Work Experience Wage Subsidy Agreement
Montana WIOA Program
<Service Provider Name>
<Service Provider Address>
< City, MT, Local Zip>
Modification #

Participant Name Agreement #
Funding Source Case Manager Name
Agreement Start Date Agreement End Date

NOTE: All participants must be covered by Montana State Workers’ Compensation, Federal Workers’ Compensation,
or private liability insurance. If the participant is covered by private insurance, please attach proof of insurance.

Work Experience wages are not subject to payment of Ul taxes by the employer and WEX participants do not earn
wage credits during their participation. MCA 39-51-204 (1)(m)

Employer Name Organizational Type

If Sole Proprietorship — Employer Name Unemployment Workers’ Compensation #
Insurance #

Training Address Telephone Number

City State Zip

Supervisor’'s Name

Wage Information

Wage Total Agreement Hours Reimbursement Total Wage
% Rate
Hours per Week Designated Pay Period
Weekly
Bi-weekly
Monthly

Fringe Benefits

Total Wage X % Employer’s Share FICA | = Total X % Employer’s Workers’ | =
Wage Comp
Total Wage X Other Fringe Amount = Other Fringe Description

Other Costs (items provided at a cost to the employer such as uniforms, training materials, etc)

Other Amount Other Amount Obligated Description

Total Wage + Total Fringe + Other Amount = Total Obligated Amount

07/01/15



Participant Name Agreement #

General Agreement

<Service Provider Name>, a WIOA service provider (hereinafter called the service provider) and the
employer mutually agree to participate in an employment and training program in accordance with the
laws, regulations, rules and procedures of the Montana Department of Labor & Industry, the State of
Montana, and the Workforce Innovation and Opportunity Act of 2014. The employer shall provide
employment and other services specified in this Agreement, the general Memorandum of Agreement and
Training Summary.

Reimbursement to the employer by the service provider under this agreement shall not exceed the
amount specified in the obligation. Pursuant to the terms of this agreement persons receiving services
under this agreement shall be certified as eligible for WIOA by the service provider. Further, the
employer agrees to submit, no less than monthly, an invoice based on the employer’s pay period, and to
submit a final invoice upon termination of this agreement. Appropriate forms and reporting instructions
shall be provided by the service provider for all reports required hereunder.

Employer Authorized Signature Service Provider’s Authorized Signature
Signature Date Signature Date
Name, Title (Print or Type) Name, Title (Print or Type)

07/01/15



