	
	
	FA-053-FF (5-15)

	     
     
     
     
	
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Family Assistance Administration
VERIFICATION OF EMPLOYMENT

HISTORY

	
	
	

	 Local Office Return Address 
	
	

	(Use the DES-166 envelope)
	
	DATE
	CASE NO.

	
	
	      
	      

	
	
	CASE NAME (Last, First, M.I.)

	•
	
	•
	
	     

	     
     
     
     
	
	WORKER’S NAME

	
	
	     

	
	
	PHONE NO.
	FAX NO.

	
	
	     
	      

	•
	
	•
	

	The person whose name and signature appears below, or on the attached copy of the signature page of the DES/FAA Application, has requested your cooperation in releasing the following information. Please complete and return this form via fax to the number written above or in the enclosed envelope within 10 days from the above date.  

	AUTHORIZATION TO RELEASE INFORMATION/AUTORIZACION PARA DAR INFORMACION

	I hereby authorize release of any and all information requested below concerning myself and my household’s members to the Arizona Department of Economic Security.  Por la presente autorizo y doy my consentimiento para que se entregue al Departamento de Seguro Económico de Arizona toda y cualquier información que se pide a continuación acerca de mí o de los miembros de mi hogar.

	EMPLOYED HOUSEHOLD MEMBER’S NAME (Last, First, M.I.) / NOMBRE DEL MIEMBRO EMPLEADO DEL HOGAR
(con letra de imprenta, su apellido, nombre, inicial)
     
	EMPLOYEE’S SOC. SEC. NO. / NUM. SEG. SOC.

	
	     

	EMPLOYED HOUSEHOLD MEMBER’S SIGNATURE / FIRMA DEL MIEMBRO EMPLEADO DEL HOGAR

	DATE / FECHA

     


 FORMCHECKBOX 
 Signed release attached.  A photocopy or facsimile of a client’s or employee’s signature shall be treated as an original signature.
	New/current employers please complete all questions in Sections A, B and C.  Former employers please complete Section D.

	A.  NEW/CURRENT EMPLOYER


	DATE HIRED
	 ANTICIPATED DATE OF FIRST CHECK
	 RATE OF PAY
	ANTICIPATED GROSS INCOME

	     
	     
	$      
	Per      
	$      

	NO. HOURS WORKED PER WEEK (If hours per week vary, indicate the average)
	NO. HOURS WORKED PER DAY (If hours vary, indicate the range possible)

	     
	From:      
	To:      

	DAYS OF WEEK WORKED (Check all that apply)
	 DOES THE EMPLOYEE RECEIVE TIPS OR COMMISSIONS? 

	 FORMCHECKBOX 
 Mon

 FORMCHECKBOX 
 Tues
 FORMCHECKBOX 
 Wed
 FORMCHECKBOX 
 Thurs
 FORMCHECKBOX 
 Fri
 FORMCHECKBOX 
 Sat
 FORMCHECKBOX 
 Sun
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  If yes, anticipated amount  $      

	ARE WAGES RECEIVED UNDER THE WORKFORCE INVESTMENT ACT (WIA) PROGRAM?
	 EMPLOYEE REIMBURSED FOR (Check one)
 FORMCHECKBOX 
 Travel
 FORMCHECKBOX 
 Lodging 
 FORMCHECKBOX 
 Uniforms

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	How often ?
	     
	Amount?
	$      

	EMPLOYEE IS PAID
	 IS PAY DIRECT DEPOSITED

	 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Bi-weekly
 FORMCHECKBOX 
 Twice monthly
 FORMCHECKBOX 
 Monthly
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  If yes, name of bank      

	DAY OF WEEK OR DATE(S) PAY PERIOD ENDS
	 OVERTIME RATE
	 OVERTIME HOURS PER WEEK
	 WILL OVERTIME CONTINUE?

	     
	$      
	     
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	CONTRACT (If yes, attach copy and provide the gross earnings for each month(s) and year(s) indicated on Section C on page 2)

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  
 FORMCHECKBOX 
 Per Job (Rate)  $      


 FORMCHECKBOX 
 Hourly (Rate) $      

 FORMCHECKBOX 
 Other       

	CHILD SUPPORT WITHHOLDING

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Amount  $      

How often?       

