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Child Care Services
Employment/Income Verification

[bookmark: Text75]Employee Name:       	Case Number:      
[bookmark: Text65][bookmark: Text66][bookmark: Text64]NOTE TO EMPLOYER: This is your authorization to release the information concerning my employment as required below. In order to establish eligibility for child care services, verification of income actually received for the period      /     /      to       /     /      is needed. Please complete this form as soon as possible as it is required before I, or a member of my family, can be determined eligible for the program.
Your cooperation and prompt return of this information is appreciated. 
Thank you,
		Date:      
Signature of Employee

	TO BE COMPLETED BY THE EMPLOYER

	[bookmark: Text78]Employer’s Name:      _____________________________________________________________________
[bookmark: Text100]Street Address:     	
[bookmark: Text80][bookmark: Text81][bookmark: Text82][bookmark: Text84]City:      __________	_______  State:      _   Zip:       ______	Telephone:     	____

[bookmark: Text85]Employed From:	      /      /        to        /      /         Position:      ________________
	                Month/Day/Year           Month/Day/Year

[bookmark: Text102]Houry Pay Rate: $     /hour             Average # of Hours Scheduled per Week:      

[bookmark: Text86]Gross Pay (before deductions) per pay period: $       
[bookmark: Check18]Pay Frequency:  |_| Weekly   |_| Every Two Weeks   |_| Twice a Month   |_| Monthly
Typical Work Schedule (i.e., Monday – Friday 8-5:00):
[bookmark: Text98]     __________________________________________________________ ___________________________
[bookmark: Text97]Overtime Pay Frequency: |_| Frequently |_| Rarely  |_| Never   Estimated Monthly Overtime Pay:      
[bookmark: Text95]Does this Employee Receive Tips: |_| Yes |_| No        Estimated Monthly Tip Income: $     ____    
[bookmark: Text96]Does this Employee Receive Bonuses: |_| Yes |_| No  Estimated Monthly Tip Income: $     ____  
Comments:

[bookmark: Text99]     

[bookmark: Text92]     _____________________________________________________________________________________
Name and Title of Employer Representative (PLEASE PRINT)

[bookmark: Text94][bookmark: Text101]     __________________________                                                     _________
Signature of Employer Representative                                       Date

	 TO BE COMPLETED BY WORKFORCE SOLUTIONS STAFF

	PLEASE RETURN TO:
[bookmark: Text69]Workforce Solutions Office Name:      	
[bookmark: Text70]                   Attn: (Staff name):      	
[bookmark: Text71]BY MAIL:             Street Address:      	
[bookmark: Text72][bookmark: Text73][bookmark: Text74]	  City:      	State: _     	Zip:      	

BY FAX: 			      	__________________________________________________

BY EMAIL: 			      	__________________________________________________


This form may be completed by Workforce Solutions Office staff if verified by telephone contact indicating who supplied the information and the date the telephone contact was made.
[bookmark: Text88][bookmark: Text90]		     		     
Texas Workforce Solutions Staff Signature	Print Name	Date
[bookmark: Text89][bookmark: Text91]		     		     
Manager/Reviewer Signature	Print Name	Date


[bookmark: Text87]Staff Comments:       
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