Grantee:__________________ CDBG Contract No:___________________

Activity No:__________  Activity Name:_____________________________

LS-17. CERTIFICATION FOR APPLICABLE FRINGE BENEFIT PAYMENTS

PROJECT NAME:
___________________________________________________________________

NAME OF CONTRACTOR/SUB: _________________________________________________________

Provide the name, address, and telephone number of each Plan for fringe benefits provided. List for each classification if different. 

	1.
Employee Classification:

	
Health and Welfare:


	
Pension:

	
Vacation:

	
Apprenticeship/Training:


	
Other:

	2.
Employee Classification:

	
Health and Welfare:

	
Pension:

	
Vacation:


	
Apprenticeship/Training:

	
Other:

	3.
Employee Classification:

	
Health and Welfare:

	
Pension:

	
Vacation:

	
Apprenticeship/Training:


	
Other:


I hereby certify that I make payments to the fringe benefit plans, funds, or programs identified above.

___________________________________________________
__________________________

Signature (must be owner/principal/officer as shown on LS-2/3)

Date

___________________________________________________
__________________________

Typed Name












Title

LS-17 2/98

