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COVID-19  

Supportive Service Request Form 

  

  

Participant Information 
Participant Name  Date  

WIOA Application Number  One-Stop Location   

Family Size 
Check the qualifying annual salary that does not exceed 400% of the Federal Poverty Level based on family size 

(https://aspe.hhs.gov/2020-poverty-guidelines):  
   Household Annual 

Salary for 400% FPL  
Name 

 
Documentation 

 
Relationship 

 

Annual 

Wages 

☐ 

Family of 1 not 

greater than 

$51,040 

 (Participant)  (in case file) 

 

(self) 

  
    

    

☐ 

Family of 2 not 

greater than 

$68,960 

    

    
    

    

☐ 

Family of 3 not 

greater than 

$86,880 

    

    
    

    

☐ 

Family of 4 not 

greater than 

$104,800 

    

    

         

☐ 

Family of 5 not 

greater than 

$122,720 

    

 

 

  
    

    

☐ 

Family of 6 not 

greater than 

$140,640 

    

    
    

    

☐ 

Family of 7 not 

greater than 

$158,560 

    

    
    

    

☐ 

Family of 8 not 

greater than 

$176,480 

    

    

 (For families/households with more than 8 persons, add $17,920 for each additional person)   

 Past and Current Wage Comparison (including Unemployment Insurance) 

Past Annual Household Income 
 

Current Annual Household Income 

(including UI)  
Percentage Difference 

$  $  % 

Support Service Amount 
 Amount 

☐ Individuals receiving at least 50% of their previous wages either from their employer directly or with 

Unemployment Insurance (UI) payments. 

Up to $400 

  

☐ Individuals who are not receiving at least 50% of their wages from their employer directly or with UI 

payments. 

 

Up to $800 
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Need for Support (identify one of the following) 

☐ Laid off due to COVID-19 

    

☐ Experienced a reduction in hours and/or pay due to COVID-19 

    

☐ Unable to work for any of the following COVID-19 related reasons: 

 

 ☐Subject to Quarantine 

 ☐Caregiver for someone who is subject to quarantine 

 ☐Need to care for children because of school closure or closure of other child care provider 

 ☐At higher risk of getting seriously ill from COVID-19, or lives with someone at higher risk 

 ☐Required to telework, but does not have the necessary equipment 

Additional Comments: 

 

Authorization 
I HEREBY CERTIFY AND ATTEST, UNDER PENALTY OF PERJURY, THAT THE INFORMATION STATED ABOVE IS TRUE AND ACCURATE, AND 

UNDERSTAND THAT THE ABOVE INFORMATION, IF MISREPRESENTED, OR INCOMPLETE, MAY BE GROUNDS FOR IMMEDIATE TERMINATION 

FROM WIOA, REIMBURSEMENTS OF PAYMENTS MADE AND/OR PENALTIES AS SPECIFIED BY LAW.  I SHALL PROVIDE REASONABLE 

DOCUMENTATION TO MY CASE MANAGER FOR PROOF OF PAYMENT FOR ALL PAYMENTS MADE USING THE SUPPORT I RECEIVED.  

    Office Use 

Participant Signature Print Name Date  OCDB Approval Signature  

    Print Name of Approver   

    Tracking #  

WIOA Staff Signature Print Name Date  Received Date  

 

STATEMENTS BELOW TO BE SIGNED ONCE SUPPORT PAYMENT HAS BEEN RECEIVED BY PARTICIPANT 

Participant Verification of Support Paid 
I HEREBY CERTIFY AND ATTEST, UNDER PENALTY OF PERJURY, THAT I OBTAINED SUPPORTIVE SERVICE PAYMENT PROVIDED BY THE ORANGE 

COUNTY WIOA PROGRAM.  

   

Participant Signature Print Name Date 

Case Manager Documentation of Support Services Paid  
I HEREBY CERTIFY AND ATTEST, UNDER PENALTY OF PERJURY, I HAVE REVIEWED, COLLECTED, AND FILED DOCUMENTATION ON THE 

PAYMENT MADE TO THE PARTICIPANT. THE SUPPORT SERVICES DOCUMENATION ON FILE IS CONSISTANT AND ALLOWABLE PER THE 

REGULATION DEFINED BY WIOA. 

   

WIOA Staff Signature Print Name Date 

 






