INCUMBENT WORKER TRAINING APPLICATION

MONTANA DEPARTMENT of LABOR and INDUSTRY
1327 Lockey, P.O. Box 1728

Helena MT  59624-1728

	Legal Business Name
	Business Physical Address, City, State, Zip

	Mailing Address (if different from physical address)
	Telephone
	Fax
	E-Mail

	Owner/Officer Name
	Title
	FEIN of Business or SSN of Owner

	Length of Employee Probationary Period
	# Employees in Location
	# Employees Statewide (includes # Employees in Location)
	Date Business Started in Montana (MM/DD/YYYY)
	MT Unemployment Insurance Tax  ID #

	
	
	
	
	Does your firm pay Unemployment Insurance (UI)?
           □  Yes            □  No

	Business Type:    □Sole Proprietor    □Corporation
□Partnership    □Limited Liability(LLC)    □Association
	Is your business registered with the Montana Secretary of State?
□  Yes       □  No


Please address the following three items on a separate cover letter and attach it to this application.  Your response will become part of the application and will be used to determine your eligibility for an Incumbent Worker Training grant.  
· Describe the goals of the training and how it will benefit your business in terms of increased efficiency, productivity, competitiveness, and/or reduced employee turnover.

· Describe how your employees will benefit from the proposed training in terms of increased wages, job security, and/or enhancement of the worker’s occupation or craft.

· Describe the proposed training, including dates, provider, curriculum, training schedule, location of the training, and total amount of grant being requested, including travel costs.
By signing this application, I hereby certify that the information in this application is true and accurate to the best of my knowledge. I am aware that any false information or intended omissions may result in a forfeiture of any training grant approved through this program.  
Signature  _________________________________________   Date _____________________



Employer Authorized Representative
	Recommending Agency Use Only                                                                       Reimburse:     □ Employer         □ Training Vendor
Recommendation:      □ Approve       □ Deny                Agency:     □ BEAR       □ SBDC       □ MMEC            
Signature ______________________________________   Date __________________  Phone ________________


Recommending Agency Authorized Representative
Printed Name: ___________________________________________  E-Mail Address: ________________________________________




(Please continue on Page 2)
	
	
	
	
	
	Recommending Agency Use Only
Must be filled in before submission.

	Employee Full Name (Last, First)
	Last 4 Digits
of SSN
	Date of Hire

MM/DD/YYYY
	Base Wage 

(convert to Hourly Rate)
	Job Title
	Total Actual Training Costs
(Column D)
	Employer Match
(Column J)
	Grant Amount
(Column K)

	1.
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	

	5.
	
	
	
	
	
	
	

	6.
	
	
	
	
	
	
	

	7.
	
	
	
	
	
	
	

	8.
	
	
	
	
	
	
	

	TOTAL
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