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Region _______ _ County ____ Code __ _ 
WORKFORCE DEVELOP,VIE\T DIVISIO\ 

INDIVIDUAL TRAI\ING ACCOUNT 

AMENDED PART I 

1. Student Name 2. Social Security Number 3. ITA Number 
Adult I Dis. Wkrl Gov. Set. I Other 

I I I 
4. Education Training Provider 5. Location/Campus 6. Curriculum 

9. Cost Category Up to: 
7. Training A. Beginninq Date 8. #of weeks (max104 ) 1 2 3 4 

Schedule A. Original 

B. Ending Date 10. #of semesters 11. Category of Form B. Reenrollment 

12. Item Numbers Change 13. Date of Change: 

14. Comments: 

Print/ Signature of Enrolling Agency Representativi Enrolling Agency Date Phone Number 

Enrollino Aooroval: Sionature of Authorized Representative: 

* Submit amendments to The Local Area, for approval. 

AMENDED PART II 
These budget items represent the training provider's official WIOA budget for the student named above and is 
completed when student begins training. Reimbursement to the training provider will be prorated equitably based 
on the number of semesters/terms required to complete the program. 

1. Student Name 2. Social Security Number 3. ITA Number 

4. Beginning Date: 5. Ending Date: 

6. Tuition Semesters Per Semester $ 

Other@ Per 

7. Fees, insurance, etc. (list items and cost) 

8. Tools {list items and cost) 

9. Other (list items and cost) 

10. Total $ 

If this is an amendment - Comments: 

Workforce Development Division Representative Date !Training Provider's Authorized Representative 

* Submit amendments to Part II to IT A Payment Unit for approval 

Form-13Amended Rev. 5/2017 

-

-

Date 



Instructions for Completion of Amended Form-13 Part I and Part II 

Part I 

Part II 

Amendments to Form-13 Part I can only be made by the Career Center. 
Complete 1-11 with correct information. 
12. Enter which numbers were changed. 
13. Enter the date you are making the change or the date the change takes 
effect. (This date could affect fund availability depending on items changed.) 
14. Enter comments on reason for changes. Also, note in the comment section if 
the change does not affect the budget. 
Submit for approval. 
Complete all of Form-13 Part I only. 
Requires signature of enrolling agency representative, enrolling agency, date and 
complete phone number. 
Requires signature of Approval from Authorized Representative from The Local 
Area and date. 
NOTE: If the training has started, the beginning date always stays the same as 
on the Part I; the only time the beginning date will change on the Amended Form-
13 is if the Provider changes the beginning of training or the student has a reason 
for the delay. 

• Amendments to Form-13 Part 11 can only be made by the Training Provider. 
Use only to amend budget amounts. 
Complete only Form-13 Part II, Numbers 1-5, and list only the amount the budget 
will increase/decrease. 
Enter the new information for budget and the reason for changes in comments. 
Requires signatures and dates from Training Provider and Authorized 
Representative from The Local Area. 
There will be instances where only one, either Part I or Part II, will need an 
amendment; this will leave the other Part blank and you will need to reference the 
original Form-13 for information. 

Training Providers are no longer required to complete a new Part II if the Part I is 
amended by the Alabama Career Center. 

Distribution of Amended Form-13 Part I and II 

Amended Form-13 Part I 

Part II 

The Amended Form-13 Part I is completed by Alabama Career Center and then 
submitted to The Local Area for approval. 
Once approved, Local Area forwards the Form-13 to the ITA Payment Office. 
The IT A Payment Office distributes to Alabama Career Center. 
Alabama Career Center distributes to the Training Provider via person/fax. 

Training Provider completes Amended Form-1 3 Part II below the approved 
section Part I. 
The Training Provider submits four (4) sets to the ITA Payment Office. 
The ITA Payment Office reviews, approves, and distributes. 

When the entire process is complete, the Training Provider, Alabama Career Center, ITA 
Payment Office, and Local Area should have an approved Amended Form-13 with Part I 
and Part 11 on the same sheet. 



Attachment D 
Form-15 

Individual Training Account 
Notice of Failure to Report and 

Withdrawal of Referral 



WORKFORCE DEVELOPMENT DIVISION 
INDIVIDUAL TRAINING ACCOUNT 

NOTICE OF FAILURE TO REPORT 
AND WITHDRAWAL OF REFERRAL 

To be completed by the Enrolling Agency and email scanned document to: 

The Local Area 

ITA Payment Unit and Training Provider 

IMMEDIATELY upon determination of the student's failure to report. 

Student's 
SSN 

Name 

Training 
Facility 

Enrolling 
Agency 

Date of ITA 

Referral Number 

We have been advised by the training facility that the above individual did not report for 
training as scheduled. You may destroy your records with respect to this individual as we 
have withdrawn this referral. 

Signature of Enrolling Agency Representative Date 

Form-15 Rev. 5/2017 



Attachment E 

Form-14 

Individual Training Account 

Report of Termination from IT A Service 



WORKFORCE DEVELOPMENT DIVISION 
INDIVIDUAL TRAINING ACCOUNT 

Report of Termination from 
ITA Services 

ITA PROJECT NUMBER.: __________ _ 

Student's 
SSN 

Name 

Present 
Address 

Curriculum 
Term. 
Date 

Credential/Degree/ 
License/Certificate. etc. 