	EXPECTED CHANGES IN INCOME

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
When        

Type:   FORMCHECKBOX 
 Increase
 FORMCHECKBOX 
 Decrease
 FORMCHECKBOX 
 Other 
Reason:      

	WORKERS COMPENSATION (Claim pending, or claim being paid)
	 DOES YOUR COMPANY OFFER HEALTH INSURANCE? (If yes, continue below)

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Carrier’s Name:       
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	B.  HEALTH INSURANCE INFORMATION

	DOES THE EMPLOYEE CURRENTLY HAVE (OR HAS HAD) HEALTH INSURANCE WITH YOUR COMPANY? 

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   If yes, complete information below.  If no, did employee decline health insurance?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	NAME OF INSURANCE COMPANY
	 ADDRESS

	     
	     

	POLICY NO.
	 POLICY DATE

	     
	From:       

To:      

	LIST INSURED DEPENDENTS
	 RELATIONSHIP TO EMPLOYEE

	     
	     

	     
	     

	     
	     

	     
	     


FA-053-FF (5-15) – PAGE 2
	CASE NAME
	 CASE NO.

	     
	      

	EMPLOYED HOUSEHOLD MEMBER’S NAME
	 EMPLOYEE’S SOC. SEC. NO.

	     
	      


	C.  PAYCHECKS ISSUED


	Indicate each paycheck issued to the employee.
	From: Month/Year      
	To: Month/Year      


	MONTH
/

YEAR
	PAY

PERIOD

ENDING
	DATE

ACTUALLY

PAID
	GROSS

EARNINGS
	HRS.
	TIPS
	MONTH
/

YEAR
	PAY

PERIOD

ENDING
	DATE

ACTUALLY

PAID
	GROSS

EARNINGS
	HRS.
	TIPS

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $     
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	     
	     
	     
	 $      
	     
	 $      
	     
	     
	     
	 $      
	     
	 $      

	D.  FORMER EMPLOYER


	EMPLOYEE TERMINATION 

	Last day worked:       


Date final check was/will be issued:      
Gross amount of final wages: $      

	REASON FOR TERMINATION

	 FORMCHECKBOX 
 Laid off
 FORMCHECKBOX 
 Fired

 FORMCHECKBOX 
 Quit (specify reason):      
 FORMCHECKBOX 
 Retired  (Monthly benefit) $      
 

 FORMCHECKBOX 
 Other:       


	E.  BENEFITS RECEIVED

	BENEFITS RECEIVED


	 FORMCHECKBOX 
 Sick Leave
	 FORMCHECKBOX 
 Vacation Leave
	 FORMCHECKBOX 
 Disability
	 FORMCHECKBOX 
 Severance


	HOW PAID?
	 HOW OFTEN?


	 FORMCHECKBOX 
 Included in final wages
	 Date:      
	 Gross Amount: $      
	 Date:      
	 Gross Amount: $      

	 FORMCHECKBOX 
 Received in one payment
	 Date:      
	 Gross Amount: $      
	 Date:      
	 Gross Amount: $      

	 FORMCHECKBOX 
 Paid in installments 
     (Include future payments)
	 Date:      
	 Gross Amount: $      
	 Date:      
	 Gross Amount: $      

	WAS THE EMPLOYEE COVERED BY HEALTH INSURANCE THROUGH YOUR COMPANY? 
	 HAVE BENEFITS STOPPED?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   If No, complete Section B.

	F.  COMPANY INFORMATION


	PRINT NAME OF PERSON COMPLETING FORM
	 SIGNATURE OF PERSON COMPLETING FORM
	 TITLE

	     
	 
	      

	NAME OF COMPANY
	 COMPANY PHONE NO.
	 COMPANY FAX NO.
	 DATE

	     
	      
	      
	      


USDA is an equal opportunity provider and employer.

DES is an Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request.
