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                          PAGE 3 - CHILD CARE SERVICES (CCS)

EMPLOYMENT VERIFICATION

CCS Applicant’s Name:  FILLIN "Applicant's Name" 




Date of Request:  FILLIN "Today's Date (Month 00, 2000)"  

TO: THE EMPLOYER OF THE UNDERSIGNED

This is your authorization to release the information concerning my employment as required below. In order to establish eligibility for child care assistance with CCS, verification of employment hours and income is required. Please complete this form as soon as possible. It is required before I can be determined eligible for the program.

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: ______________________________________________________________________

NOTE: A MINIMUM OF 25 HOURS PER WEEK PARTICIPATION IN WORK OR TRAINING  IS REQUIRED FOR ELIGIBILITY FOR CHILD CARE ASSISTANCE THROUGH CCS.

Approx. Length of Employment  ___________
           Approx. Hire Date____________

Circle how often the employee gets paid        | Weekly  |  Every Two Weeks |  Twice Monthly |  Monthly |

Avg. Number of Hours Worked per Week: ________         Avg. Overtime Hours Worked per Week: _______
Hourly Rate  of  Pay: ___________
    

           Hourly Rate  of  Pay for Overtime: ___________


Weekly Avg. of Tips Earned (if applicable): ________Weekly Amt of other Employment Income __________







             (such as, commission, incentive pay)



Yearly Avg. of Bonuses Received: ______________                 

  ________________________________________
                                                                         









        Signature of Employer Representative

Gross Monthly Income                                                                    

if Salaried Employee: ___________


            ______________________
         ____________                            




                                                       Title



 Date

PLEASE MAIL FORM TO:


CHILD CARE SERVICES

              OR




P O BOX 6009, TEXARKANA, TX 75505-6009

FAX FORM TO: 877-329-6772

TELEPHONE: 800-874-3226
  903-794-8999






(TO BE COMPLETED BY CCS STAFF)


Telephone Verification        
Name of Employer Representative:  ___________________________________

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

Comments: 
