

LE Form # 8 Self Attestation Employment Verification-7/28/2011

[bookmark: _GoBack]Case Manager: 
SELF ATTESTATION
EMPLOYMENT
VERIFICATION

  Day 1	 Day 30 	 Day 60	 90 Day            Other _____________________________ 

Name of Client: 	_________________________ DET PID number___________

Start Date of Employment    ______________________________

End Date of Employment Period      ________________________________
  
Employer Name	            _______________________________
                                                
Employer Address	           _________________________________

Employer City, State, Zip	_______________________________

Employer Phone Number	_______________________________

Job Title			_______________________________

Hours Worked Per Week            _________    Hourly Wage $______________

1. Permanent Yes   or No  and  Temporary Position ( less than 150 days)  Yes  or No”

Signature of Employer	______	_____________ ____________________________________________
Or Staff Person completing the form								Date

-Benefits:  (Check all that apply)
  Health Insurance		 Family Leave		 Clothing/Uniform Allowance
  Dental Insurance		 Holidays			 Child Care Allowance
  Life Insurance		 401 K 			 Other _________________________
  Vacation 			 Sick


Complete ALWAYS:
	
Name of Individual Contacted:	            _________________________________

Title of Individual (if applicable)	________________________________

Signature of Staff Person		_________________________________        Date:  ______________________

											



