 [image: image1.wmf]
WIA / OJT INVOICE
	NUMBER:        of       
	
	INVOICE DATE      
	

	OJT NUMBER:      
	Employer’s Name and Mailing Address:

     
     
     
     

	Funding Source:

               Adult  
               Dislocated Worker 

               Other
	

	WIA Registrant:      
	SSN:      

	WIA Designated Staff:      
	Phone #:      

	OJT Training Period:       From:        To:      

	OJT Billing Period:          From:       To:      

	1. Total OJT Amount Approved @      % review rate
	
	     

	2. Current Amount Requested
	$
	

	3. Total Prior Amount Requested
	$
	

	4. Total Amount Requested To Date (2+3)
	
	$

	5.  OJT Balance (1-4)
	
	$

	Total amount of hours worked for this pay period_____at the reimbursement rate of ____%

	Employer CERTIFICATION

I certify that the information set forth in this invoice is correct and complies with the provisions of the contract between this training provider and the Oakland Private Industry Council.

________________________         ___________________________         _________________

                Signature                                               Title                                              Date




	For local WIB use only

	· Employer satisfied contract performance requirements.  Documentation is on file. 

	· Employer did not satisfy contract performance requirements.  (Please attach Remarks.)

	_______________________              _________________________          __________

      WIB Designated Staff                                            Signature                                Date

	WIB OJT supervisor’s authorization

	· Approved for payment.
	· Not approved for payment.

	Signature:
	Date:
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