
Original           

Amended           

WEEKLY REQUEST FOR SUPPORTIVE SERVICE PAYMENTS


WORKFORCE INVESTMENT ACT

	Participant's Name:                                                                                 SSN:

	Name and Title of Training Component: WIA Title I - SELECT

	Name of Training Facility:

	Address of Facility:

	Training Week Ending Date:

	Type of Payment(s) Eligible for:  Child Care Rate/Hour           ;   $4.00/hr.             ;    Both              __


Trainees Statement:  The information contained in this request is correct.  I give this information to support my request for Supportive Service Payments.  I understand that penalties are provided for willful misrepresentation made to obtain Supportive Service  Payments to which I am not entitled.

Participant's Signature





     Date (Mo./Day/Yr.)

Attendance Record (Show Hours Attended)

	
	Sunday
	Monday
	Tues.
	Wed.
	Thurs.
	Friday
	Sat.
	Total

	Week 1
	
	
	
	
	
	
	
	

	Week 2
	
	
	
	
	
	
	
	


Certification:  The above answers are in accordance with our records.  Statements made by the participant are complete and correct to the best of my knowledge.

                                                                                                      
            ____________________

Authorized Signature for Training Facility


      Date (Mo./Day/Yr.)

Please indicate here if this is the final payment for the above individual:

Final Report          

Date of exit from Training                                        
NOTE:  In order for this Request for Supportive Service Payments to be processed for payment, this form must be fully completed.  No requests will be processed until all requested information is furnished.
