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AUTHORIZATION TO OBTAIN CONFIDENTIAL EMPLOYMENT INFORMATION



SECTION I – GENERAL CONSENT
Participant’s Name:____________________________
Social Security Number:____________________

I acknowledge that by signing this form, I am authorizing the South Florida Workforce One-Stop Career Center staff and/or South Florida Workforce 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 SFW funded program and up to 24 months after the end date of my participation in the program.

I authorize South Florida Workforce One-Stop Career 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



__________________________________

__________________


One Stop Career Center staff



Date



SECTION V ONE STOP CAREER CENTER INFORMATION

Address: _____________________________________________________________________________________

Telephone number: __________________________________________
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