
 Travis County Health and Human Services and Veterans Service
Family Support Services Division 

Employer Verification of Income

Client CABA No.
CaseWorker

 

I, _______________________, Social Security #: __________________________
               (employee name)                                         (employeeôs SSN)           
hereby authorize _______________________________ to release my employment 
                                           (employer)                                    
information to: Travis County Health and Human Services and Veterans Service

Employeeôs signature: __________________________________  Date: _________ 
 
The above individual has applied for emergency assistance through our agency. In order for us to determine 
eligibility, we are required to verify the following information.  Your cooperation in providing this 
information is appreciated.

Employeeôs hire date: _______________last date of employment: ______________

Employee is:____ Full Time: ____ hours per week          The job is ___ Permanent
                  ____ Part Time:____ hours per week                          ___ Temporary 

Employee is paid: ___ Daily      ___ Weekly             ___ Bi-weekly
                          ___ Monthly   ___ Semi-monthly    ___ Irregular or Commission       

Please indicate all gross income from ______, 20___  thru ______, 20___.

PAY DATES    GROSS PAY           PAY DATES     GROSS PAY
1. __________   __________           7. __________   __________
2. __________   __________           8. __________   __________
3. __________   __________           9. __________   __________
4. __________   __________          10. __________   __________
5. __________   __________          11. __________   __________
6. __________   __________          12. __________   __________
             TOTAL PAY  _______________________                                     

___________________________________________________________________
SIGNATURE OF EMPLOYER, TITLE              PHONE                 DATE

Please return completed form to:  
 
Name______________________________________________________

Address____________________________________________________

Phone______________________      Fax #________________________
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