m D DEPARTMENT or

CALIFORNIA STATE UNIVERSITY REHABILITATION

SAN BERNARDINO Pl s

WorkAbility IV
Job Placement Form

Name of WAIV Participant:

Job Title:

Official Start Date:

Starting Salary: $ Hour Month Annual

Employment Status: Full-time Part-time Temporary Internship

Number of hours per week:

Employer or Company Name:

Employer or Company Address:

Name of immediate supervisor:

Supervisor Contact Information:

Work Email Address:

Description of Duties:

List any issues or concerns with placement:

List any accommodations requested:

Note: Form must be completed and returned within one week of receipt.

WorkAbility 1V 5500 University Parkway, San Bernardino, CA 92407
Phone: 909.537.7207  Fax: 909.537.7755  Email: WAIV@csusb.edu
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