	FFA-191-FF (7-17)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Family Assistance Administration

EMPLOYABILITY DATA

(Medical, Social, Employment Summary)
	

	
	Completion: Entire form is completed by FAA worker.
	MAIL DROP
     

	CASE NAME (Last, First, M.I.)
     
	CASE NO.

     
	WORKER’S NAME

     

	REFERRED TO VR

 FORMCHECKBOX 
 Voluntary

 FORMCHECKBOX 
 Mandatory
	REFERRED TO DMC FOR DETERMINATION OF

 FORMCHECKBOX 
 CA Disability

 FORMCHECKBOX 
 CA Work Program Exemption
	CASE STATUS

 FORMCHECKBOX 
 Pending
 FORMCHECKBOX 
 Fair Hearing Scheduled

 FORMCHECKBOX 
 Active

	NAME – IF DIFFERENT FROM CASE NAME (Last, First, M.I.)
     

	MAILING ADDRESS (No., Street, Apartment or Space No., City, State, ZIP)
     

	HOME ADDRESS – IF DIFFERENT FROM ABOVE (No., Street, Apartment or Space No., City, State, ZIP)

     

	DATE OF BIRTH
     
	ETHNICITY

 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Black
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 Native American
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Other

	SEX

 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Male
	MARITAL STATUS

 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Separated
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Widowed

	LIVING ARRANGEMENT

 FORMCHECKBOX 
 With Parents
 FORMCHECKBOX 
 With Spouse

 FORMCHECKBOX 
 Alone
 FORMCHECKBOX 
 With Children

 FORMCHECKBOX 
 Drug/Alcohol Rehab Center
	HIGHEST 

GRADE COMPLETED

     
	DOES THIS PERSON

Speak English
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Read English
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Write English
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	OTHER LANGUAGES THIS PERSON SPEAKS, READS OR WRITES

     

	SPECIAL OR VOCATIONAL REHABILITATION PROGRAMS ATTENDED (Names and Dates of Training Programs)

     

	MEDICAL DATA

	MENTAL OR PHYSICAL DISABILITIES AND PROBLEMS (Include Dates of Illness)

     

	Doctors Seen and/or Periods of Hospitalization

	Doctor/Hospital
	Address
	Date(s)
	Reason

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	EMPLOYMENT (List work experience, starting with most recent job)

	Occupation
	Employer Name and Address
	Date(s) of Employment
	Reason for Leaving

	     
	     
	     
	     

	     
	     
	     
	     

	APPLICANT”S SIGNATURE
	DATE
     

	SOCIAL INFORMATION/OBSERVATION

	PERSON’S DESCRIPTION OF DISABILITY

     
	DATE PERSON EXPECTS 
TO RETURN TO WORK

     

	ENTER YOUR OBSERVATIONS OF THIS PERSON AND REASONS FOR BEING UNABLE TO WORK
     

	EI WORKER’S NAME (Print)

     
	EI WORKER’S SIGNATURE
	PHONE NO.
     
	DATE
     



See reverse forADA/LEP/GINA disclosures.
Completion Instructions for FA-191

EMPLOYABILITY DATA

A. Purpose.  To provide employability data to the District Medical Consultant (DMC), Vocational Rehabilitation, or personnel regarding applicant/recipient who has applied for Cash Assistance.

B. Completion. The worker completes this form. All parts are self-explanatory. Make three copies.
C. Routing. Original and one copy are routed to the District Medical Consultant (DMC) with FA-192, DMC Certification of Un-employability, or to the referred agency. The third copy is retained in the case file. The original is returned to the worker from the DMC or referred agency.

D. Retention. The original is retained in the case file until the file is destroyed.
Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that, you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if possible. To request this document in alternative format or for further information about this policy, contact your local office manager; TTY/TDD Services: 7-1-1.

