TBRA HOUSING PROGRAM
VERIFICATION OF EMPLOYMENT 
Employee’s Name:  _____________________________________________ SS# _________________________

Applicant/Tenant Name:  _________________________________________ SS# ________________________

Name of Employer:  _____________________________________________  Phone # _____________________

Address of Employer:  ________________________________________________________________________






Address




City/State


Zip

The individual named above is an applicant for housing assistance.  Federal regulations require that we must verify the family’s income, expenses and other information related to eligibility.  We are required to complete our verification process in a short time period and would appreciate your prompt response.  Please contact (insert name and phone number) if more information is required.  Thank you for your cooperation.

I hereby authorize the release of information requested below:

X____________________________________________________    _________________________




Signature





Date

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

TO BE COMPLETED BY EMPLOYER

1. Date of Employment:  ______________________  Position/Occupation: _____________________________

2. Current Rate of Regular Pay:  $__________ per ___________ (hour, week, month, year)

3. Current Rate of Overtime Pay  $__________ per ___________ (hour, week, month, year)

4. Number of hours per week employee normally works:  _____________

5. Anticipated number of overtime hours per week (if applicable) _____________

6. Gross annual earning you anticipate for this employee for the next twelve months:  $____________ 

(gross amount including tips, bonuses, overtime, commissions)

7. Anticipated tips, commissions, bonuses:  $ __________

8. Do you anticipate any change in the employees rate of pay in the near future?  (   ) Yes     (   )  No

      If Yes:  
Revised Rate:  ____________
Effective Date:  _____________

9. Do you anticipate any change in the number of hours the employee works?  (   )  Yes     (   )  No

If Yes:  Total number of hours per week:  _____________ 
Effective Date:  ____________

10.  Does this employee receive vacation with pay?  (   )  Yes     (   )  No

11.  Does this employee receive sick leave with pay?  (   )  Yes     (   )  No

12. If the employee’s work is seasonal or sporadic, indicate lay-off periods:  _____________________________

13. Additional Comments:  ____________________________________________________________________

I certify that the preceding information is true and correct:

_____________________________________________  
_____________   _________________


Signature/Title of Authorized Official





Date
          Telephone Number

Please return to:
Insert Contract Information
