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Kentucky Office of Vocational Rehabilitation
Application Worksheet
	Referral:

	[bookmark: Text28][bookmark: _GoBack]Caseload:       
	Case Number:      
	[bookmark: Text26][bookmark: Text83][bookmark: Check124][bookmark: Check125]SSN:                     |_|Doesn’t know |_|Refuses to disclose 

	[bookmark: Text7]Last Name:       
	[bookmark: Text8]First Name:       
	[bookmark: Text6]MI:   

	[bookmark: Text5]Date of Birth:       
	[bookmark: Text27]Referral Source:       
	Referral Date:            

	Reported Impairment:                                    
	Reported Cause:                                            

	[bookmark: Text84]Street :       
	[bookmark: Text85]City:       
	[bookmark: Text102]State:     
	[bookmark: Text87]ZIP:       
	[bookmark: Text88]County:       

	[bookmark: Text2][bookmark: Text101]E-Mail Address:                                                     
	[bookmark: Text4]Telephone:                                                      
	SMS:      

	[bookmark: Text1][bookmark: Text3]Secondary contact information:                                                                                             
	Telephone:       

	[bookmark: Check117][bookmark: Check118][bookmark: Check119]Is consumer on active military duty? |_|No  |_|Armed Forces Europe – includes Canada, Middle East and Africa |_|Armed Forces Pacific |_|Armed Forces Central and South Americas

	Is Primary Domicile outside the U.S. |_| No |_| Canada |_| Mexico |_| Other Country


[bookmark: Check55][bookmark: Check56] Application Date:                                         Legally eligible to work in the United States? |_| Yes  |_| No (See Policies & Procedures)

	Application:

	Ethnicity: Hispanic/Latino |_| Yes   |_| No  |_| Did not Self-Identify

	[bookmark: Check1][bookmark: Check3][bookmark: Check5][bookmark: Check2][bookmark: Check6][bookmark: Check127]Race (check one or more):|_| White |_| Black African American |_| American Indian/Alaskan Native |_| Asian |_| Native Hawaiian Other Pacific    |_| Did not Self-Identify
	[bookmark: Check108][bookmark: Check126][bookmark: Check109]Gender: |_| Male |_| Female   |_|  Did not Self-Identify                                            

	Primary Impairment:                                    
	Primary Cause:     

	Secondary Impairment:                                    
	Secondary Cause:                                      

	[bookmark: Dropdown1]Level of Education:       

	Student in Secondary Education: |_| No     |_| Is a student with a 504 Accommodation Plan   |_| Is a student receiving services under an IEP  
|_| Is a student with a disability NOT covered by Section 504 or an IEP

	[bookmark: Check111]Currently Enrolled School: |_| Grade:                               Credit Hours:        Expected Graduation Date  :                                           
School:                   

	Primary Source of Support:                                              

	Employment Status:   _______________________   Primary Occupation (6 Digit SOC Code)      

	[bookmark: Text100]Hourly Wages:      
	[bookmark: Text98]Hours Worked:     
	[bookmark: Text99]Weekly Earnings:      
	Veteran Status: |_| Yes |_| No

	Living Arrangements:  _____________________________ 
	[bookmark: Check12]Convicted Felon: |_| Not an offender 
|_| Offender/Non-Felony  |_|Felony Offender

	PUBLIC SUPPORT
	MEDICAL INSURANCE                     
	          COMPARABLE BENEFITS

	Source
	Y
	Amount
	Source
	Y
	Amount
	Source
	Y
	
	Source
	Y
	

	K-TAP
	[bookmark: Check13]|_|
	[bookmark: Text46]$     
	SSI-Aged
	[bookmark: Check19]|_|
	[bookmark: Text52]$     
	Medicaid
	[bookmark: Check25]|_|
	
	Comm. Men. Health
	[bookmark: Check31]|_|
	

	GA
	[bookmark: Check14]|_|
	[bookmark: Text47]$     
	SSI-Blind
	[bookmark: Check20]|_|
	[bookmark: Text53]$     
	Medicare
	[bookmark: Check26]|_|
	
	PELL
	[bookmark: Check32]|_|
	

	VET-D
	[bookmark: Check15]|_|
	[bookmark: Text48]$     
	SSI-Disabled
	[bookmark: Check24]|_|
	[bookmark: Text54]$     
	Public from other sources
	[bookmark: Check123]|_|
	
