
Incumbent Worker Training Program Consortium-Application
PY 2009-2010

Section 1: Consortium Company Information 
	Company Name:      

	Street/Mailing Address:      

	City:      
	ZIP:      
	County:      

	Company Contact Person:      
	Title:      

	Phone:      
	Ext.      
	Fax:      

	Email Address:      
	Website Address:      

	* Date of Operation is pertinent to the location of the Florida business. Verification of business operation will be requested if the Florida Department of State shows business filing date to be less than 1 year and a day.

	

	Date of Inception:      
	Years in Business:      
	Total # Full-time Employees 
at this location:      

	Legal Structure of Business:
	 FORMCHECKBOX 
 Sole Proprietor 
	 FORMCHECKBOX 
 Partnership
	 FORMCHECKBOX 
 Corporation

	
	 FORMCHECKBOX 
 Non-profit 
	
	

	Employer’s Federal ID #:      
	Unemployment Comp ID #:      

	Florida Sales Tax Reg. #:      
	Primary NAICS Codes:      

	Is your company current on all State of Florida tax obligations?
	    FORMCHECKBOX 
 YES
	    FORMCHECKBOX 
 NO

	Estimate the total amount your company will spend on training in current program year: 
	     

	Is your company receiving/applying for other public training funds?
** Note** If your company is currently receiving Federal funding from other sources that require the company to comply with The Federal Single Audit Act, please refer to IWT guidelines concerning this issue.
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	If yes, explain:      

	

	Description of your business, product(s) and/or service(s):      


	

	Amount of Grant Request: 
	     
	Total Number of Full Time Employees to be Trained (must be Florida Residents):
	     

	Training Start Date: 
	06/01/2010
	Training End Date: 
	06/04/2010

	

	If this company is minority owned, please check appropriate box(es) below.

	 FORMCHECKBOX 
 Native/American owned
	 FORMCHECKBOX 
 African/American owned

	 FORMCHECKBOX 
 Asian/American owned
	 FORMCHECKBOX 
 Woman-owned

	 FORMCHECKBOX 
 Hispanic/American owned
	 FORMCHECKBOX 
 Other (specify):      

	

	Our company is located in:
	 FORMCHECKBOX 
 Brownfield

	 FORMCHECKBOX 
 Distressed inner-city area
	 FORMCHECKBOX 
 Enterprise Zone (provide EZ Number)      

	 FORMCHECKBOX 
 HUB Zone
	 FORMCHECKBOX 
 Rural area


Section 2: Consortium Training Program Budget
	A.

BUDGET

CATEGORY
	B.

TOTAL 
(C+D)
	C.

IWT ASSISTANCE REQUESTED
	D.

* EMPLOYER

CONTRIBUTION

	1. Instructor Wages/Tuition
	     
	     
	     

	2. Curriculum Development
	-0-
	-0-
	-0-

	3. Manuals/Textbooks
	-0-
	-0-
	-0-

	4. Indirect Training Costs (trainee wages, travel, food, lodging, etc.)
	     
	NA 
	     

	5. TOTAL
	     
	     
	     

	

	IWT Cost per Trainee (Line 5 Column C divided by Number of Trainees) =
	     
	Employer Contribution Ratio (Line 5 Column D divided by Line 5 Column C) =
	     


Note:  Businesses will required to provide a minimum of 25% of the requested direct training, costs; i.e., instructors’ wages, curriculum development and manuals/textbooks (some exceptions may apply).  Other examples of employer contribution include, but are not limited to, expenses associated with additional instruction/tuition, curriculum development include, the use of space and equipment during the training project (please show calculation used to assign a value), and trainee wages (including benefits) of employees during training which may be used in conjunction with the direct training costs if business is in a rural area.
Certification by Authorized Company Representative
[ NOTE: The individual signing the application below must have authority to enter into contracts on behalf of the applying company. ]

As an authorized representative of the company listed above, I hereby certify that the information listed above and attached to this application is true and accurate and I am aware that any false information or intended omissions may subject me to civil or criminal penalties for filing of false public records and/or forfeiture of any training award approved through this program. 

	Signature:  
	Title:       

	Print Name:       
	Date:  3/15/2010

	Email address:       


Admin. Only


IN       ________


IWT # ________


PY ___________


Region________





OPEN TO FLORIDA RESIDENTS ONLY!


Please submit this form with your Conference Registration Form no later than April 15, 2010.  It is recommended that you use the instruction guide when filling this out to ensure proper completion.
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