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[bookmark: _GoBack]Kentucky Office of Vocational Rehabilitation
OVR 7A - INDIVIDUALIZED PLAN FOR EMPLOYMENT
AMENDMENT

Based upon mutual agreement, this will serve as an amendment to my Individualized Plan for Employment (IPE).  I understand that all other elements of my original IPE are still in effect.

[bookmark: Text48][bookmark: Text49][bookmark: Text50]NAME:                                                                                                                         CASE NUMBER:       	

	
CHANGES IN EMPLOYMENT OUTCOME (WORK GOAL):
[bookmark: Check1][bookmark: Text51][bookmark: Text52]	|_| I want to change my work goal from:       	 to:       
                                                                                                                                                                  (Include SOC code)

CHANGES NECESSARY TO MEET MY GOAL
	

	SERVICE:
	PROVIDER: 
	FUNDING SOURCE/
COMPARABLE BENEFITS
	BEGINNING DATE 
(Mo/Yr)
	Other
Information

	|_|Add
|_|Remove
|_|Change
	     

	     
	     
	     
	     

	|_|Add
|_|Remove
|_|Change
	     


	     
	     
	     
	     

	|_|Add
|_|Remove
|_|Change
	     
	     
	     
	     
	     



[bookmark: Check11][bookmark: Text68]|_|	SUPPORTED EMPLOYMENT SERVICES HAVE BEEN ADDED TO MY PLAN.  THE EXTENDED SERVICE I WILL NEED AFTER MY CASE IS CLOSED IS:       

[bookmark: Text69]PROVIDED BY:       	

[bookmark: Text70]I INTEND TO COMPLETE MY WORK PLAN, AND MY CASE WILL BE CLOSED SUCCESSFULLY BY:      

OTHER RESOURCES AVAILABLE TO ME THAT I WILL USE THROUGHOUT MY REHABILITATION PROGRAM:

BENEFIT:			BENEFIT:			BENEFIT:			BENEFIT:
[bookmark: Check12][bookmark: Check16][bookmark: Check20][bookmark: Check24][bookmark: Text75]|_| KTAP			|_|Workers Comp		|_|State Mental Hospital		|_|Other     
[bookmark: Check13][bookmark: Check17][bookmark: Check21][bookmark: Check25][bookmark: Text74]|_| SSI/SSDI			|_|Private Health Insurance	|_| Mental Health Facilities	|_|Other     
[bookmark: Check18][bookmark: Check22][bookmark: Check26]|_| OET			              |_|DES				|_|Pell Grant			|_|Comparable Benefits
[bookmark: Check19][bookmark: Check23][bookmark: Check27]|_|Veterans Benefits		|_|Kentucky Career Center              |_|Medicaid/Medicare		|_|Not Available

I understand that Office of Vocational Rehabilitation services depend on the availability of State and Federal Funds and/or openings at facilities/schools.  If I have questions or concerns that cannot be addressed by my Rehabilitation Counselor, I will consult the Consumer Guide to find information on my rights, responsibilities, and the Client Assistance Program.  I was given a copy of my Individualized Plan for Employment and am aware that my work plan will be reviewed annually.


[bookmark: Text71]	     	
Consumer Signature	Date

[bookmark: Text72]	     	
Parent or Guardian Signature	Date

[bookmark: Text73]	     	
Vocational Rehabilitation Counselor Signature	Date