	Veteran’s Admin.
	[bookmark: Check33]|_|
	

	
	
	
	
	
	
	
	
	
	Worker’s Comp.
	[bookmark: Check128]|_|
	

	W-COMP
	[bookmark: Check16]|_|
	[bookmark: Text49]$     
	SSDI
	[bookmark: Check21]|_|
	[bookmark: Text55]$     
	State or Federal Affordable Care Act
	[bookmark: Check27]|_|
	
	
	
	

	
	
	
	
	
	
	
	
	
	Michelle P, SCL, Other Waiver
	[bookmark: Check129]|_|
	

	Unemployment Insurance (UI)
	[bookmark: Check17]|_|
	[bookmark: Text50]$     
	Total Amount of
Support
	$     
	Private-Employer
	[bookmark: Check28]|_|
	
	Qualified Medicare Beneficiary (QMB)
	[bookmark: Check34]|_|
	

	
	
	
	
	
	Private-Other
	|_|
	
	Other/UI
	[bookmark: Check114]|_|
	

	[bookmark: Text45]Other      
	[bookmark: Check18]|_|
	[bookmark: Text51]$     
	
	
	Pending Private-Employer
	[bookmark: Check113]|_|
	
	Other
	[bookmark: Check115]|_|
	

	[bookmark: Check120][bookmark: Check121][bookmark: Check122]SSI: |_| Pending |_| Denied |_| Benefits Discontinued  
	                      SSDI: |_| Pending |_| Denied |_| Benefits Discontinued



Assignable Ticket to Work:  |_| Yes |_| No	Drawing benefits off a different wage earner |_|  Assigned to:     			                          
Skills and Work History
	Skills:

	Has Driver’s License:  |_| Yes |_| No |_| Permit
	[bookmark: Text60]Means of Transportation:       

	[bookmark: Text61]Job Preferences:       

	[bookmark: Text62]Training/Skills/Certification:       

	Employment History:

	[bookmark: Text66]Employer:       

	[bookmark: Text67]Title:       

	[bookmark: Text68]Hourly Wages:       
	[bookmark: Text69]Hours per Week:       

	[bookmark: Text70]Begin Date:       
	[bookmark: Text89]End Date:       

	[bookmark: Text71]Termination Reason:       

	[bookmark: Text72]Employer:       

	[bookmark: Text73]Title:       

	[bookmark: Text74]Hourly Wages:       
	[bookmark: Text75]Hours per Week:       

	[bookmark: Text76]Begin Date:       
	End Date:       

	[bookmark: Text77]Termination Reason:       



[bookmark: Check104][bookmark: Check105][bookmark: Check106][bookmark: Check107]Voter Registration |_| Offered |_| Completed (Date Mailed ______________________. |_| Already registered |_| Declined   

For counselor use only:      
	Applicant Statement

	I understand, I will not be denied services on the basis of sex, race, color, age, national origin, religion, disability, genetic information, marital status, sexual orientation, gender identity, citizenship, pregnancy or veteran status, or any other status protected by applicable law. 
I understand the need for the Office of Vocational Rehabilitation to collect information about me and authorize release of any medical, psychological, educational or other information to the Office of Vocational Rehabilitation.  I have been provided with a copy of the “Consumer Guide” which contains a written description of the program and my right and responsibilities.

[bookmark: Check39]|_| I give permission for OVR to use SMS/text messaging to communicate with me at the number found on this form. 
[bookmark: Check63]|_|I give my permission for OVR to use email to communicate with me at the email address found on this form. 
[bookmark: Check40]|_| I do not give permission for OVR to use e-mail to communicate with me.

The information I have given is true to the best of my knowledge and I hereby request vocational rehabilitation services.  I understand that my signature signifies my intent to work after completion of vocational rehabilitation services.

[bookmark: Text80][bookmark: Text90]                                                                                                                                                                                             
Signature:  Counselor                                      Date                               Signature:  Individual                                          Date

[bookmark: Text81][bookmark: Check41][bookmark: Check42]                                                                                                           |_| Parent (if under 18)        |_| Court-appointed legal guardian
Signature: Legal Guardian (Please Specify)   Date


This original form is to be filed in consumer case file
Page 2 of 2

image1.jpeg
)
Kentucky
Career Center
Vocational Rehabilitation




