














































































































































































































ATTACHMENT G

EMPLOYMENT VERIFICATION



ALABAMA WORKFORCE DEVELOPMENT

Verification of Employment/income

Alabama
Carcer Center System

WIOA Applicant Name: First, Middle Initial, Last Application Date

Employee Requesting Verlification: First, Middle Initlal, Last Relationshlp to Applicant

TO WHOM IT MAY CONCERN:

This form is authorization to release information concerning my employment/income as required for
Workforce Innovation and Opportunity Act (WIOA). In order to establish eligibility for training and
employment services under WIOA, for myself or a family member, verification of income received during
the period to is required. Please complete this form as soon as possible and
return to the address below.

Thank you for your cooperation and prompt return of this information.

Employee Signature: Emp. SSN#:

TO BE COMPLETED BY EMPLOYER

Please provide the information requested below for the employee listed above; this information
ill be used to assist in establishing eligibility for the Workforce Innovation and Opportunity Act.

EMPLOYER INFORMATION

Employer's Name Employer's Contact Name/Title | Telephone Number

Address . City State Zip Code

EMPLOYEE INFORMATION

Occupatlon/Posltion Title 5 e Employment Date B Income Determination Date
From: To: From: Toz

Total Gross Wages7§alary (Includes all pay recelved (before ﬁeduetlons)llieluslve of income determination date listed above)
$

Signature of Employer Representative:

Title: Date:

For Office Use Only CERTIFICATION

The information above may be completed by the contractor If verified by telephone contact; staff must indicate who supplied the Information
and the date the telephone contact was made.

Signature: Date:

Revised 09/01/2017



ATTACHMENT H

EXIT INFORMATION
FOR
YOUTH ONLY



EXIT INFORMATION (YOUTH ONLY)

Name:

Last Date of WIOA Service(s) _EXIT DATE:

Employer Name:

Address:

START DATE: Job Title
WAGE{S): $ [Hourly/weekly/monthly]
Credential EarnedDYes DNo Date Attained;

If Yes, include copy

Training-Related Employment: I:lYes No

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

Case Manager. Date:




ATTACHMENT I
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 J
ITA-WIOA INVOICE CLAIM FORM



Reimbursement Request
for WIOA - ITA/Individual Referral Participants

PERIOD OF BILLING: to
TRAINING PROVIDER ADDRESS OF TRAINING PROVIDER (payment malling address)
ITA/IR TOOLS/
NAME/SSN(last 4) NUMBER ™ TUITION FEES BOOKS  SUPPLIES TOTAL
TOTAL

SEND 2 COPIES(one with onginal signature) TRAINING PROVIDER OFFICIAL(original signature)
Department of Commerce / WDD
ITA Payment Office
P.O. Box 304103

Montgomery, AL 361304103

| o |
i invoice # s
« ITA Payment .
* separate claim per ITAAIR Number ! Office Only date entry I
1 I
L
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