
                             








    FCDSS/FIA-12-005-S

                                                         EMPLOYMENT VERIFICATION FORM                    Attachment T-5

FREDERICK COUNTY DEPARTMENT OF SOCIAL SERVICES

A Workforce Support Agency

100 East All Saints Street, PO Box 237

Frederick, Maryland 21705

Fax: 301-600-2663

EMPLOYER: ______________________________________

Date: _____/_____/_____

ADDRESS: ________________________________________

RE: __________________________


        ________________________________________

SSN: ________-______-_________


        ________________________________________

Client ID# _____________________

The Frederick County Department of Social Services (FCDSS) needs to verify the wages of the above named employee.  Please complete the sections indicated below.  All information given is subject to telephone verification.  The employee’s authorization for the release of this information appears at the bottom of this page.  Thank you for your assistance.

__________________________________________________________________
301-600-________

Case Manager

(  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  ( (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (
[  ] A.  New/Returning Employee


Start Date: _____/_____/_____
Job Title: _____________________________________________


Hourly Wage $__________  Estimated Commission/Tips $__________  Average Hours/Week _______


Employee is paid: [  ] Weekly   [  ] Biweekly (every 2 weeks)  [  ] Monthly  [  ]Bimonthly (twice/month)


Is health insurance available?  [  ] Yes   [  ] No
Is employee covered by UI?  [  ] Yes     [  ] No


Gross Pay (first check) $_________________
Date First Pay Received:  _____/______/______

[  ] B.  Pay History

Please list each paycheck received for the month of ________________________________________


Date Pay Period Ends

  Gross Pay

       Date Paid


# Hours Worked

_____/_____/_____

$_________

_____/_____/_____

     _________

_____/_____/_____

$_________

_____/_____/_____

     _________

_____/_____/_____

$_________

_____/_____/_____

     _________

_____/_____/_____

$_________

_____/_____/_____

     _________

[  ] C.
Terminated/On Leave Employee

Last day of employment: _____/_____/_____
Date final pay received: _____/_____/_____

              Reason for leaving:  [   ]  Laid off     [   ]  Fired    [   ]  Job Ended     [   ]  Other  ____________________
If quit, reason for quitting: ______________________________________________________________


On Leave Without Pay: [  ] Yes   [  ] No
Estimated date employee will return to work: ___/___/____


On Leave With Pay: [  ] Yes   [  ] No

Estimated date employee will return to work: ___/___/____

[  ] D.
________________________________________________

________________________


Signature Employer/Payroll Clerk





        Telephone Number


________________________________________________

________________________


Printed Name and Title







         Date

(  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  ( (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (  (
CLIENT COMPLETES:
I hereby authorize the employer named above to release to FCDSS information regarding my employment and wages for the purpose of determining my eligibility for assistance.

Signed: ________________________________________________________
Date:_____/_____/_____
FCDSS 1  (Rev. 06/11)  

Martin O’Malley, Governor*Anthony G. Brown, Lt. Governor*Theodore Dallas, Secretary


