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EMPLOYER VERIFICATION FORM

Section 1: EMPLOYEE/APPLICANT INFORMATION:

1. Legal Name of Employee:

2.Hire Date:

3. Employee’s Position:

4. Hire Date

5. Employee’s Home Street Address/P.O. Box:

6. Employee’s Home City/Town/Village:

7. Postal Zip Code:

8. Employee’s Supervisor:

9. Title of Supervisor:

10. Employee’s Business Telephone #:

11. Employee’s Business Email:

Section 2: EMPLOYER INFORMATION:

1. Legal Name of Employer:

2. Economic Development Zone:

3. Employer’s OASAS/OMH/DOH Provider Number (if applicable):

4. Street Address/P.0O. Box:

5. City/Town/Village

6. Postal Zip Code:




7. Name of Employer’s Contact Person: 8. Title of Contact:

9. Contact Telephone #: 10. Contact Email:

I , hereby attest that there are currently no disciplinary actions for
, the employee who we are submitting this recommendation on behalf of.

Signature Date

Title
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