Maryland Workforce Exchange - Enrollment Form
	Soc. Sec. Nbr:_____-____-_____
	Birthdate:____/____/______
	

	First Name:______________________
	Last Name:______________________
	Middle Init.:________

	Street:_________________________
	City:____________________
	State:_________

	Zip Code:_______
	County:________
	Phone:  (_____)_________________
	
	

	Alternate Phone: (____)__________
	Fax: (_____)____________________
	

	E-Mail Address:  ____________________________
	Show Info to Employer:  (Yes / No) circle one


Enter Resume Details:______(yes/no)
If yes, attach details forms.
Personal Details:
Currently Employed: ______(yes/no)
If yes, □ Full-Time  or  □ Part-Time

Student: ______(yes/no)
Veteran:______(yes/no)
Migrant/Seasonal Farm Worker:______(yes/no)

Disability:______(yes/no)
Gender:  Male or Female (circle choice)
Census Tract:______________

U.S. Citizen:____(yes/no)
If no, Are you eligible to work in the US:____(yes/no)
Alien No:_______

Education Level:_______________________________(highest grade completed)

Are you Hispanic or Latino?:________(yes/no)

Race (Select one or more by placing a ( in the box for all that apply)

(American Indian/Alaskan Native

( Asian


( Black/African American

(Hawaiian Native/Other Pacific Islander
( White/Caucasian

( Other

Jobseeker has read and understands the Civil Rights statement:_______(yes/no)

Jobseeker _______agrees/_______disagrees with the Civil Rights Statement.

Jobseeker agrees that the Workforce Exchange Partners can see and use the information in this application in order to provide assistance._______(yes/no)

Staff Assignment:______________________________
Attached to Location:______________________

Jobseeker Signature:_______________________________
Date:___________________________

Staff Signature:___________________________________
Date:___________________________

MWE Eligibility Determination and Registration
	Soc. Sec. Nbr:_____-___-______
	First Name:__________________
	Last Name:__________________

	Application Date:_________________________
	Eligibility Determination Date:____________________

	Participation Date:________________________
	Local Service Location:_________________________


Program Funding --   □ Dislocated Worker     □ Rapid Response     □ Trade     □ NEG


Social Security Number:____________________


Verification Doc. ______________


Date of Birth:____________________________


Verification Doc. ______________


Disability: ______(yes/no)
Substantial: ______(yes/no)

Verification Doc. ______________


UI Status:
□ Claimant WPRS        □ Claimant not WPRS     □ Not Application

□ Not Covered by UI    □ Exhaustee

Verification Doc. ______________


Citizenship: ______(yes/no)  If not a US citizen, authorized to work in US: ______(yes/no)











Verification Doc. ______________


Selective Service Status:    □ Not Applicable     □ Registered
Verification Doc. ______________


Employed: ______(yes/no)     Seeking Employment: ______(yes/no)


If Unemployed, Last day of work: _______________


Opportunity for re-employment:   □ Good     □ Poor

Verification Doc. ______________


Dislocation Status:
□ Layoff Notice   □ Notice of Closure   □ Actual Closure   □ Actual Layoff





□ Self-employed  □ N/A (Dis. Home only)
Verification Doc. ______________


Date of Actual Qualifying Dislocation:  _______________
Verification Doc. ______________

Displaced Homemaker: ______(yes/no)



Verification Doc. ______________


Trade Petition #:______________________
NEG Project ID Number:____________________

Customer Certification

My signature below indicates that I have been informed of and understand the information contained on this form.  I certify under penalty of perjury that all of the above information is true and complete.  I agree that any information I have supplied is subject to verification.  I understand that falsification of any item is grounds for termination from the program and may result in action to recover any moneys paid to me while participating.
___________________________________________

Signature of Customer

Date

___________________________________________
________________________________________

Signature of Interviewer

Date


Signature of Reviewer

Date
MWE Eligibility and Registration for Adults and Dislocated Workers








