
This workforce development program is an equal opportunity employer/program. 
Auxiliary aids and services are available upon request for individuals with disabilities. 

Relay 711 or (800) 326-6868

Self-Attestation

Full Name: ____________________________________________ 

Last four of the SSN: ____________________________________________ 

Purpose: ____________________________________________ 

Statement: Please be as specific as possible (the statement must be legible). 

---------------------------------- ----------- 
Program Participant Signature Date 
By signing this document, I do hereby certify that the information provided is true to the best of 
my knowledge. I am also aware that I am subject to immediate termination from the WIOA Title 
I program if I intentionally supply inaccurate or misleading information.

This portion is to be completed by the Career Coach or eligibility representative: 

Comments: 

---------------------------------- ----------- 
Program Staff Signature Date 

Note: In the event the participant’s self-attestation refers to Selective Service registration 
requirements please review TEGL 11-11 changes 1 and 2 for instructions and acceptable support 
documentation. 
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