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EWIB INCUMBENT WORKER TRAINING CONTRACT
EMPLOYER INFORMATION

EMPLOYER NAME:  

EMPLOYER ADDRESS: 

AUTHORIZED EMPLOYER REPRESENTATIVE:

(Name, Title, Phone # & Email Address) 

DESCRIPTION OF BUSINESS:   
Product/Service:
TOTAL # OF EMPLOYEES:  ______________
CT Unemployment Insurance Tax #:_________________________
Federal Employer Identification #:___________________________

Collective Bargaining Concurrence:  ( Not Applicable   ( Yes (complete attachment)

Received EWIB Incumbent Worker Training Funds or DOL training funds in the past two years:  ( Yes    ( No   If yes, identify amount and source:
DESCRIPTION OF TRAINING TO BE PROVIDED:

TYPE OF TRAINING/NAME OF THE TRAINING COURSE: 

HOW DOES THE REQUESTED TRAINING FIT IN WITH THE COMPANY’S BUSINESS PLAN?  (What critical need of the company does it meet?)
WHO WILL PROVIDE THE TRAINING?
If training is being done by in-house staff, is the trainer credentialed? ( Yes  ( No. 
(If no, you must attach a statement of qualifications.) 

TRAINING DATES: ___________________LOCATION OF TRAINING: _______________

(start & end date)
TOTAL # OF TRAINING HOURS: ______ TRAINING RESULTS IN CERTIFICATION?  Yes____ No____

COST OF TRAINING: 
Materials - $___________





Training     $___________





TOTAL       $___________

(Grant will pay ½ of this cost up to a maximum of $3,000 per employee trained. Employer with fewer than 100 employees may count wages paid to trainee while in training as their match)
DESCRIPTION OF EMPLOYEES TO BE TRAINED:

(Upon completion of training, employer must provide employee specific information including employee’s name, last 4 digits of social security number, existing wage and projected wage at training completion)
# TO BE TRAINED: ______   CURRENT AVG HOURLY WAGE OF EMPLOYEES: _________
SKILL LEVEL(S) OR CLASSIFICATION OF THOSE TO BE TRAINED:

SKILL LEVEL(S) TO BE ATTAINED UPON COMPLETION OF TRAINING:

(Anticipated outcomes of the training for the trainee)
WILL EMPLOYEE RECEIVE A WAGE INCREASE UPON COMPLETION OF TRAINING: __________
DESCRIPTION OF EMPLOYER CONTRIBUTION:

1. Total Cost of Instruction






$ ________________
2. Employer required contribution–(50% of instructional Costs)

$ ________________

3. Minus value of wages paid to employees during training 

$ ________________
    (IF EMPLOYER HAS FEWER THAN 100 EMPLOYEES)
4. Balance employer will pay in cash (if necessary)


$ ________________
5. Amount requesting EWIB to pay 




$ ________________
* Minimum 50% match required. Match can be wages paid to the employee(s) while they are in training if the company has fewer than 100 employees in CT or actual cash. 
EWIB CAN NOT REIMBURSE MORE THAN THE FULL COST OF THE TRAINING EVEN IF THE EMPLOYEE WAGE MATCH IS HIGHER THAN THE TRAINING COST.

** Please provide the calculation for wage match below if employer has fewer than 100 employees (i.e. # of employees x wage x hours in training)
Please Note:
If awarded funding, all invoices, evaluations and correspondence should be sent to: Ms. Carol LaBelle, Director of Operations, EWIB, 108 New Park Avenue, Franklin, CT 06254. 
SIGNATURE SHEET

SIGNATURE REQUIREMENTS

1. I,  John Beauregard as Executive Director of the  Eastern CT Workforce Investment Board
certify that this agreement has been approved for submission to the CT Department of Labor.

_______________________________________

________________________

                Signature of Executive Director




Date

Acknowledgement of Company’s standing with the Connecticut Department of Labor’s Wage & Workplace Standards Division and Tax Division and the U.S. Department of Labor’s Division of Occupational Safety and Health

I, ______________________, of ______________________ (the Company), which has been selected to receive Incumbent Worker Training funds under the Workforce Investment Act, do hereby affirm the following:  (1) the company is not the subject of any pending investigation by the Connecticut Department of Labor’s Wage & Workplace Standards Division or Unemployment Insurance Tax Division, or the U.S. Department of Labor’s Division of Occupational Safety and Health; and (2) pertaining to the U.S. Department of Labor’s Division of Occupational Safety and Health, the company has not been cited for three or more willful or serious violations by such agencies within the past three years, provided such violations were cited in accordance with the appropriate state or federal law and not abated with  the time fixed by the citation and such citation has not been set aside following appeal to the appropriate agency or court having jurisdiction, and has not received one or more criminal convictions related to the injury or death of any employee during the same three year period. 

Additionally, I understand and agree that, should it be discovered subsequent to the disbursement of the training funds, that the Company is the subject of a pending investigation or has been cited for a serious violation within the past three years by any of the aforementioned agencies, the Company will, within seven (7) calendar days, return such training funds, in full, to the Workforce Investment Board. 

2. I, __________________________________representing  _________________________ company 

certify that ____________________________________company has approved this proposal, in part or whole, for submission 
to the CT Department of Labor.

_______________________________________


________________________

        Signature of Employer Representative




     Date
CONNECTICUT DEPARTMENT OF LABOR

COLLECTIVE BARGAINING AGENT CONCURRENCE

	CONTRACTOR:
	     
	CONTRACT NUMBER:
	     


	COLLECTIVE BARGAINING AGENT:
	     

	(Title as it appears on the collective bargaining agreement)


	ADDRESS:
	     
	TELEPHONE NUMBER:
	     

	
	     
	

	
	     
	


	I certify and verify, by my signature, that I am the authorized collective bargaining representative and that the collective bargaining agent is in concurrence with these training activities to be funded by the Connecticut Labor Department.




	COLLECTIVE BARGAINING REPRESENTATIVE:
	     

	
	(NAME & TITLE)


	SIGNATURE:
	
	DATE:
	     


DOL-503w (7/29/99)
	eMPLOYER CLASS tRACKING SHEET

	EMPLOYER:
	
	
	
	
	
	
	
	

	Class Name:
	
	
	
	
	
	
	
	

	# Hours of Training:
	
	
	
	
	
	
	
	

	Date/s of Training: 
	
	
	
	
	
	
	
	

	Student Name:
	(Last 4 digits only)

SS#
	Hours in

Training
	Successful

Completion?
(Y/N)
	Received

 Certification?
	Improved

Skills?
	Pre Training

Wage
	Post Wage
	Projected

Wage Inc.

after 6 mos.

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Total Program Cost:
	
	
	
	
	
	
	

	Cost/hour of Instruction: 
	
	
	
	
	
	
	

	Cost/trainee:
	
	
	
	
	
	
	

	Helped avert layoffs: yes/no? 
	
	
	
	
	
	
	

	Increased Profitability:  yes/no?
	
	
	
	
	
	
	


TO BE SUBMITTED WITH INVOICE UPON COMPLETION OF PROGRAM - Please Note: If awarded funding, all invoices, evaluations and correspondence should be sent to: Ms. Carol LaBelle, Director of Operations, EWIB, 108 New Park Avenue, Franklin, CT 06254.
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