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                                                                                                                                     Attachment 1-A (Exhibit A) 

        

UNIVERSAL REFERRAL FORM                                            

SECTION  A:  GENERAL  PARTICIPANT INFORMATION 

Name:                                                                                                                    Date: 

Mailing Address: 

City:                                           State:               Zip Code:                                Telephone #:           

Race:                   Sex:               Date of Birth:                                                  Military Veteran:     [   ] Yes     [   ] No 

Highest Education Level Completed:                      Currently Enrolled in School:    [   ] Yes     [   ] No 

E-Mail Address:                                                         Name of School:  

SECTION  B:   REFERRED  FROM 

Case Mgr. Name:                                                                                               Date:  

Agency:                                                                                          Tel.#:  

Address:                                                         

City:                                                          State:                             Zip Code:                         

E-Mail Address: 

SECTION  C:   PARTICIPANT EMPLOYMENT INFORMATION 

Currently Working?        [   ] Yes          [   ] No      

Current or Last Employer: 

Address:                                      

City:                                                             State:                                   Zip Code: 

Telephone #:                                               Start Date:                                                End Date: 

Job Title:                                                                               Hours Per Week:                  Salary:  

Job Description: 

 

Reason for Leaving: 

SECTION  D:   REFERRED  TO 

Name:                                                                                            Date:  

Agency: 

Address: 

City:                                                           State:                           Zip Code: 

E-Mail Address: 

Purpose of Referral: 

Appointment Date:                                                                      Appointment Time:  

SECTION  E:  RESULTS - Complete and Return to Originator in Section B 

     _____Registered          _____Reported - Did not register          _____Did not keep appointment 
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    _____  Referred to Job  (List name of employer & address in Comments) 

Comments: 

 

 

 

Referring Agency:  
(1) E-Mail this form to agency shown in Section D prior to the appointment.  

(2) Give the participant a copy of this form.  
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Attachment 1 

 
 

CONFIDENTIALITY AGREEMENT 
 

 

Department of Economic Opportunity (DEO) policy concerning safeguarding confidential information 

obtained from applicants, participants, employers and other sources is based on legislative direction and 

federal and state statutes and rules. These confidential records may include, but not limited to, personal 

identifying information of program applicants, recipients, or participants such as names, social security 

numbers, payroll information, employer information and resource and referral  information, which are 

private and confidential under federal and state laws and rules, including 20 Code of Federal Regulations 

(CRF) 603.9, 45 CRF 205.50, 7 CFR 272.1c, sections 414.295 and 443.1715(1) Florida Statutes (F.S.), and 

rule 73B-1, Florida Administrative Code (FAC).  

 

Disclosure of this information, including information received electronically, by phone calls or other 

communication is protected by law. The Agency shall not disclose or allow access to this information unless 

such action is required and necessary for the performance of official duties pursuant to any contract or 

agreement awarded to the Agency by South Florida Workforce Investment Board (SFWIB).  

 

In compliance with the requirements of 20 CFR 603.9(b)(v)(A), the Agency agrees to instruct all personnel 

having access to any disclosed information about the confidentiality requirements of the information, the 

requirements of 20 CFR 603.9(b), 45 CFR 205.50, 7 CFR 272.1c, sections 414.295 and 443.1715(1), F.S., 

the potential criminal charges individuals could face if convicted for the willful unauthorized use or 

disclosure of the information specified in sections 775.082 or 775.083, F.S.; agrees to store and process this 

information in such a way that unauthorized persons cannot view or obtain the information by any means; 

and agrees to dispose any confidential information obtained, and any copies thereof made by the Agency 

or its employees or agents after the purpose for which the information is disclosed is served in accordance 

with the provisions of 20 CFR 603.9(b)(vi).  

 

By signing this agreement, the Agency agrees to abide by DEO, state and federal statutes, policies and rules 

described above, and SFWIB policies and procedures, and that the Agency and any of its employees or 

agents will not release or disclose any confidential information while providing services for SFWIB. 

 

Confidential Information Certificate  

 

I have reviewed the foregoing and my signature below indicates I understand the requirements described 

above and accept responsibility for complying with it. 

 

 

 

_________________________________________________________                  

Company Name (type or print)                                     

 

  

_________________________________                 ______________       

Authorized Representative signature                         Date   
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Individual Non-Disclosure and Confidentiality Certification Form 

 

I understand that I will or may be exposed to certain confidential information, including but not 

limited to, personal identifying information of individuals who receive public assistance, 

employment and unemployment insurance records maintained by the Department of Economic 

Opportunity (Department or DEO) made available to my employer, for the limited purpose of 

performing its official public duties pursuant to a Contract for Services and Non-Disclosure and 

Confidentiality Certification agreement. 

