	Date

Paid
	Hourly


Rate
	Number


of Hours
	Gross


Earnings
	Tips
	Earned Income

Credit - If Paid

Separately
	Credit

Union
	Savings


Bonds
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     

	     
	     
	  
	     
	     
	     
	     
	     
	     


	Miscellaneous - Please Identify        

	     


 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

No

 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

No

Employee Name:       
Date:       
Soc. Sec. No.:       
Date of Birth:       
Client I.D.:       
      
Re: Case Name:       
     
     
envelope by:       
Date Employment Started         
Date First Check Received       
Date Employment Ended          
Date Last Check Received       
By       
Phone       
R.O.       
If yes, please indicate name of Insurance company
       
Subscriber's Number
       
Members covered (identify by name)
       
Effective date of coverage
       
Effective date coverage terminated
       
     
     
     
     
     
     
Fax          
Is the paycheck deposited directly into an account?
 FORMCHECKBOX  
 Yes
 FORMCHECKBOX  
 No
Bank Name/Address

     




W-35 (Rev. 3/04)





STATE OF CONNECTICUT - DEPARTMENT OF SOCIAL SERVICES


CERTIFICATE FOR DISCLOSURE OF GROSS WAGES, SALARY OR COMMISSION PAID





Address:





If address is incorrect, please furnish correct one under Miscellaneous.





TO:  





THE PERSON NAMED IN THE UPPER LEFT CORNER HAS APPLIED FOR OR IS RECEIVING AID FROM THE STATE, OR IS LIABLE FOR THE SUPPORT OF SUCH APPLICANTS OR RECIPIENTS. IN ACCORDANCE WITH THE PROVISIONS OF SECTION 17b-137 OF THE CONNECTICUT GENERAL STATUTES, YOU ARE REQUIRED TO DISCLOSE THE GROSS WAGES, SALARY OR COMMISSION PAID TO SUCH PERSON.





FAILURE TO RESPOND TO THIS CERTIFICATE WILL RESULT IN A SUBPOENA BEING ISSUED IN ACCORDANCE WITH THE PROVISIONS OF SECTION


17b-137 OF THE GENERAL STATUTES REQUIRING YOUR ATTENDANCE, TESTIMONY, AND ALL BOOKS AND PAPERS PERTAINING TO SUCH


INFORMATION AT A TIME AND PLACE TO BE DETERMINED BY THE COMMISSIONER OF SOCIAL SERVICES OR HIS/HER AUTHORIZED


REPRESENTATIVE. THIS INFORMATION IS CONFIDENTIAL PER SECTION 17b-90 OF THE GENERAL STATUTES, AND IS NOT TO BE USED FOR ANY


PURPOSE OTHER THAN THE ADMINISTRATION OF DEPARTMENT PROGRAMS.





Please supply information for payroll periods covering





Please complete and return in the enclosed self-addressed





through





Commissioner of Social Services





Authorized Representative





Note to Employers: Computer generated payroll information can be attached to this form instead of completing corresponding sections of the matrix


above. Be sure to provide all other requested information and sign the form.





Does the employee have medical coverage?





Does the employee have medical coverage for the family?





Signature of Employer or


Employer's Representative





Title





Federal Employer I.D. Number





Date





Phone





W-35 INSTRUCTIONS





Certification for Disclosure of Gross Wages, Salary, or Commission Paid.





INSTRUCTIONS TO WORKERS





Use the W-35 to verify employment and earnings of applicants and recipients of state assistance. When such


verification is needed (see Manual for further detail), fill in all the information required in the top half of the form.





1.





In the top portion of this form, complete all seven items identifying the employee.





2.





Below the section showing the employee address and case name (upper left corner), complete the ''To'' line


by directing the form to the Personnel Office (or other appropriate office or person) at the employer company.





3.





Beneath the body of the statement, indicate the time period for which the employer must supply information.





4.





If you wish starting or ending employment dates or check dates other than for the most recent period of


employment, indicate that with a note above those blanks or in an attached letter. If you wish only ending


dates but not starting date, cross out the information not required.





5.





In order to facilitate reporting by the employer, clearly identify what information is needed (or not needed).


For example, if only four pay periods' wages are required, cross out the remaining blocks to so indicate. If


only the ending date of employment and date of last paycheck are needed, circle these items and/or cross out the starting date items. If deduction amounts are not needed, cross them out. Limiting the information requested may result in a more prompt reply.





6.





Write the date a reply is needed by, sign (legibly) the ''Authorized Representative'' line, and give your office


phone number and regional office name.





7.





Include a self-addressed envelope in the mailing to the employer.





INSTRUCTIONS TO EMPLOYERS





1.





Fill in the date of the employee's most recent hiring by the company, and the date of the employee's first


paycheck after the most recent hiring. If the employee has terminated employment, fill in the date of


termination and the date of the last paycheck.





2.





List in chronological order (most recent pay period first) what income the employee received by pay period


over the entire time period specified below the body of the form. Indicate all earnings (including tips) paid to


the employee and the amounts of indicated deductions taken out in each pay period.





3.





The ''Miscellaneous'' section may be used to supply any relevant information regarding the employee's


compensation, employment, or termination during the requested time period. It should also be used to


indicate the employee's correct address, if that listed at the top of the form is incorrect.





4.





Complete all items in the bottom section concerning medical coverage and insurance. Sign the form, give


your title, your federal employer I.D. number, date of completion, and work phone number. Then mail the


form back in the envelope provided.





If you have any problems or questions regarding the information requested, call the authorized representative


identified on the form.








