THE MISSISSIPPI PARTNERSHIP WORKFORCE DEVELOPMENT AREA

DETERMINATION OF SUPPORTIVE SERVICE NEEDS

This form will consider your income level and other factors to determine your need for supportive serves while participating in the WIOA program.

	SECTION I – PERSONAL INFORMATION
	Date:
	     

	Applicant’s Name:
	     
	SSN:
	     

	Address:
	     

	








City


County


SECTION II – ELIGIBILITY FACTORS

Mark “yes” or “no” to each of the questions below. Indicate which types of services/payments the applicant is receiving or is eligible to receive from other sources, such as TANF.

1. Is the applicant enrolled in post-secondary education or 
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

other training?



2. Does the applicant have dependent children under the age of 6?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
3. Indicate if the applicant is eligible to receive or is receiving the following from another source:

a. Transportation services/payments?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No   If yes, indicate source       
b. Child Care/payments? 
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No   If yes, indicate source       

c. Educational Expenses?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No   No   If yes, indicate source      
SECTION III – WIOA SUPPORTIVE SERVICES ELIGIBILITY

Indicate each of the types of supportive services the applicant is eligible to receive.

	1.  FORMCHECKBOX 
  Child Care Payments (Indicate # of children under 6:      )


2.  FORMCHECKBOX 
  Transportation Payments


3.  FORMCHECKBOX 
  Other Hardship  


4.  FORMCHECKBOX 
  Work Related Items



5.  FORMCHECKBOX 
  Educational Expenses






SECTION IV – CERTIFICATION

I understand that if I am accepted and enrolled into a WIOA Title I activity or program, I may receive payments for child care, transportation, work-related tools & clothing, and educational expenses. I also understand that I will not receive supportive services if I am receiving, or am eligible to receive, such payments from another source. I agree to notify the youth provider in the event that any change occurs that would affect my eligibility for these payments.
I certify that the information provided is true and correct. I understand that falsification of information may subject me to prosecution for fraud/perjury under the law and/or repayment of all funds. I further authorize this information to be verified at the discretion of the workforce development area.

Applicant’s Signature: ___________________________________________ Date: ________________

Counselor’s Signature: __________________________________________ Date: ________________

Gateway Program Provider:      
THE MISSISSIPPI PARTNERSHIP LOCAL WORKFORCE DEVELOPMENT AREA

WEEKLY REQUEST FOR SUPPORTIVE SERVICES FOR YOUTH

	1.
Name
     
	2. SSN
     

	3.
Level of Service
 FORMCHECKBOX 

Active Participant



 FORMCHECKBOX 

1st 12 months of follow-up 
	4.  Gateway Program Provider
     

	5.
Indicate the type of payment
 FORMCHECKBOX 
 Transportation
 FORMCHECKBOX 
 Child Care 

 FORMCHECKBOX 
 Other
 

(check all that apply)


	6.
Week Ending Date:
     
	7.
Exit Date, if applicable:
     

	Question 8 is only applicable to those individuals enrolled in training

	8.
Name & Address of Training Facility:

     


	9.  How many days was the participant involved in WIOA activities for the present week?

     


Participant’s Certification:

By signing this form, I agree that all information contained herein is true. This information is given to support my request for supportive services. I authorize my counselor to verify any information contained on this form, and I understand that any misstatements made to obtain payments or benefits to which I am not entitled may subject met to penalties and/or prosecution. 

Participant’s Signature: __________________________________________ Date: ________________
-----------------------------------------------------------------------------------------------------------------------------------------
To be completed by Youth Provider

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Instructor’s Initials
	
	
	
	
	
	
	

	Participant’s Initial
	
	
	
	
	
	
	


Attendance Record – P: Present, A: Absent, H: Holiday
Instructor’s or Counselor’s Certification:

The above answers are in accordance with our records. Any statements by the trainee are complete and correct to the best of my knowledge.

_____________________________________________ Date: _________
M. W, F Instructor’s or Counselor’s Signature
_____________________________________________ Date: _________
Tuesday, Thursday Instructor’s or Counselor’s Signature
OFFICE USE ONLY





Amount of 


Check:	  $______________





Necessary Documentation must be attached to this form.
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