Employment & Economic Assistance Department

Dakota County Northern Service Center

1 Mendota Road West          Suite 100

West St. Paul, MN  55118-4765

Employment and Earnings Statement

July 2, 2019                                                       General Phone 651-554-5611

	Employer’s Name and Address
	
	Authorization


	Client Name:     
MAXIS Case #:     
MCRE #:     
Employer:     
	
	I grant permission to the Employer listed to provide and verify the information requested on this form.  This is valid for 1 year or when I withdraw it in writing.

	
	
	

	
	
	
	
	

	
	
	(Employee Signature)
	
	Date

	Dear Employer:     
	
	SS#
	     
	

	
	
	

	      
	has stated that s/he has been previously or is currently employed by your

	firm.  Verification of this is required.  Please complete the information request below.  Note the above signature allowing release of this information.  Thank you.

	Sincerely,

     
Financial Worker

Phone

651-554-     
Fax

651-554-5748



	EMPLOYER PLEASE COMPLETE ITEMS CHECKED 

	

	Starting Employment
	Termination/Leaving Employment


	
	Starting Date
	
	
	
	
	Medical Leave
	
	to
	

	
	Rate of Pay  $
	
	
	
	
	Termination Date
	

	
	Pay Periods
	 weekly           bi-weekly
	
	Reason for Termination
	

	
	
	 semi-monthly     monthly
	
	Last day actually worked
	

	
	Pay Dates
	
	
	Can s/he return to work?
	 Yes    No

	
	
	
	
	Gross amount of final check    $
	

	
	Days per week
	
	
	Date received or to be received
	

	
	Hours per day
	
	
	End of benefits:  will s/he receive a check for vacation, sick,

	
	Gross amount of first check
	
	
	Or severance pay?     Yes      No
	

	
	Date received or to be received
	
	
	Amount
	

	
	Tips (estimate per pay period)
	
	
	Date received or to be received
	

	
	Employer FEIN #
	
	
	
	

	
	Verify work schedule (List time)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	    Mon
	    Tues
	       Wed
	     Thurs
	  Fri
	Sat
	   Sun

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	    Mon
	    Tues
	       Wed
	     Thurs
	  Fri
	Sat
	   Sun


	
	Type of position:  
	 Permanent   

	
	
	 Temporary     If temporary, for how long?      
	
	

	    Job Title:  _______________________________________________________

	   Is insurance available?   YES   NO     Health   Dental   Vision    Cobra 

	   Please complete next page.

	   Other
	     


	
	
	
	

	Company or Business Name
	
	Signature of employer
	Date

	
	
	
	

	Printed Name and Title of person completing the form
	
	

	
	
	

	Telephone Number
	
	Fax Number


USDA is an equal opportunity provider and employer.
	Please list wages and deductions for the months of 
	     
	through
	     

	
	     
	
	
	
	

	for
	
	
	
	
	

	
	
	(Name of Employee)
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Date Paid
	Tips
	Gross

Wages
	Federal

Taxes
	State

Taxes
	FICA
	Health

Ins.
	Union

Dues
	Credit 

Union
	Savings

 / Bonds
	Mandatory

Retirement
	Other

(Specify)

	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	
	
	

	Comments:

     

	SIGNATURE OF EMPLOYER
	
	Date
	

	TITLE
	
	
	

	TELEPHONE NUMBER
	
	
	

	FAX NUMBER
	
	
	



EDAK 0058B


2/10/14





EDAK 0058B


2/10/14








