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VETERANS WORKFORCE INVESTMENT PROGRAM (VWIP) PRE-

ENROLLMENT APPLICATION 
 
 

 

Date:    

      
First Name MI Last Name 
 

  
Street Address 
 

         
City   County State Zip Code 
 
Phone #:   (   )                   -  E-mail:________________________________________ 
 
SSN#:  - -  DOC #:  
 

Date of Birth:     /    /  Age:    
 

Gender:   Female  Male 

Are you registered with Selective Service?   Yes  No 

Ethnicity: Are you Hispanic?   Yes  No  
 

Race:  (check all that apply) 
 

   American Indian / Alaska Native   Hawaiian Native or Other Pacific Islander 
 

   Asian   White / Caucasian 
  

   Black / African American   Other    
 

Are you Currently Homeless?   Yes    No          If yes how long?  ____________________________       

Are you currently enrolled in HVRP?   Yes    No 

Have you ever been to a Veterans Stand-down?    Yes    No 

Are you Service Connected Disabled?          Yes    No   If yes, at what percent?  _________% 

Do you currently have a claim open or pending with the VA?  Yes    No 

If yes what is the status?  ________________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 MILITARY SERVICE:  



 0-3 Years Ago                4-7 Years Ago   8-11 Years Ago 

 12-15 Years Ago  16-19 Years ago  20+ Years Ago 

Do you have a campaign badge? Yes    No 

IF YES, is it a campaign badge for service in a recent war?    Iraq    Afghanistan   Other _____________ 

 

BENEFITS INFORMATION / OTHER: 

Do you receive public assistance at enrollment?   Yes  No    

  SSI / SSDI / SSA  TANF  Food Stamps  Unemployment Insurance 

  Div. of AIDS Services Income Support  Medicaid  Medicare  

  Private Health Insurance through work or family member   Other   

 If you receive SSI what is your disability?    

 What amount do you receive each month? $  

Do you have any child support obligations?    Yes  No 

 If YES, Number of Children:    Amount:  $   

FINANCIAL STATUS: 

Please indicate the level of your last full yearly income: 

  Below $8,000  Between $8,000 & $18,000  Between $18,000 & $28,000 

  Between $28,000 & $35,000  Above $35,000 

Including yourself how many people are currently supported by your yearly family income?   

Are you required to pay restitution?   Yes  No    If YES, how much per month? $    

IDENTIFICATION/TRANSPORTATION: (Check all that you DO have in your possession)  

 Current Driver’s License  Current State ID      Birth Certificate  DOC ID 

 Social Security Card  Green Card  DD214 (Veterans)  Passport 

Can you show us (do you have possession of) any of these documents?   Yes  No  

What do you need to obtain a Driver’s License?    

 (Revoked until , SR22, old fines, drug/alcohol classes, child support, money for test, other) 

 Bus transportation     Own car/truck  Bicycle   

SPECIAL SOCIAL SERVICE NEEDS:  Note: VWIP may not provide the following services, but may help locate 
resources to meet your needs. 
 

 Bus Tokens  Housing  Child Care  Medical appointments/testing 

 Bicycle  Emotional counseling  Eyeglasses  Drug/Alcohol counseling 

 Tools  Food Voucher  Work Clothes  Community Voice Mail 

 Federal Bonding  Hard Skills Training  Interview Clothing 

 Other:   ______________________________________________________ 

 

Other Contact Information:   

 



__________________________________________________________ ___________________________________ 
Contact Name  Relation to You 
 
   
Organization / Employer / Hang Out (if applicable) 
 
   
Street Address 
 
          
City   County State  Zip Code 
 

Phone:  ( )  Other Phone:  ( )   
 
What times are you there?               
 
 

 
Your Comments and Concerns:    

  

  

 

 
 



 
 
 
 

Colorado Department of Labor and Employment 
Workforce Development Programs 

AFFIDAVIT OF IMMIGRATION STATUS 
 

Social Security Number:  

Print Your Name:  

Are you a United States (U.S.) citizen?   Yes   No 
If No, verify or provide your alien permit number. 

