North East Texas Workforce Board                                                                                                                  Form CS004R                                    

NORTH EAST TEXAS CHILD CARE SERVICES (CCS)

EMPLOYMENT VERIFICATION 
CCS Provider’s Name: 




    
                  Date of Request:  

TO: THE EMPLOYER OF THE UNDERSIGNED

This is your authorization to release the information concerning my employment as required below. In order to establish provider eligibility for child care assistance with CCS, verification of employment work schedule is required. Please complete this form as soon as possible. 

Your cooperation and prompt return of this information is appreciated.

__________________________________________
                          ____________________________________

              Signature of Employee               
                                                       Social Security Number

INFORMATION BELOW TO BE COMPLETED BY THE EMPLOYER

Business Name:
_______________________________Telephone #:
________________________
Street Address:
_______________________________
City, State, Zip
_______________________________       

Employee’s Job Title or Position Held:_____________________

Employee’s Work Schedule:  
(Examples: “M-F 8am to 5pm” or “11am to 7pm shift, 4 days on and 2 days off” or “days and hours vary”)

Enter Work Schedule: 
___________________________________                     __________________________________

Approx. Length of Employment  ___________
           Approx. Hire Date____________

Avg. Number of Hours Worked per Week: ________         
  ________________________________________
                                                                         









        Signature of Employer Representative




          




  ______________________
         ____________                            




                                                       Title



 Date

PLEASE MAIL FORM TO:


NORTH EAST TEXAS CHILD CARE SERVICES

              OR




P O BOX 6009, TEXARKANA, TX 75505-6009

FAX FORM TO: 903-794-8004

TELEPHONE: 1-866-570-0027 or 903-791-1583
                     or 1-888-651-2038






(TO BE COMPLETED BY CCS STAFF)


Telephone Verification        
Name of Employer Representative:  ___________________________________

Date of Verification  ____/_____/_____
       
   CCS Staff Signature:  ___________________________________

Comments: 
