
YAB No. 12 Attachment 1 

South Central Workforce Council 
WIA SUPPORT SERVICE FORM 

 
Name:                 Title:    ______________  

SSN:                 Date:    ______________ 

Subcode:       Counselor:       Phone:         

Support Type:   SUS - Support Service 
      PSS - Post Support Service 
      NRP - Needs Related Payments* 
Service Code:   TRN - Transportation 
      HEC - Health Care 
      CHC - Family Care 
      TPS - Housing or rental assistance 
      FCU - Counseling: personal, financial, or legal 
      MFS - Meals/Food 
      CLO - Clothes 
      OTH - Other (describe in justification) 
      TRG - Training; post support service 
 
Amount:                              Date Service Received:  ________  
 
Justification for Services: Availability of all non-WIA resources have been researched prior to WIA 
Support Service expenditure. 
_____________________________________________________________________________________

_____________________________________________________________________________________

___________________________________________________________________ 

  
Vendor Information: 

 
  Name:      ______________________________________________ 

 
   Address: ______________________________________________ 

 
   City:        _______________ Zip:  _________ Phone:                        
 
Authorized Signature: _______________________________________________ 
 
Participant Signature: ______________________________________________ 
(Participant Signature not required if reporting needs related payments.)  
 
* When reporting Needs Related Payments use this form only for closing reports at the end of 
the program year. 
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