Tra ining 
Facility 

Enrolling 
Agency 

Placed by Training Provider* Poor Attendance Cannot Locate 

Found Own Job* Transportation Problems Death 

Entered School Moved from Area Transferred to T AA 

Entered Military Lack of Progress Graduated 

Illness Refused to Continue Other (Specify) 

Comments: 

* IF STUDENT IS WORKING, COMPLETE EMPLOYMENT INFORMATION 
BELOW: 

Employer's Name 

Employer's Address 

Employer's Address 

Occupation I Startinq Date I Wage Per Hour 

Comments: 

IMPORTANT: When a student who is enrolled under the Workforce Innovation and Opportunity Act 
(WIOA) terminates or graduates, the training provider must complete this form on each terminee and 
distribute within two (2) weeks as follows: 

One (I) copy to: Alabama Career Center 

One ( I ) copy to: WDD IT A Payment Unit 

One ( I ) Copy to: The Local Area 

Form-14 Rev. 5/2017 

Alabama Department of Commerce 
P.O. Box 3041 03 
Montgomery, AL 36 130-4103 



Attachment F 

Individual Training Account 
Rules and Responsibilities 



Term ____ Signature 
Term Signature 

Term. ____ Signature 

Tem1 
Term 

Term 

Signature 
Signature 

Signature 

INDIVIDUAL TRAINING ACCOUNT 
RULES AND RESPONSIBILITIES 

l. I must be enrolled as a full-time student with a training provider. This means I must schedule at 
least the minimum number of hours required to be classified as a fu ll-time student as defined by the school. 

2. I must attend school year round . I cannot drop out for a semester/term and expect to re-enroll the 
following semester/term. 

3. I have chosen to receive training in the _________________ curriculum 
and may not change my curriculum. In an extreme circumstance a curriculum change can be done; but, 
only at the end of my first semester/term and only after obtaining special permission from Alabama Career 
Center staff. 

4. I must apply for the Pell Grant each academic year and for any other financial assistance that may 
be available. I must provide the Alabama Career Center with a copy of my Student Aid Report (SAR). I will 
meet with my financial representative to review guidelines regarding payment, purchasing, and 
reimbursement. I understand that all necessary purchases approved for WIOA funding should be made 
within the first week of each semester. 

5. My ITA will provide funds only for required courses, fees , textbooks, tools, and equipment up to 
limits established by state or local policy. A maximum of fifty percent of required courses may be taken 
online. 

6. If I drop or fail a class, I may retain my IT A as long as I can complete my training in the originally 
contracted time. I understand my IT A will not pay for me to retake any dropped or failed classes. The 
dropped/failed class/classes must be retaken immediately the following semester. The only exception is if 
the failed/dropped class is not available the following semester. I must bring my case manager 
documentation from the school stating why the class cannot be taken and when the failed or dropped class 
will be available for retake. Exceptions to this rule are not automatic and will be granted on a case by case 
basis 

7. I will obtain and mainta in a Student Handbook from my training provider, because I am subject to 
the rules of my training provider. I understand I must follow the training provider's entry requirements 
including financial responsibilities, curriculum requirements, attendance policies, and disciplinary policies. 

8. I must contact my Alabama Career Center Case Manager at least once per month . I must report 
to the Career Center in person to provide a copy of my grades for the semester/term most recently 
completed and a copy of my schedule for the upcoming semester/term. 

9. I must immediately notify my Alabama Career Center Case Manager if I: 

■ take a job or return to my former job; 
■ exhaust my unemploymenUTRA weekly benefits; 
■ change my funding to TAA benefits; 
■ need help in locating transportation or child care; 
■ change my schedule; 
■ move, change my address or telephone number; 
■ have trouble scheduling enough classes to be considered full­

time; 
■ have attendance problems; 
• do not plan to return to school for the next semester/term. 



l 0. Alabama Career Center staff will periodically contact me during my training. It is my responsibility 
to respond as soon as possible to their attempts to contact me. 

I I. Upon training completion, I will provide Alabama Career Center staff with a copy of my degree, 
certification, or documentation of skills attained. If an exam is required in order to obtain a license or 
certification, I understand the exam must be scheduled and taken within six weeks . If an exam cannot be 
taken withins ix weeks, I will notify the Alabama Career Center. Failure to take the exam in a timely manner 
could result in non-payment of exam fees. 

12. I understand I will actively seek employment upon completion of my training. Alabama Career 
Center staff will provide assistance. 

13. Immediately upon entering employment, I will provide Alabama Career Center staff with my 
employer's name, address, phone number, my job title, wages, benefits, and the day I started work. 

14 . I understand workplace counseling is available if I experience any job-related problems. 

15. I understand I will receive a Customer Satisfaction Survey and will respond to the survey. 

16. I understand Alabama Career Center staff wi ll contact me periodically after completion of training 
and/or entering employment to see how I am progressing and if any further services are needed. 

