	DDD-1328A FORFF (7-13)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities
	


REFERRAL TO VOCATIONAL REHABILITATION
	INDIVIDUAL’S NAME (Last, First, M.I.)
     
	DATE

     

	Indicate what is being included.

 FORMCHECKBOX 

Current Individual Support Plan/Person Centered Plan (required)
 FORMCHECKBOX 

Current Medical evaluation(s) (including diagnostic information)
 FORMCHECKBOX 

Current Psychological evaluations(s) (including diagnostic information)
 FORMCHECKBOX 

Vocational evaluation

 FORMCHECKBOX 

School Records

 FORMCHECKBOX 

Other (Specify):      
	
	Check all that apply:

 FORMCHECKBOX 

ALTCS
 FORMCHECKBOX 

State Only
 FORMCHECKBOX 

Targeted
 FORMCHECKBOX 

RBHA
 FORMCHECKBOX 

RBHA Funded
 FORMCHECKBOX 

Current/Former Child in Foster Care

	INDIVIDUAL’S ADDRESS (No., Street, City, State, County, ZIP)

     
	PHONE NO.

     

	GENDER

 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	DATE OF BIRTH
     
	MARITAL STATUS

 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married
	ASSISTS ID NO.

     
	DATE OF ISP

     

	PRIMARY DIAGNOSIS (DDD)

     

	BEHAVIORAL HEALTH  DIAGNOSIS (Identify, if applicable)
     

	LIVING ARRANGEMENT

 FORMCHECKBOX 
 Lives Independently
 FORMCHECKBOX 
 Family Home
 FORMCHECKBOX 
 CDH 
 FORMCHECKBOX 
 ADH
 FORMCHECKBOX 
 Group Home
 FORMCHECKBOX 
 Intermediate Care Facility (ICF)
 FORMCHECKBOX 
 Other (specify):       

	HIGHEST GRADE COMPLETED

IN SCHOOL

     
	RECEIVED HIGH SCHOOL DIPLOMA 
(Not including certificate of completion)
	AGED-OUT OF SCHOOL

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	OTHER EDUCATION/TRAINING

     

	
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	
	

	TRIBAL MEMBER 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  (If yes, check if eligible for VR services through the Tribal 121 Program)  FORMCHECKBOX 

	PRIMARY LANGUAGE
     

	INCOME SOURCE(S) (List monthly amount)

	SSI $
	     
	SSDI $
	     
	Earnings $
	     
	Other $
	     

	CURRENT DAY / VOCATIONAL PROGRAM AND PROVIDER’S NAME

     

	CURRENT MEANS OF TRANSPORTATION / SPECIALIZED TRANSPORTATION NEEDS (i.e.: wheelchair lift, etc.)
     

	REASON FOR REFERRAL TO VOCATIONAL REHABILITATION / VOCATIONAL OUTCOME / OBJECTIVE

     

	VOCATIONAL HISTORY (Current and past vocational training, work experiences, accomplishments and skills)
     

	SUPPORT COORDINATOR’S NAME (Print or type)
     
	SITE CODE

     

	ADDRESS (No., Street, City, State, County, ZIP)

     
	PHONE NO.

     

	SUPPORT COORDINATOR’S SIGNATURE
	DATE

	SUPPORT COORDINATOR’S SUPERVISOR’S NAME (Print or type)
	SUPPORT COORDINATOR’S SUPERVISOR’S SIGNATURE
	DATE

	RESPONSIBLE PARTY’S NAME (Last, First, M.I.)

     

	RELATIONSHIP TO INDIVIDUAL

     
	PHONE NO.

     

	ADDRESS (No., Street, City, State, County, ZIP)

     

	RESPONSIBLE PARTY’S SIGNATURE
	DATE

	INDIVIDUAL’S NAME (Print or type)
	INDIVIDUAL’S SIGNATURE
	DATE


See page 2 for EOE/ADA/LEP/GINA disclosures
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	To be completed by the District Employment Services Specialist

	Is the individual appropriate for a referral to Vocational Rehabilitation at this time?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, date the packet was submitted to Vocational Rehabilitation 
	Date:  ________________________________

	VOCATIONAL REHABILITATION SUPERVISOR’S NAME (Print or type)
	SITE CODE

	ADDRESS (No., Street, City, State, County, ZIP)
	PHONE NO.

	If the individual is referred to Vocational Rehabilitation, is funding available for extended supported employment services if needed to maintain successful employment?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

	DISTRICT PROGRAM MANAGER’S / DESIGNEE’S NAME (Print or type)

	DISTRICT PROGRAM MANAGER’S / DESIGNEE’S SIGNATURE VERIFYING AVAILABILITY OF FUNDING
	DATE

	If the individual will not be referred to Vocational Rehabilitation, will Employment Supports and Services be requested from the Division?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

If Yes, complete the question below and attach documentation explaining why a referral to Vocational Rehabilitation is not necessary.

Type and level of Employment Supports and Services being requested from the Division:
     


	EMPLOYMENT SERVICES SPECIALIST’S NAME (Print or type)

	EMPLOYMENT SERVICES SPECIALIST’S SIGNATURE
	DATE


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, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. 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 at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602-542-0419; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request.
