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_____________________________________________________ _________________________________________________ _____________ _______________ 

_____________________________________________________________________________________________ ______________________________________ 

OBHA.org 

100 New Britain Ave. 
Ormond Beach, FL 32174 

Phone 386.677.2069 
Fax 386.677.3545 

Request for Employment Verification 

Applicant/Participant Name: ___________________________________________________________    SSN: _____________________________________ 

Applicant/Participant Address: 

_____________________________________________________ _________________________________________________ _____________ _______________ 
[Street Name and Number] [Cit y] [St ate] [Zip] 

• I St ar t e d my Job a s of : ____________________________________________________________________________________ 

• I St ar t e d a New Job as o f : _________________________________________________________________________________ 

• Selec t One: 
 I Lost My Job or  Temp orar y Le ave as o f : __________________________________________________________ 

• I Re c e i ve d a Pay Ra te In cr e a s e as of : ______________________________________________________________________ 

• Selec t One: 
 Increase or  Decrease in Hour s Worked 

• M y Pay Ra te is $________________  p er ________________            I Wor k ________________  Ho ur s p er We ek 

I am Paid: We e k l y  B i-We e k l y  Semi-Monthly  Monthly 

Employer ’s Name: ___________________________________________________________________________________________________________________ 

Employer’s Address: 

[Street Name and Number] [City] [State] [Zip] 

Employer ’s Phone: ______________________________________________________     Fax: _____________________________________________________ 

Contact Person Name and Title: ____________________________________________________________________________________________________ 

I authorize the Ormond Beach Housing Authority to request and obtain income 
information from the source listed on this form for the purpose of verifying my 

eligibility and level of benefits under HUD’s assisted housing programs. 

I acknowledge that if this request was not submitted within 10 business 
days of change, my assistance may be subject to termination. 

Signature Date 

Head of Household: _________________________________________________________________________________________________________________ 
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