




















































































































































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 J 

ITA-WIOA INVOICE CLAIM FORM 



Reimbursement Request 

for WIOA- ITA/lndividual Referral Participants 

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

TRAINING PROVIDER 

ITA/IR 
NAME/SSN(last 4) NUMBER* 

SEND 2 COPIES(one with original signature) 
Department of Commerce / WDD 
ITA Payment Office 

P.O. Box 304103 

Montgomery, AL 36130-4103 

• separate claim per ITMR Number 

TUITION 

ADDRESS OF TRAINING PROVIDER (payment malling address) 

TOOLS/ 
FEES BOOKS SUPPLIES TOTAL 

TOTAL 

TRAINING PROVIDER OFFICIAL(orig/ns/ signature} 

r·-·-·-·-·-·-·-·-·-·-----·-----·-·1 
• invoice# ' 
! /TA Payment 
I Office Only date entry 
I -------------, I 
• voucher# • 
~------------------------■--------~ 
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