Alien Permit Number 
 

If you are not a U.S. citizen, are you in satisfactory immigration status?   Yes   No 

In accordance with the Colorado Revised Statutes 24-76.5, you must possess one of the following forms of 
identification (ID).  Check the appropriate box and provide the ID number.  If you do not possess one of the 
forms of ID listed and do not provide the requested information, your benefits may be denied.  . 

 Colorado Driver’s License 
 ID Number   

 Colorado Identification Card 
 ID Number   

 U.S. Military Card 
 ID Number   

 Military Dependent Identification Card 
 ID Number   

 U.S. Coast Guard Merchant Mariner Card 
 ID Number   

 Native American Tribal Document 
 ID Number   

 Other State Driver’s License/State ID Card 
 ID Number  ____________________________  Expiration Date _____________________________    

Affirmation 
I affirm under penalty of perjury that the above information is true to the best of my knowledge.  I understand 
that my lawful presence in the U.S. will be verified before workforce program services can be provided.  I 
affirm that I am a U.S. citizen, legal permanent resident, or am otherwise lawfully present in the U.S.  I 
understand that there are severe penalties for providing false statements and willfully misrepresenting 
information in order to obtain or increase workforce program services.  I authorize the release of all 
information to determine my eligibility for workforce program services.  I understand this may include release 
of information from former employers, verification with the U.S. Bureau of Citizenship and Immigration 
Services, and sharing of information with other public agencies in the performance of their public duties in 
accordance with the Colorado Employment Security Act 8-72-107. 
Signature 
 

Date 
 

 
 
 
 
 
 
 
 
 
 

 



Veteran’s Workforce Investment Program 
Authorization to Release/Exchange Information  

 
Date: _______________ 
 
Name ______________________ SSN# ____-____-______ Date of Birth ___/___/_____ 
 
To assist the DVOP staff in their efforts to secure appropriate training or employment, I 

___________________________ consent to the release and exchange of the information 

indicated below to                                                     or other agents of the Colorado 

Department of Labor & Employment.  

(   ) Vocational Assessment information 
(   ) Academic information 
(   ) Employment information 
(   ) Military Service Records/Veteran Status information 
(   ) VA benefit/disability claim information 
(   ) Program participation and outcome information 
(   ) Other_____________________________________ 
 
I hereby release the authorized requester and the provider of information from any 
liability that may result from furnishing the information requested. 
 
I realize that this consent will expire automatically in one year and I understand that I 
may revoke this authorization at any time, except to the extent that action has already 
been taken to comply with it.  A copy of this authorization is to be considered as valid as 
the original. 
 
 
Veteran’s Signature    Date 
 
 
Witness     Date 
 
 
 
VWIP 
Release of Information 
Original – Case File 
Copy – Veteran 



Vocational Training Request 
 
Veteran’s Name: _________________________________________________________ 
 
Veteran’s Telephone #: (           ) _________-___________ 
 
Case Manager: _______________________________________________________ 
 

 
All pages of this packet must be completed with supporting documentation attached in 
order for funding request to be considered. 
 

 School/Training Provider contacts 
 Program information showing all costs, program length, credentials, and start date 
 Eligible Training Provider List (ETPL) printout (all providers MUST be on the ETPL) 
 Labor Market Information showing outlook for desired occupation 
 Pre-Hire letters if applicable 
 All above supporting documents attached to this form 

 

Be aware that your request for Veterans Workforce Investment Program (VWIP) training 
assistance is based on approval and availability of funds.  The VWIP funding for which you are 
applying for is not an entitlement, thus the selection process is competitive.  Please provide a 
thorough, detailed Training Request Packet for review.  Training requests of more than one year 
will not be approved.   
 

