
REFERRAL TO COMMUNITY REHABILITATION PROVIDER

CRP:      







Referral Date:      
Expiration Date:      
VR Counselor:      






Phone:      
Email:      
Participant Name:      






Phone:      
Address:      







Email:      
Guardian Name:                                                                                               Phone:      
Other Contacts (school, emergency):      
License (Type):      


Vehicle:      
  

Transportation Available:      
Commutable Miles (one way) or Geographical Area:      
Vocational Goal:      






Education:      
Seeking Full-Time:  FORMCHECKBOX 


Part-Time (under 30 hrs):  FORMCHECKBOX 

 
 Acceptable Wage:  FORMCHECKBOX 

Preferences:  
 FORMCHECKBOX 
  Days

 FORMCHECKBOX 
  Evenings


 FORMCHECKBOX 
  Shift work



 FORMCHECKBOX 
  Benefits Needed:      



 FORMCHECKBOX 
  Resume Available

Is participant receiving benefits that will be affected by employment?      
If yes, has participant received benefits counseling?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Receiving Long Term Supports from:      
Primary Disability:      
Does participant wish to disclose disability to employer if necessary?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Limitations:      
Previous Employment, Volunteer or School Work Experiences:      
Legal Concerns (Criminal Record, Restrictions, Probation Requirements):      
Anticipated Workplace Accommodations:      
Does the participant have I -9 documentation:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No





Other Considerations (i.e. Childcare, Schedule, etc.):      
Services Requested:  

 FORMCHECKBOX 
Pre-Employment Activity Package FORMCHECKBOX 
 Job Development Package NON SEP
 FORMCHECKBOX 
 SEP Job Development Package 

 FORMCHECKBOX 
 Barrier Intervention 

     FORMCHECKBOX 
 On the Job Training
(OJT)

 FORMCHECKBOX 
 Situational Assessment

 FORMCHECKBOX 
 Other      
Date of Next Team Meeting:      

