(12/2018)	
Kentucky Office of Vocational Rehabilitation
Individualized Plan for Employment (IPE) 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: Text49][bookmark: _GoBack][bookmark: Text50]Name:      	Case Number:       	
[bookmark: Check1][bookmark: Text51][bookmark: Text52]|_| I want to change my work goal from:       	 to:       
(Include SOC code)
[bookmark: Text70]I intend to complete my work plan, and expect to be working by:      
Changes Necessary to Meet My Goal:
	
	Service:
	Provider: 
	Funding Source/ Comparable Benefits
	Beginning Date 
(Mo./Yr.)
	Other
Information

	[bookmark: Check2]|_|Add
[bookmark: Check3]|_|Remove
[bookmark: Check4]|_|Change
	[bookmark: Text53]     

	[bookmark: Text54]     
	[bookmark: Text55]     
	[bookmark: Text56]     
	[bookmark: Text57]     

	[bookmark: Check5]|_|Add
[bookmark: Check6]|_|Remove
[bookmark: Check7]|_|Change
	[bookmark: Text58]     


	[bookmark: Text59]     
	[bookmark: Text60]     
	[bookmark: Text61]     
	[bookmark: Text62]     

	[bookmark: Check8]|_|Add
[bookmark: Check9]|_|Remove
[bookmark: Check10]|_|Change
	[bookmark: Text63]     
	[bookmark: Text64]     
	[bookmark: Text65]     
	[bookmark: Text66]     
	[bookmark: Text67]     


Other resources available to me that I will use throughout my rehabilitation program:
	
	Benefit
	Service
	
	Benefit
	Service

	|_|
	Adult Basic Education 
	     
	[bookmark: Check37]|_|
	Medicaid/Medicare
	     

	[bookmark: Check31]|_|
	Career (One-Stop) Center/OET
	     
	[bookmark: Check38]|_|
	Pell/KHEAA Grant
	     

	[bookmark: Check32]|_|
	Community Mental Health  
	     
	[bookmark: Check39]|_|
	SSI/SSDI
	     

	[bookmark: Check33]|_|
	Food Stamps/TANF/K-TAP 
	     
	[bookmark: Check40]|_|
	Veterans Benefits
	     

	[bookmark: Check34]|_|
	Health Insurance-Private 
	     
	[bookmark: Check41]|_|
	[bookmark: Text13]Other       
	     

	[bookmark: Check35]|_|
	Local Health Dept./Clinic 
	     
	[bookmark: Check42]|_|
	Other       
	     

	[bookmark: Check36]|_|
	Local School District 
	     
	[bookmark: Check43]|_|
	Comparable Benefits Not Available
	N/A


[bookmark: Check18][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:       
I give permission for Vocational Rehabilitation and the school/facility of my choice and/or SSA to share financial and other information in order to carry out my Individualized Plan for Employment.  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: Check28]|_| Incidental Expenditure, consumer signature is not required (please refer to the Policy and Procedures Manual for limitations regarding Incidental expenditures)

[bookmark: Text71]	     	
Consumer Signature	Date

[bookmark: Text72]	     	
Parent or Guardian Signature	Date

[bookmark: Text73]	     	
Vocational Rehabilitation Counselor Signature	Date
