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IWT PRE-AWARD CHECKLIST
(TO BE COMPLETED BY THE LWDA IN CONJUNCTION WITH REVIEW OF AN APPLICATION FOR INCUMBENT WORKER TRAINING)
Section 1:  Employer Information
	[bookmark: Text18]Employer legal business name:      
	[bookmark: Text26]*FEIN #:      
	*DUNS#

	*Verify FEIN and DUNS through sam.gov and/or sos.ga.gov and attach verification copy

	[bookmark: Text22]Contact person:      
	[bookmark: Text50]Title:      

	[bookmark: Text48]Employer address:      

	[bookmark: Text49]City:      
	[bookmark: Text51]State:     
	[bookmark: Text52]Zip:      

	[bookmark: Text53]Phone:      
	[bookmark: Text54]Email:      
	[bookmark: Text55]     

	Years in operation at current location

	Employer size/  # of current employees at time of contract:

	Include names under which the employer, including predecessors and successors in interest has operated






Section 2:  Employer Review
	The employer has been in business for 12 months.    *Verify
	

	The employer has provided a copy of the business license. *Verify
	

	The employer employs at least 5 full-time employees.    *Verify
	

	The employer has provided documentation of the number of employees currently employed at the local operation where the training will occur.   *Verify
	

	The employer meets the Fair Labor Standards Act requirements for employer-employee relations and has an established employed history with the trainees for six months or more. (Exception for Cohort training)  *Verify
	

	The employer is current on all tax obligations.  *Verify
	

	The employer sought WIOA assistance in connection with past or impending Job losses at other facilities owned by this employer or from a part of the employer that is relocating.   *Attestation
	

	The employer has previously filed WARN notices.   *Verify
	

	The employer verifies that WIOA funds will not be used to relocate operations in whole or in part.  *Attestation
	

	If the employer has relocated from any U.S. location, did the relocation result in a layoff at the previous location?  *Attestation
	

	If a layoff occurred due to relocation, has the employer operated in the current location for 120 days?   *Verify
	



Citations:  WIOA 683.260, TEGL 19-16, State Policy

Section 3.   Signatures


Authorized Signatures

I hereby certify that the above information is, to the best of my knowledge, true and correct.

Employer Signature __________________________Date _______________________

Title __________________________________________________________________

Type/Print Name/Title ___________________________________________________



LWDA Authorized Signature

I certify that I have verified items needed for the Pre-Award Review and that the Employer meets the requirements for IWT.  

Signature and Title ______________________________________________________

Type/Print Name________________________________________________________

Date _____________________
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