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                                                      (844)640-6446 FAX: (440) 323-3422
	For Office Use Only

	Date S/O IM130 rec’d in Agency
	

	Scanned to EDMS (insert √)
	

	Date IM130 Mailed to Employer
	

	Due date to Employer
	









IM-130 (Rev. 10/2019)
EMPLOYMENT VERIFICATION FORM
	Employer
	Date

	
	

	Address
	Case Number

	
	

	City, State, Zip
	Caseworker/Supervisor:

	
	


	Name of Employee
	Employee Last 4 of Social Security Number

	
	


	
	We understand the above referenced individual is/was employed by you.  To determine eligibility for public assistance, please 

	
	complete all applicable sections below.

	
	Please be advised this department is conducting an investigation of the employment history of the individual specified.  The 

	
	authority for this request is pursuant to OAC 5101.37.  No Applicant/Recipient signature is required.


APPLICANT/RECIPIENT AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize the employer named above to disclose the information listed below to Lorain County Department of Job & Family Services for the purpose of determining eligibility for cash, food and/or medical assistance.  I am aware of my responsibilities to report completely and fully all facts that bear upon my eligibility for all cash, food and/or medical assistance benefits.  I realize if the requested information reveals I have improperly reported my situation, the information may be given to the prosecuting attorney for possible civil action or criminal prosecution. 
	Signature of Applicant/Recipient
	Date

	
	


	Address of Employee
	

	

	Date of Hire/Rehire
	
	Job Title
	

	

	Type of Position
	
	Full-Time Permanent
	
	Part-Time Permanent
	
	Temporary
	
	Intermittent
	
	On-Call

	
	
	
	
	
	
	
	
	
	
	

	
	
	Paid Work Experience
	
	On-The-Job Training
	
	
	
	
	
	

	

	Rate of Pay   $
	
	Day of the Week Payroll is
	

	

	Expected hours to be worked per week
	
	If hours vary, from
	
	to
	
	hours per week

	

	Pay Frequency:
	
	Daily
	
	Weekly
	
	Bi-Weekly
	
	Monthly on
	

	

	
	
	Twice per month on
	
	and
	

	

	Date of 1st Pay
	
	Gross amount of 1st Pay        $
	

	

	Tips Included in Gross Pay?
	
	Yes
	
	No
	Opportunity for overtime?
	
	Yes
	
	No

	

	Eligible for Pay Increases?
	When? (Month/Yr.)
	
	How much?     $
	
	Per hour

	

	If Workmen’s Compensation, give claim #
	

	

	If Sub-Contractor or considered Self-Employed, employee is issued a:
	
	W-2
	
	1099


Continued on Page 2
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	Employee Name
	
	Case Number
	

	

	Please provide a payroll printout from date of hire, or list the last six gross amounts and pay dates.  Please include tip income if applicable.

	

	Date Received
	
	Gross Wage
	
	Date Received
	
	Gross Wage

	
	$
	
	
	
	$
	

	
	$
	
	
	
	$
	

	
	$
	
	
	
	$
	

	
	$
	
	
	
	$
	

	
	
	
	
	
	
	


	Payroll Deductions
	
	Amount/Frequency
	
	Payroll Deductions
	
	Amount/Frequency

	Child Support
	$
	
	
	Health Insurance
	$
	

	Credit Union
	$
	
	
	Effective Date(s) of Health Insurance

	Savings Bonds
	$
	
	
	
	to
	

	Deferred Compensation
	$
	
	
	(Effective date of coverage)
	
	(End Date of coverage)

	

	
	
	Is Medical Insurance provided?
	
	Yes
	
	No

	


	ENDING EMPLOYMENT SECTION

	
	
	
	

	Layoff Date
	
	Expected Date of Return
	

	

	Maternity Leave Start Date
	
	Expected Date of Return
	

	
	
	
	

	Leave of Absence Start Date
	
	Expected Date of Return
	

	
	
	
	

	No Longer Employed as of date
	
	Reason for leaving
	

	

	

	Date of Final Pay
	
	Gross Amount of Final Pay     $
	

	


	ADDITIONAL COMMENTS

	

	

	


	EMPLOYER INFORMATION / FORM COMPLETED BY 

	

	Name
	
	Signature
	

	                                              Please print

	Title
	
	Date
	
	Phone 
	

	

	Parent Company Name (if applicable)
	

	

	Address
	

	

	Fax Number
	
	Federal I.D. #
	

	


Thank You for your cooperation

