Arkansas Incumbent Worker Training Program

APPLICATION CHECKLIST
 FORMCHECKBOX 

Applicant is a private sector business or group of businesses that meets the following criteria:



 FORMCHECKBOX 
  Has been in operation in Arkansas during the last twelve months



 FORMCHECKBOX 
  Proposes training at an Arkansas facility



 FORMCHECKBOX 
  Current on all state tax obligations


 FORMCHECKBOX 

Application is completed thoroughly and according to the instructions


 FORMCHECKBOX 

Match funds have been identified in the application and are equal to the IWTP funding requested.


 FORMCHECKBOX 

One original and five copies of the application and attachments have been prepared.
 FORMCHECKBOX 

Application and copies were submitted and arrived at DWS no later than March 31, 2010, 4:30 p.m.



Arkansas Incumbent Worker Training Program

APPLICATION 
Due Date:  March 31, 2010
Please refer to the application instructions for eligible applicants and submission requirements.

The space provided is not indicative of the answer required; therefore, this application should be completed, and submitted, electronically as well in hard copy.  The form will enlarge as information is entered.

The application instructions and an electronic version of this form can be downloaded from the Internet at http://www.dws.arkansas.gov/Employers/index.htm
Part I.  Administrative Data
	Applicant Information

	Company Name
	

	Authorized Company Representative Name and Title
	

	Street Address
	

	City, State, Zip
	

	County and County Tier (see instr)
	

	Telephone Number
	

	Fax Number
	

	Email
	

	Alternate Contact
	

	Email
	

	Alternate Telephone Number
	

	Years in Business
	

	Federal Employer ID Number
	

	Unemployment Comp ID Number
	

	Arkansas Sales Tax Number
	

	Is Your Company Current on all State of Arkansas Tax Obligations?
	 FORMCHECKBOX 
  Yes

(Double Click on box to Check Yes or No)
 FORMCHECKBOX 
  No

	Primary NAICS Codes:
	

	Type/description of your business, product(s) and/or service(s).
	

	Number of Full-Time Employees
	

	Number of Trainees for this Request and Occupation Codes (SOC) of Trainee positions
	

	How many other companies are partnering with you on this training project?
	

	What is your contribution to the training partnership?
	

	Do you agree to comply with Arkansas State Law in regard to any contract that may result from this application?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


	Partner Information – Partner #1


 FORMCHECKBOX 
 Check if Not Applicable

	Company Name
	

	Authorized Company Representative Name and Title
	

	Street Address
	

	City, State, Zip
	

	County
	

	Telephone Number
	

	Fax Number
	

	Email
	

	Company Website Address
	

	Years in Business
	

	Federal Employer ID Number
	

	Unemployment Comp ID Number
	

	Arkansas Sales Tax Number
	

	Is Your Company Current on all State of Arkansas Tax Obligations?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Primary NAICS Codes:
	

	Type/description of your business, product(s) and/or service(s).
	

	Number of Full-Time Employees
	

	Number of Trainees for this Request
	

	How many other companies are partnering with you on this training project?
	

	What is Partner #1’s contribution to the training partnership?
	

	Do you agree to comply with Arkansas State Law in regard to any contract that may result from this application?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


For additional partners, duplicate this table and insert here recording the names and information of the additional partners.

Part II.  Management/Technical Proposal
	Training Project Information

	Address of Training Site
	

	Total Number of Trainees. Follow up information will require the number of employees enrolled and completing training.
	

	How will the community be affected by the training?
	

	How can the training be replicated and/or sustained?
	

	Describe the benefits companies receive by participating in the partnership.
	


Provide an overview of the proposed activities of this program, including a proposed time schedule for the project and the goals associated with each activity.  Funding will not be provided for any part of the training activity conducted prior to award. For Goals of Activity, reference Mandatory Requirements in Section V, Part II of the Application Instructions.

	Proposed Start Date
	Proposed End Date
	Activity
	Goals of Activity

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Outcome Objectives

	Is the training critical to the viability of your company?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, how?

	Will the training lower employee turnover in your company?  If yes, please provide turnover rate as of date of the application.
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, how?

	Will the training increase the profitability of your company?  If yes, please provide current ROI information.
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, how?

	Will the training save jobs or create jobs within your company?
	 FORMCHECKBOX 
 Save Jobs    
 FORMCHECKBOX 
 Create Jobs

 FORMCHECKBOX 
 Neither

	If you marked save jobs or create jobs please provide current number of employees and vacant positions.

List number and type of jobs to be saved and/or created (entry-level, professional, technical, other)

Will the training result in any openings in entry-level positions due to trainee’s upward mobility.  Please provide details.
	