 

These confidential records may include the name (or other personally identifiable information), 

social security numbers, wage, unemployment and employment data and public assistance 

information which are protected under federal and state law. Such information is confidential and 

may not be disclosed to others. In order to perform my public duties associated with the program 

requirements set forth under contract or agreement, I understand that I may be granted access to 

confidential data managed and controlled by entities that are not party to this agreement. Prior to 

receiving access to such systems, I acknowledge and agree to abide by the following standards: 

 

1. I will comply with all security requirements imposed as a condition of use for any 

system(s) to which I may be granted access. 

 

2. I will use access to the systems only for purposes authorized by law to secure information 

to conduct official program business consistent with my official public duties.  

 

3. I will not disclose my user identification, password, or other information needed to access 

the systems to any party nor shall I give any other individual access to information 

secured. 

 

4. If I become aware that any unauthorized individual has or may have obtained access to 

my user identification, password, or other information needed to access systems to which 

I have been granted access, I will immediately notify the South Florida Workforce 

Investment Board’s (SFWIB) Security Officer. 

 

5. I will store any disclosed confidential information in a place physically secure from 

access by unauthorized persons. 

 

6. I will store and process disclosed information maintained in electronic format, such as 

magnetic tapes or discs, in such a way that unauthorized persons cannot obtain the 

information by any means. 

 

7. I will undertake precautions to ensure that only authorized personnel are given access to 

disclosed information stored in computer systems. 

 

8. I will not share with anyone any other information regarding access to the systems unless 

I am specifically authorized by the SFWIB. 

 

9. I will not access or request access to any social security numbers, personal information, 

wage, employer, unemployment or employment data unless such access is necessary for 

the performance of my official duties. 
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10. I will not disclose any individual data to any parties who are not authorized to receive 

such data except in the form of reports containing only aggregate statistical information 

compiled in such a manner that it cannot be used to identify the individual(s) or 

employers involved. 

 

11. I will retain the confidential data only for that period of time necessary to perform my 

public duties. Thereafter, I will either arrange for the retention of such information 

consistent with federal or state record retention requirements or destroy such data, and 

any copies made, after the purpose for which the information is disclosed is served in 

such a way to prevent the information from being reconstructed, copied, or used by any 

means. 

 

12. I certify or affirm I have received training on the confidential nature of the data to which 

I am being granted access to, the safeguards required for access privileges, and the 

penalties involved for any violations or have received written standards and instructions 

in the handling of confidential data from my employer, the Department or SFWIB. I will 

comply with all confidentiality safeguards contained in such training, written standards, 

or instructions, including but not limited to, the following: a) protecting the 

confidentiality of my user identification and password; b) securing computer equipment, 

disks, and offices in which confidential data may be kept; and c) following procedures for 

the timely destruction or deletion of confidential data. 

 

13. I understand that if I violate any of the confidentiality provisions set forth in the written 

standards, training, and/or instructions I have received, my user privileges may be 

immediately suspended or terminated. I also understand that applicable state and/or 

federal law may provide that any individual who discloses confidential information in 

violation of any provision of that section may be subject to criminal prosecution and if 

found guilty could be fined, be subject to imprisonment and dismissal from employment. 

I have been instructed that if I should violate the provisions of the law, I may receive one 

or more of these penalties. 

 

Should I have any questions concerning the handling or disclosure of confidential information, I 

shall immediately ask my supervisor or SFWIB security officer for guidance and comply with 

their instructions. 

 

 

Employee Signature:   Date:   

 

Print Employee Name:   

Address:   

  

  

 

Work Telephone:       

 

E-Mail:   
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AUTHORIZATION TO OBTAIN CONFIDENTIAL INFORMATION 

 
SECTION I – GENERAL CONSENT 

 

Participant’s Name: __________________________________________________________________  
 
Last four digits of SSN: ______________________   or Date of Birth: _________________________ 
 
  
I acknowledge that by signing this form, I am authorizing the CareerSource South Florida (CSSF) center staff to obtain 
confidential information, which may include information related to a minor child (if applicable). 
 
I authorize CSSF center staff to obtain confidential information from the following person or 
agency______________________________________________________________________.   
 
This authorization will remain in effect until the expiration date indicated below. 
  
I herewith release any person, agency or institution from any and all liability to me for supplying such information.   

 
SECTION II – INFORMATION TO BE RELEASED 

 

Check one of the following boxes: 

 Release all of my record 

 Release only the following information: 
 

Participant must initial each item to be released 
 

____ Protected health information 
____ Public assistance records 
____ Vocational rehabilitation assessment or evaluation tools 
____ Social security numbers  
____ Date of birth 
____ Telephone numbers  
____ Other (please specify):____________________________________________________ 

 
SECTION III – EXPIRATION 

This authorization expires on: ___/___/___      
Note:  A two (2) year expiration date is required in order to receive employment information 
 

 
SECTION IV – SIGNATURE 

 

_____________________________________  ____________________ 
Participant Signature     Date   
__________________________________  __________________  
Participant Signature*     Date  
_____________________________________  ____________________ 
Parent/Guardian Signature (If participant is a minor)  Date 
 
*Please note that if this is a two-parent family case both participants must give authorization for the release of information when the record pertains to 
both. 

