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WEEKLY EMPLOYMENT VERIFICATION FORM
I, _ _                                                             worked for this individual/company_                                                                                      during the week of          ____                                _.  I understand that while I am participating with Workforce Solutions I must provide verification of my employment activities and therefore authorize my employer to provide the information requested on this form.  I understand that I am responsible for mailing or faxing this form to my Career Advisor.  I further certify that the information I am providing to Workforce Solutions is true and accurate and that I may lose benefits if I provide false information.
               _______________________________          
                              Employee Signature

Verification of Weekly Pay and Hours Worked
Dear Employer:  The below named person is working with Workforce Solutions. It is important that we have employment information for program participation.  Please complete the following information, ensuring it is complete and correct, as it will affect the customer’s eligibility and benefits. For questions that do not apply, please mark them NA.  You may return the form to the Workforce Solutions Office identified, below. 
Please enter the total pay for the pay period, the date the employee was paid and the total hours worked each day in the boxes below.
	Total Pay (including tips):_______________
	Date of Pay:___________________
	
	Total hours per week: __________
	

	The hours below were worked during the week of:                              (Sunday – Saturday)

	Type of Work Performed:__________________________________________________________________________________________________________

	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	
	
	
	
	
	
	


COMMENTS (i.e., any change in employee’s status during the month, etc.): ___________________________________________________________________________________________________________________
Your signature indicates the information above is true and correct.  
_________________________________     ____________________________________	    ________________________     _______________
Supervisor Printed Name		      Supervisor Signature			    Title				     Date

_____________________________________________________________________________     __________________________       
Address                                                        City, State, Zip	                         Telephone Number For Office Use: TWIST ID __________________
Revised 7/16/18

Equal Opportunity Employer/Program Auxiliary aids and services are available upon request to individuals with disabilities. Relay: 1-800-735-2989 (TTY) / 711 (Voice).
This program is funded in whole or in part with federal funds.  More detailed information is located on the Board’s website at http://workforcesystem.org/107/Public-Information.  
Este documento contiene información importante sobre los requisitos, los derechos, las determinaciones y las responsabilidades del acceso a los servicios del sistema de la fuerza laboral.  Hay disponibles servicios de idioma, incluida la interpretación y la traducción de documentos, sin ningún costo y a solicitud.
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