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INDIAN CENTER, INC.

WORKFORCE INVESTMENT ACT PROGRAM

SUPPORTIVE SERVICE CONTROL FORM

Name: ________________________________                                      Social Security #: ____________________

EMPLOYMENT INFORMATION

1. Employer  Name: _______________________________________________________________

2. Address: ______________________________________________________________________

3. Position Title: ___________________________________________________________________

4. Hours Per Week: ________________________________________________________________

5. Employment Start Date: __________________________________________________________

6. Rate of Pay per Hour $ ___________________________________________________________

7. Is this position □ Permanent  □ Temporary or □ Temp to Hire

8. Length of Training? ______________________________________________________________
PLEASE LIST THE NECESSARY ITEMS NEEDED TO PERFORM THE JOB:

_____________________________________________________________________________________

____________________________________________________________________________________
_____________________________________________________________________________________
9. Are these items necessary for this person to begin their job? □ Yes or □ No

________________________________                                             ______________________________

Employer Name/Title                                                                              Date

________________________________                                             ______________________________

Signature                                                                                                   Telephone Number
	FOR OFFICE USE ONLY

Information verified by:_____________________             □ Approved                             □ Disapproved

Authorized by: ____________________________                                           Date: ____________________

Comments:




