
 
OJT Employer Reimbursement Request 

 
Employee’s Name: _______________________________                Pay Period:_________________________________________  
 
Social Security #: _________________________________       Supervisor: ________________________________________  
 
Job Title: _______________________________________  Authorizing Payment: ________________________________  
 
Date Hired: _____________________________________         Business Name:  ___________________________________  
 
Contract End Date: _______________________________     Business Address:  __________________________________  
  
Hours Authorized: ________________________________        Wage Rate: ________________________________________  
 

 Maximum Reimbursement:  ________________________      Reimbursement Hourly Rate: __________________________  
                    

Hours Worked this Period: __________        Month _______________________         Year  _______________ 
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Employee’s Signature: __________________________           Supervisor Signature: ______________________________ 
               Authorized Signature: ______________________________ 
 
       Supervisor’s 
Hours       Tasks to be Learned             Initials
  
 ______   ____________________________________   __________  

 ______   ____________________________________   __________  

 ______   ____________________________________   __________  

 ______   ____________________________________   __________  

 ______   ____________________________________   __________  

 ______   ____________________________________   __________  

  ______     TOTAL 
 
Comments:  __________________________________________________  

 ____________________________________________________________  

 

Do NOT write below this line                                                 For Office Use Only 

Total hours this month:  __________________________________ 
Total reimbursement this month: ___________________________ 
Approved by Workforce Representative: _____________________ 
Check No.:  __________________         Date Paid: ____________ 
 

Total hours accrued: _______________________ 
Hours remaining: __________________________ 
Total reimbursement accrued: _______________ 
Date: ____________     Amount paid: _________ 

 

 
Trainee Evaluation 

Grading Key:  A = Excellent    B= Good 

                        C =  Average    D = Poor 

 

 

Acceptance of Responsibility 

 

 

Promptness Reporting to Work 

 

 

Displays Initiative 

 

 

Accuracy 

 

 

Conduct & Attitude 

 

 

Cooperation 

 

 

Degree of Job Knowledge & Skills 

 

Productivity 

 

 

 

Mail original to: 
Bay Consortium Workforce Development Board, Inc.  
P.O. Box 1117  
Warsaw, VA  22572 
 