If you enroll and start a program prior to approval of the Training Request Packet, you are 
responsible to pay for all accrued costs.  CDLE will not reimburse any costs accrued prior to the 
approval of the Training Request Packet.  It is recommended that you wait for the approval 
before you begin training. 
 

If approved, funding is provided on a timeframe set by individual training providers and does not 
guarantee approval or availability of funds for future training.  We wish you the best of luck in 
pursuing your educational and career goals. 
 

Respectfully, 
 

 
 

Johnathan Tillman, Veterans Workforce Investment Program Coordinator 
Colorado Department of Labor & Employment 
 
 

I have read and understand the content of this letter. 
 
 
________________________________  __________________ 
Veteran’s Signature     Date 



Training Provider/Program Information 
 
Training Provider of Choice: __________________________________ 
 

Name of Program: __________________________________________ 
 

Training Provider Contact/Counselor: ___________________________ 
 

Phone: (          ) _____-______ Fax:  (          ) _____-______   
 

Email: _____________________________________________ 
 

Anticipated Start Date: ________________ Length: ______________ 
Cost Breakdown:  

To be invoiced by 
training provider:  

Line Item: Cost: 

Total Included:                              $  

 
 
 
     
  
 

Will not be invoiced 
by training provider:  

Line Item: Cost: 

Total Additional                           $  

 
 
 
 
 

(Required for training 
or employment but not 
supplied by provider) 

(Supplied by training 
provider: test vouchers, 
books, materials, 
supplies, tools, labs, etc.) 

Total Cost: $________________  
 Attach supporting documentation from school of choice, including cost, schedule, 

dates of training, required books, and any applicable fees, supplies etc. to this form.   
Resources to obtain books, materials, tools, tests, etc. not supplied by training provider: _______ 
 
____________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 

 
_____________________   _______________________ 
Applicant’s Signature    Training Provider’s Signature 



INDIVIDUAL EMPLOYMENT PLAN (IEP) 
(The IEP is a living document and can be maintained electronically on Connecting Colorado in the C notes (see 

unattached note “VWIP IEP”), I signed copy should be maintained in the paper case file)  
 

Veteran’s Name: ____________________________________________________  
 

Start Date _________________  Anticipated Completion Date_________________ 
 

Employment Goals: (Short term) 
 
 
(Long-term) 

 
 
 
Qualifications: (Skills, experience, education, training) 
 
 

 
Barriers: (disability, transportation, work clothing, tools, child care, etc.) 
 
 
 
Action Plan: (steps to employment, responsible party, suspense date, status) 
 
 
 
 

Provisions: 
 This IEP is a contract between you and Colorado Department of Labor & Employment 

(CDLE).  It contains the terms and conditions of your eligibility to receive VWIP 
assistance. 

 Providing follow-up information is a requirement of this program. 
 Your failure to comply may result in a possible cancellation of all current and future 

VWIP intensive and training services that we provide. 
 

Clients Initials_____ Date ________  DVOP Initials _____ Date __________ 
 



Participant:  I agree to the following terms and conditions: 
 I will be responsible for completing each step of my plan. 
 I will alert my DVOP immediately if any problems arise that interferes with my ability to 

complete this plan. 
 I shall get the approval of my DVOP before changing any activity in this plan. 
 CDLE will not pay for classes that are failed or withdrawn from and that need to be re-

taken or classes that do not count towards your certifications. 
 I will maintain attendance in accordance with my Program/Institution’s policies. 
 If in training/school, I will maintain at least a 2.0 Grade Point Average and provide my 

DVOP with a copy of grades at least one time each month during the training and upon 
completion if the training is longer than 1 week.   

 I will provide a copy of the Certificate or Degree of completion earned upon graduation. 
 I will conduct a job search upon graduation. 
 I will seek, accept and maintain employment that meets my planned goal(s) to the best of 

my ability as stated above after program completion and will notify my case manager 
with employment information. 

 I will provide all follow-up information that my DVOP requires after employment for the 
following 12 months.  