 
SECTION V CSSF CENTER INFORMATION 

 
CSSF center Name: ________________________________________________________________________ 

 
Address: _________________________________________________________________________________________ 
 
Telephone number: __________________________________________ 
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AUTHORIZATION TO OBTAIN CONFIDENTIAL EMPLOYMENT INFORMATION 

 
SECTION I – GENERAL CONSENT 

 

Participant’s Name: ____________________________ Last four digits of SSN:____________________ 
  
I acknowledge that by signing this form, I am authorizing the CareerSource South Florida (CSSF) center staff and/or CSSF 
staff (including, but not limited to, the Independent Monitoring Office), to obtain employment and wage record information 
from any current or future employer while I am a participant in a CSSF funded program and up to 24 months after the end 
date of my participation in the program. 
  
I authorize CSSF center staff to obtain confidential information from the following person or 
agency______________________________________________________________________.   
 
This authorization will remain in effect until the expiration date indicated below. 
 
I herewith release any person, agency or institution from any and all liability to me for supplying such information.   

 
SECTION II – INFORMATION TO BE RELEASED 

 
 
Participant’s job title 
Job start date 
Hours worked per week 
Beginning wage 
Current employment status 
Current wage 
Job end date 
Benefits available to participant in current job 
 

 
SECTION III – EXPIRATION 

 
This authorization expires on: ___/___/___      
Note:  A two (2) year expiration date is required in order to receive employment information for follow-up purposes.  
 

 
SECTION IV – SIGNATURE 

 

 
_____________________________________  ____________________ 
Participant Signature     Date   
 
 
__________________________________  __________________  
Center staff       Date 

 
SECTION V CSSF CENTER INFORMATION 

 
 
CSSF center Name: _______________________________________________________________________ 
 
 
Address: _________________________________________________________________________________________ 
 
 
Telephone number: __________________________________________ 
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AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 

 
SECTION I – GENERAL CONSENT 

 

Participant’s Name: ___________________________________________________________________  
 
Last four digits of SSN: ____________________ or Date of Birth: _____________________________ 
  
I acknowledge that by signing this form, I am authorizing the CareerSource South Florida (CSSF) center staff to release 
confidential information, which may include information related to a minor child (if applicable). 
 
I authorize CSSF center staff to release confidential information to the following person or 
agency______________________________________________________________________________.   
 
This authorization will remain in effect until the expiration date indicated below. 
 
I herewith release any person, agency or institution from any and all liability to me for supplying such information.   

 
SECTION II – INFORMATION TO BE RELEASED 

 

Check one of the following boxes: 

 Release all of my record 

 Release only the following information: 
 

Participant must initial each item to be released 
 

____ Protected health information 
____ Public assistance records 
____ Vocational rehabilitation assessment or evaluation tools 
____ Social security numbers 
____ Date of birth 
____ Telephone numbers  
____ Other (please specify):____________________________________________________ 

 
SECTION III – EXPIRATION 

 
This authorization expires on: ___/___/___      
 

 
SECTION IV – SIGNATURE 

 

_____________________________________  ____________________ 
Participant Signature     Date   
__________________________________  __________________  
Participant Signature*     Date 
 
_____________________________________  ____________________ 
Parent/Guardian Signature (If participant is a minor)  Date 
 
*Please note that if this is a two-parent family case both participants must give authorization for the release of information when the record pertains to 
both. 

 
SECTION V CENTER INFORMATION 

 
CSSF center Name: _______________________________________________________________________ 
 
Address: _________________________________________________________________________________________ 
 
Telephone number: __________________________________________ 
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CERTIFICATION REGARDING ENVIRONMENTAL TOBACCO SMOKE 

FOR CONTRACTS, GRANTS, LOANS AND COOPERATIVE AGREEMENTS 

 

Public Law 103-227, Part C-Environmental Tobacco Smoke, also known as the Pro-Children Act  of 

1994, requires that smoking not be permitted in any portion of any indoor facility owned or leased or 

contracted for by an entity and used routinely or regularly for the provision of health, day care, education, 

or library services to children under the age of 18, if the services are funded by Federal programs either 

directly or through State or local governments, by Federal grant, contract, loan, or loan guarantee. The 

law does not apply to children's services provided in private residences, facilities funded solely by 

Medicare or Medicaid funds, and portions of facilities used for inpatient drug or alcohol treatment. 

Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty 

of up to $1,000.00 per day and/or the imposition of an administrative compliance order on the responsible 

entity.  

  

By signing this certification, the Contractor agrees to make reasonable efforts to comply with all 

applicable provisions of Public Law 103-227, Part C, known as the Pro-Children Act of 1994. 

 

  

  

_________________________________________  __________________________  

Signature           Date  

  

________________________________________    

Name and Title of Authorized Representative  

 

_______________________________                 . 
Name of Organization 
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