Exhibit H


PITTSBURGH PARTNERSHIP PLACEMENT VERIFICATION FORM

Participant Name:________________________________________________SSN:_____________________

                 
    Last

First

 
    MI

Employment-Please Print Clearly In Ink

1. Name of employer: _____________________________________________________________

2. Address of employer: ___________________________________________________________



       City:_____________________________ State:________ Zip:_____________

3. Contact for verification: _________________________________  Phone __________________

5. Job Title:_______________ Hours/Week_____ Start Date:__________ Wage:______________

6. Does the Fringe Benefit package have health insurance coverage within 6 months?___________

Employment Status – First quarter following Exit Quarter:

1. Name of employer:______________________________________________________________

2. Address of employer: ____________________________________________________________




       City:____________________ State:_____ Zip:___________


3. Contact for verification: _________________________________  Phone ________________

4. Job Title: ________________Hours/Week _____Start Date __________Wage:______________

Educational Placement (After training)

1. Name of academic institution/school: ______________________________________________

2. Address of the institution/school:__________________________________________________

3. Start date of schooling: ___________Training name___________________________________

Signature of submitting agency official:______________________Date:________________

Subcontractor/Agency Name:____________________________________________________

Phone number:____________________

******************************************************************************

Pittsburgh Partnership Staff Verification

Information Verified:__________Unverified:__________Date:___________________________

Staff Signature:_________________________________________________________________

Revised 7/7/2004