1 7. I certify that I have been provided information on all available training options and that I have been 
given free choice to make my own decision regarding my selected training provider, taking into 
consideration the most cost effective program for my chosen curriculum. 

My signature acknowledges that I understand and agree to abide by the Rules and Responsibilit ies of the 
Individual Training Account Program (ITA). 

Customer Signature Date 

Alabama Career Center Staff Date 

Alabama Career Center Contact Information 

Name: 

Address: 

Phone Fax Email - - -----

Revised 7/2016 



ATTACHMENT G 

COST CATEGORIES 



Cost Categories for Individual Training Accounts (ITA) (Scholarships) 

Category 1: 

Reimbursement up to $3500 . 

. • Training Length: 13 Weeks or Less 

Category 2: 

Category 3 : 

Category 4: 

Obtain Certificate, License or Skills-Specific Credential 

Reimbursement up to $6500. 

Training Length: 12 Months or Less 

Technically Advanced Short-Term Training is allowed 

Obtain Certificate, License or Skills-Specific Credential 

Reimbursement up to $8,000. 

Training Length: Greater than 12 Months, but Less than 17 Months 

Obtain an advanced Certificate, Degree or License 

LPN is a Specified Inclusion 

Reimbursement up to $12,000. 

Training Length: Greater than 17 months, but no Longer than 24 Months 

Leads to an Associate in Applied Science or Advanced Technica l Certificate 



ATTACHMENT H 

EMPLOYMENT VERIFICATION 



Follow-Up and Supplemental Data 

EMPLOYMENT VERIFICATION 

Employee Name (please print): 

TO WHOM IT MAY CONCERN: 

This is your authorization to release information concerning my employment as 

required below. This is in order to comply with the Follow-Up requirements under 

the Workforce Innovation and Opportunity Act (WIOA), in those instances where 

verification of employment and any income received is needed. 

Your cooperation and prompt return of this information is appreciated. 

Thank you, 

Date -~__/_ 
Signature of Employee 

TO BE COMPLETED BY CASE MANAGER or EMPLOYER 

Employer's Name: __________________ _ 

Address: -------------------

Phone: ------------- --- - -------

Position/Job Title: --------------------
Date Employed:__/_~ 

Wage/Salary: $_______ [hourly/weekly/bi-weekly/monthly] 
(includes all pay received before deductions) 

Signature of Case Manager or Employer Representative Date 



ATTACHMENT I 

EXIT INFORMATION 

FOR 

YOUTH ONLY 



EXIT INFORMATION (YOUTH ONLY) 

Name: __________________________ _ 

Last Date of WIOA Service(s) __/ _ __, 

Employer Name: 

Address: 

START DATE: __/ _ __, 

EXIT DATE:__)__) __ 

Job Title: -----------

WAGE{S): $ __ _ [Hourly /weekly/monthly] 

Credential Earned: Yes No 

Yes, include copy 

Date Attained __/ __/__ If 

Training-Related Employment: Yes No 

Other Information (i.e., Other Reasons for Exit, Deceased, Health/Medical issue, Back on Active 

Duty, Institutionalized): 

Case Manager _____________ _ Date __/ __/ __ 



ATTACHMENT J 

SELF-EMPLOYED VERIFICATION 

FOR 

YOUTH ONLY 



Follow-Up and Supplemental Data 

SELF-EMPLOYED VERIFICATION 

(YOUTH ONLY) 

Business/Company Name: ___________________ _ 

Type of Business: ___________________ _ 

Address: Phone: ------------- -----

Self-Employment Started: _ ___,/ ~--

Wage/Salary: $ ____ _ [hourly /weekly/bi-weekly/ monthly] 

Date:~-~ 

Signature of Case Manager or Participant 

Comments: 



ATTACHMENT K 

ITA-WIOA INVOICE CLAIM FORM 



I I 
' ITA PAYMENT OFFICE ONLY ' 

Reimbursement Request 
I 
: POSTED· I . 

' ' ' - --- --- --- --- .. .. - --- --- --- ---
for WIOA - !TA/Individual Referral Participants 

PERIOD OF BILLING: to --------------

TRAINING PROVIDER 

ITA/IR 
NAME/SSN NUMBER * 

TOTAL 

SEND 2 COPIES (one with original 
signature) 

WIOA IT A Payment Office 
address 

city, state zip 

* separate claim per ITAIIR Number 

WDD-31 

TUITION 

$ 
-

ADDRESS OF TRAINING PROVIDER (payment mailing address) 

TOOLS/ 

FEES BOOKS SUPPLIES TOTAL 
$0.00 

$0.00 
$0.00 
$0.00 

$0.00 
$0.00 
$0.00 
$0.00 

$0.00 
$0.00 
$0.00 
$0.00 

$0.00 
$0.00 
$0.00 

$0.00 

$ - $ - $ - $0.00 
$ 

GRAND TOTAL -

TRAINING PROVIDER OFFICIAL (original signature) 

I ------------------------------------- . 
I I 
' invoice# ' I -
, IT A Payment 
! Office Only date entry ------- --~ 
I _ voucher # I --- -------- ---------------------- ---- --