	Will the training improve long-term or short-term wage levels of trainees?  Wage information of trainees will be requested.
	 FORMCHECKBOX 
 Long-term

 FORMCHECKBOX 
 Short-term

 FORMCHECKBOX 
 Neither

	If you marked long-term or short-term, what percentage level will the trainee wages increase?
	   %

	Will the training assist in the improvement of international trade opportunities?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, how?

	Will the training help prevent your company from having to close or relocate its operations?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, how?

	What skills will your employees gain from this training?
	
	Please describe.

	What method of evaluation or data collection will your company use to indicate if the training has successfully met its proposed outcomes?
	
	


	Training Provider

	Name of Provider
	

	Street Address
	

	City, State, Zip
	

	Contact Name
	

	Telephone Number
	

	Fax Number
	

	Email
	

	Provider Federal Employer ID #
	

	Type of Training Provider
	 FORMCHECKBOX 
 Arkansas Public Provider
    FORMCHECKBOX 
 Non-Arkansas Provider

 FORMCHECKBOX 
 Arkansas Private Provider         FORMCHECKBOX 
 Employee of Company

	If Non-Arkansas Provider:

Is there an Arkansas Provider that is capable of performing the training?

Reason for not selecting an Arkansas provider.
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No




Part III.  Cost Proposal
	Project Budget


Reference Section V, Part III of the IWTP Application Instructions
Project Training Costs 
	Proposed Start/

Completion Date
	Activity
	# of Trainees
	Provider
	Provider Hourly Rate/Cost per Activity
	Number of Hours

(If Applicable)
	IWTP Amount
	Company Match Amount

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Total Project Training Costs
	
	


Trainee Wages – Use this table to calculate trainee wages, which can be used towards the Company Match of funds.  Trainees must be paid full wages while in training if trainee wages are listed as Match funds.  NOTE:  Incumbent Worker Training Funds cannot be used for reimbursement of trainee wages.  Add rows to the table as necessary to include all jobs.
	Job Title
	# of Jobs
	Average Hourly Wage Rate*
	# of Hours
	Total Company Match Amount

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total Trainee Wages
	


*Average hourly rate does not include fringe benefits.

Miscellaneous Costs – Identify non-personal costs associated with the training project.  Reference Section V, Part III of the instructions.
	Item (Specify)
	Cost Per Item
	Total IWTP Funding
	Total Company Match

	1. 
	
	
	
	

	2. 
	
	
	
	

	3. 
	
	
	
	

	4. 
	
	
	
	

	5. 
	
	
	
	

	6. 
	
	
	
	

	7. 
	
	
	
	

	8. 
	
	
	
	

	9. 
	
	
	
	

	10. 
	
	
	
	

	Total Miscellaneous Training Costs
	
	


A separate narrative justification must be provided for each individual Miscellaneous Training category including how the cost was calculated and its relevance to the activities of the project.

	Item #
	Justification

	
	

	
	

	
	

	
	

	
	


Summary of Costs

	Type of Cost
	Total IWTP Funding
	Total Company Match
	Total (IWTP + Match)

	Project Training Costs
	
	
	

	Trainee Wages
	N/A
	
	

	Miscellaneous Training Costs
	
	
	

	TOTAL
	
	
	


	Funding Information

	Total Amount of Funds Requested
	

	Total Applicant Match
	

	Total of Training Project

(Should equal Amount of this Request plus Applicant Match from above)
	

	Is your company receiving or applying for other public training funds?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, explain.

	What is the estimate of the amount your company plans to spend on training in the current year?
	

	What cash/in-kind match will you be contributing?
	


	Involvement in Arkansas’ Workforce Development System

	Would your company make job openings within your company available through the Arkansas Workforce Centers?
	 FORMCHECKBOX 
  Yes  

 FORMCHECKBOX 
  No

	Is your company willing to contribute to the Workforce Investment System in Arkansas by participating in quarterly forums, serving on the Local WIBs, and providing feedback to employer needs surveys?
	 FORMCHECKBOX 
  Yes 

 FORMCHECKBOX 
  No.  Please explain.



	Do you authorize the AWIB and the DWS to document your project for public information purposes (press releases, video, etc.)?
	 FORMCHECKBOX 
  Yes  

 FORMCHECKBOX 
  No



	How did you learn about Arkansas Incumbent Worker Training Program?
	


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. I understand that our business will not be reimbursed for expenses incurred before the date of award or for any expenses incurred after the contract expiration date.  

Signature 

Title 

Print Name 

Date 

Email address 

Phone 

REMINDER:  Remember to submit the required copies—one original and five copies.
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