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Attachment I  
Supportive Services Exploration Form 

 
Name: ______________________________________ Date: ________________ 
 
Service Requested: _____________________________________________________ 
 
This form is the record your attempts to receive the service you need (such as a bus pass, 
gas card, etc). Please call a minimum of three agencies/organizations in Orange County 
per each supportive service request. Fill out this form completely and turn into your Career 
Consultant/Case Manager for review. Services may be provided to you after you have 
documented that no other agency has the service available.  
 

Write the name of the 
Agency/Organization 

you contacted to 
request assistance. 

Write the phone 
number of the 

Agency/Organization 
you contacted to 
request service. 

Write the outcome of your 
attempt to receive this service. 

 
Example: “Stated they no 

longer have bus passes” or 
“Will pick up gas card on 

Friday” 
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                                          ATTACHMENT II  

Orange County Workforce Development Board CalJOBS Application Number  
      

Supportive Services Request Form 
Participant Name (Last, First) 
      

PARTICIPANT INFORMATION (ensure that Participant Information for applilcant is complete and up-to-date) 
  Adult                           Youth                          
 Dislocated Worker    
 Special Grant 

Address 
      

City 
      

State/ZIP 
      

Primary Phone 
      

Amount Requested 
      
RATIONALE FOR SERVICES 
Supportive service assistance for (insert type of supportive service) was requested by (insert participant name). All practical alternatives have been exhausted (name 
attempted resources) in an effort to obtain these supportive services through other resources. (Insert participant’s name) requires this assistance in order to complete 
(his/her) (insert type of activity). The cost for this supportive service is (insert actual amount).  Supportive service funds will be used to pay for this supportive service, 
and the participant has received a total of ($000.00) in supportive services year-to-date, not including this service. 

SUPPORTIVE SERVICE INFORMATION  
Type of Supportive Service  

 Child/Dependent Care (180/480) 
 Transportation Assistance (181/481/F12) 
 Medical (182/482F18) 
 Temporary Shelter (184/484) 
 Other (185/485)  

 

 
 Seminar/Workshop Allowance (186) 
 Counseling (486 Youth Code only) 
 Job Search Allowance (187) 
 Tools/Clothing (188/487/F13/F14) 
 Housing Assistance (189/488/F15) 

 

 
 Utilities (190/489/F16) 
 Educational Testing (191/490/F21) 
 Post-Secondary Academic Materials (493 Youth Code only) 
 Dependent Care (F17 Youth Code only) 
 Incentives/Bonuses (419/F19 Youth Code only) 

 
 Describe Other (if applicable):  

      
 Were other programs providing such services 
explored before submitting supportive service 
request? 

 Yes  
 No 

 

Is request within the applicable Supportive 
Services Matrix limits?  

 Yes  
 No 

 

Were receipts returned for the last supportive service 
issuance? 

 Yes  
 No 
 N/A 

 Printed Name of Requesting Staff 
      

Signature of Requesting Staff Date 
      

My signature below indicates that I have been informed of and understand the information contained on this form.  I understand that I am required to return proper 
receipts and/or documentation that are requested for the purchases and services that I have received.  I understand that, if the required receipts and/or documentation 
in the amount listed above are not returned, there will be no additional supportive services provided to me.  Additionally, I understand that the above mentioned 
supportive services are solely for the use of myself and my family.  All supportive services are only to be used for the intended purpose.  Failure to comply with these 
policies will result in termination of assistance. 
Printed Name of Participant 
      

Signature of Participant Date 
      
 

FOR MANAGER/ACCOUNTING USE ONLY  
Is request reasonable, necessary, and allowable based on established local policies?  

 Yes  
 No 

 

Request Outcome 
 Approved  
 Denied 

Check/Card Number (if applicable) 
      

Printed Name of Accounting Staff 
      

Signature of Accounting Staff Date 
      

Printed Name of Manager 
      

Signature of Manager Date 
      



 
 

                                           ATTACHMENT III 
Supportive Services Participant Log 

 

8/2020 

Date Type of Service(s) 
Provided 

Supportive Service 
Category 

Cost Staff 
Initials 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 



 
 

 
ATTACHMENT IV 

Participant Affidavit of Lost/Stolen/Destroyed Supportive Service 

8/2020 

 

I,___________________________ , hereby declare that a ______________________ 

(name of supportive service) with serial number_______________________ in the 

amount of $_______ was lost/stolen/destroyed on ___________ (date). 

I understand that I cannot use the aforementioned supportive service, if it comes into my 

possession.  If it does, I must immediately return it to __________________________ 

(name of issuing office). 

The above statement is true and correct.  I have been advised and am aware that it is 

unlawful to give false information and that I may be prosecuted for perjury, a felony in the 

state of California, if the above information is not true.   

 

_________________________________  _______________________________ 

 Participant Print Name    Date 

 

_________________________________    

 Participant Signature  

 
 
 
_________________________________ _______________________________  

 Witness Print Name    Date 

 

_________________________________    

 Witness Signature  



 
 

 
                             ATTACHMENT V 

Supportive Services Master Log 
 

8/2020 

Issuance Number Description Amount Quantity Staff Requested 
Balance 

(Includes returned 
cards with 
balances) 

     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
     $0.00 
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