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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: S [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) / 7 EXIT DATE:

Employer Name:

Address:
START DATE: ¢ / Job Title:
WAGE(S): S [Hourly/weekly/monthly]
Credential Earned: Yes No Date Attained / / If

Yes, include copy

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 /




ATTACHMENTJ
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: S [hourly/weekly/bi-weekly/monthly]
Date: /

Signature of Case Manager or Participant

Comments:




ATTACHMENT K
ITA-WIOA INVOICE CLAIM FORM



I ITA PAYMENT OFFICE ONLY
Reimbursement Request  POSTED:

for WIOA - ITA/Individual Referral Participants

PERIOD OF BILLING: to

TRAINING PROVIDER ADDRESS OF TRAINING PROVIDER (payment mailing address)

ITA/IR TOOLS/
NAME/SSN NUMBER*  TUITION 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

TOTAL |- $ -1 3 = $ - $0.00

GRAND TOTAL -

SEND 2 COPIES (one with original
signature) TRAINING PROVIDER OFFICIAL (original signature)

WIOA ITA Payment Office
address

city, state zip

i . invoice # JE
1 ITA Payment '
* separate claim per ITA/IR Number |~ Office Only date entry ‘
I voucher # |

WDD-31