 
 
Participant Signature: _____________________________ Date: _________ 
 
Workforce DVOP:  I agree to the following terms and conditions: 
 I will assist you in your goals of employment/training and referrals for services outlined 

above contingent upon approval and enrollment into the VWIP program. 
 I will assist in the coordination related to Workforce services, other agencies and 

programs as appropriate. 
 I will monitor your participation in the activities above. 
 I will assist you in your search for employment. 
 I will assist you in any post-termination services as needed. 

 
 
Case Manager Signature: __________________________ Date: _________ 
 
 



Employment and Benefit Tracking Form 
 

Veteran’s Name:  ____________________________   Exit Date: ____/____/_______ 
 

90 Days Employment Tracking: 
Employment status Employer  
(  ) Emp.  (  ) Unemp. 
Position Title ___________________________  
 

______________________________  $_____________ Wage per Hour  
 

180 Days Employment Tracking: 
Employment status Same Employer Employer (if different) 
(  ) Emp.  (  ) Unemp. (  ) Yes   (  ) No 
Position Title ___________________________  
 

_______________________________  (Reason for leaving _________________)  
 

$_____________ Wage Per Hour  
 

270 Days Employment Tracking: 
Employment status Same Employer Employer (if different) 
(  ) Emp.  (  ) Unemp. (  ) Yes   (  ) No 
Position Title ___________________________  
 

_______________________________  (Reason for leaving _________________)  
 

$_____________ Wage Per Hour  
 

VA Benefits Tracking: 
Date referred to VA: ________________ 
Date of application submission for VA benefits: __________________ 
Date of Follow-up by DVOP with VA/VSO: ________________ 
 

Status of open and/or ongoing application: __________________________ 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________. 
 

Comments: ___________________________________________________ 
_____________________________________________________________
_____________________________________________________________. 
 

End Result of veteran’s application/award rating by VA______% 
 

Status of Appeal if applicable ____________________________________. 



VWIP participant Listing 
# of Assessments 
Completed During 
Current Quarter  ?

# of Assessments 
for Entire Year?

# of Enrollments 
During Quarter?

# of 
Enrollments 
for Entire 
Year?

# of participant 
Employed After 
Training?

$ Amount 
Spent on 
Training this 
Quarter?

$ Amount 
Spent on 
Training for 
Entire Year?

Region:
Program year:
Quarter:

Enrollment Qtr
Veteran's 
Last Name MASKED SSN Agent 

Date Enrolled 
in VWIP

Training 
Provider & Program

Training 
Completed Date Result of Training

 Employed 
After 
Training? Where?

 Wage Per 
Hour? 

 Employed 
After 90 
Days? 

 Employed 
After 180 
Days? 

 Employed 
After 270 
Days?  Remarks  



Region:
Program Year: PY 2012-13 Quarter: Qtr 1 (Jul 1 - Sep 30)
Quarterly Report Narrative

Narrative of Activities: Include any outreach activities (please be as detailed as possible, list any 
community and faith based outreach efforts, employers contacted, orientations/and or briefings to 
large groups etc. remember who, what, when, where and why):

Success Stories: (please give the veterans’ brief background history, training experiences, training
outcomes, internships if applicable and where veteran is now working and for how much and any
other details that may be important):



Region:
Program Year: PY 2012-13 Quarter: Qtr 1 (Jul 1 - Sep 30)
Quarterly Report Narrative

Problems and Concerns: (Please list any problem you may be experiencing and would like direct 
assistance with, please be specific as possible):



Qtr 1 (Jul 1 - Sep 30) Pending N/A PY 2012-13
Qtr 2 (Oct 1 - Dec 31) Successful YES PY 2013-14
Qtr 3 (Jan 1 - Mar 30) Unsuccessful NO PY 2014-15
Qtr 4 (Apr 1 - Jun 30)

Adams
Arapahoe/Douglas
Boulder
Denver
El Paso
Jefferson
Larimer

Rural Consortium
Weld
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