Attachment A

HURRICANE KATRINA IMPACTED WORKER
APPLICANT ELIGIBILITY FORM

for WIA Services

	Name:   
	     

	Former Address:
	     

	City, State, Zip:
	     

	Current Address:
	     

	City, State, Zip
	     

	Date of Birth: 
	     

	SSN/or Alternate Number:
	     

	(see instructions for Alternate Number)
	


Were you employed on August 29, 2005?   FORMCHECKBOX 
   Yes    FORMCHECKBOX 
  No
If yes, provide name and address of employer:       
What was your occupation?:       
When was your last date of employment for this employer?       
If no, who was your last employer of record and when was your approximate last day of employment:
Name, address:       
Last Date of Employment:       
What was your occupation?:       
	Have you applied for Unemployment Insurance?  
	 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

	Are you collecting UI?  
	 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

	Are you collecting Disaster Unemployment Assistance?  
	 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

	Are you a member of a union?  
	 FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No

	If yes, please identify which union and which local:
	     


Please sign below:

​​​I ATTEST THAT THE INFORMATION STATED ABOVE IS TRUE AND ACCURATE AND UNDERSTAND THAT THE ABOVE INFORMATION, IF MISREPRESENTED, OR INCOMPLETE, MAY BE GROUNDS FOR IMMEDIATE TERMINATION AND/OR PENALTIES AS SPECIFIED BY LAW.  
_____________________________________________________________

_____________________________________________________________
Applicant’s Signature & Date



Corroborating Witness Signature








_____________________________________

Witness’ Relationship to Applicant




                                       Office Use Only

The above applicant statement is being utilized for documentation of the eligibility for services provided under WIA for workers impacted by Hurricane Katrina.  
___________________________________________



Signature & Date of Certifying Official
___________________________________________

Certifying Organization

