      


EMPLOYER ADDRESS:     
HOURLY WAGE         HOURS PER WEEK       
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Information for Placement in Education (Youth only)
WAS PARTICIPANT ENROLLED IN EDUCATION PROGRAM DURING FOLLOW-UP PERIOD   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

NAME OF POST-SECONDARY EDUCATION AND/OR ADVANCE TRAINING AND/OR OCCUPATIONAL SKILL TRAINING ENTITY:      
 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Information for Attainment of a Degree or Certificate (Youth only)
INSTITUTION DEGREE WAS ATTAINED FROM:      
DATE DEGREE OR CERTIFICATE ATTAINED:      
TYPE OF DEGREE ATTAINED: (please check one)

 FORMCHECKBOX 
HIGH SCHOOL DIPLOMA     FORMCHECKBOX 
GED     FORMCHECKBOX 
 AA/AS DEGREE     FORMCHECKBOX 
 BA/BS DIPLOMA/DEGREE  
 FORMCHECKBOX 
 OCCUPATIONAL LICENCE     FORMCHECKBOX 
 OCCUPATIONAL SKILLS CERTIFICATE

	
	

	Name of the  FORMCHECKBOX 
 Exiter or  FORMCHECKBOX 
 Employer providing information (please check one and enter name)
	Name of WIA Staff Person completing this form

	
	

	Survey Date
	Date
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