WORKFORCE INNOVATION AND OPPORTUNITY ACT
VERIFICATION OF TERMINATION OR LAYOFF
DISLOCATED WORKER 
[bookmark: Text87][bookmark: Text88]Job Seeker’s Name:      		Date      	
	(Please Print)
TO EMPLOYER: 
Please provide the information requested below to assist in establishing my eligibility for WIOA dislocated worker services.
Thank you for your help.
[bookmark: Text89]		     	
Signature	Job Seeker’s Social Security Number (if applicable)
	(TO BE COMPLETED BY EMPLOYER)

	Employer’s Name:        	
	Street Address:        	
	City:        		State:      		Zip:      	
	Telephone:     	
	Position Held:       	
	Employed From:	     	/     	/     		to	     	/     	/     
	Month/Day/Year	Month/	Day	/Year
Has the individual been terminated or received a notice of termination (i.e., separated from 
employment due to reasons other than discharge for cause, voluntary departure, or 
retirement)?	|_|Yes	|_|No
	Is the termination a result of the permanent closure of your plant/facility/enterprise?	|_|Yes	|_|No
	Is the termination a result of a substantial layoff* at your plant/facility/enterprise?	|_|Yes	|_|No
	Was the individual’s position covered by unemployment insurance?	|_|Yes	|_|No
			
Signature/Title of Representative	Date 
[bookmark: Text90]PLEASE RETURN TO: Workforce Solutions Office Name:        	
[bookmark: Text91]	Street Address:       	
	City:        	State: _     ______	 Zip:       	
[bookmark: Text92]	ATTENTION:      	
* At least 33 percent of full-time employees with at least 50 full-time employees; or at least 500 full-time employees.

	CERTIFICATION

	I certify that I have contacted the above-named employer/representative and the information provided is true and correct to the best of my knowledge. 
					
Texas Workforce Solutions Staff Signature	Print Name	Date
					
Manager/Reviewer Signature	Print Name	Date
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