State of Colorado

Department of Human Services

Division of Vocational Rehabilitation 

Personal Information

Dear Applicant,

The Colorado Division of Vocational Rehabilitation (DVR) helps people with disabilities prepare for, obtain, keep, or regain suitable jobs.  If eligible, VR services will be provided to meet your individual employment needs, and you are expected to work at the end of VR services.

To be eligible for DVR services you must:

1. Have a documented disability which creates a substantial barrier to employment for you, and 

2. Need vocational rehabilitation (VR) services from DVR to achieve employment.

3. Intend to achieve an employment outcome.

We will need medical and personal information to determine your eligibility.  As a partner with DVR, your input is important to making decisions.  This form helps you provide information that we need to make eligibility decisions.  If you are eligible, this information will also help you develop your Individualized Plan for Employment and carry it through until you have a job.  

Complete as much of this form as you can.  You do not have to complete this form in order to apply for DVR services.  However, your cooperation and motivation will greatly add to your success in getting to your work goal.  Any information we receive will be held confidential, so you may answer all questions in this form honestly and completely.  Your answers will tell us how your disability interferes with your ability to work and why you need VR services to become employed.  If you need help completing this form, your DVR counselor will assist you.  

We look forward to helping you work.  Please bring this form, along with any information you have that is listed on the following page, to your appointment as follows:

	Office Address:
	     

	City, State, Zip:
	     

	Phone:
	     

	TTY:
	     

	Date/time of Appointment:
	     

	DVR Counselor:
	     


If you already have any of the information listed below, it will help speed up the eligibility determination process if you can bring it to your next appointment.  Your eligibility will be based on your current circumstances, so information from the last 5 years is the most helpful.

· Medical information and records from doctors, clinics, hospitals or mental health centers where you received treatment for your disability or disabilities, such as:

· Names, addresses and phone numbers of doctors and treatment facilities

· Physician’s report of Maximum Medical Improvement and Impairment (Worker’s Compensation form)

· Hearing tests or information about hearing aids you have used 

· Vision exam results, reports or prescriptions

· Drug or alcohol reports or records 

· Social Security letters, Ticket to Work, or other SSI/SSDI paperwork

· High school, college or trade school records such as transcripts, an Individualized Education Plan, a 504 plan, your most recent triennial evaluation, annual review, or other assessments that have been done by the school system

· The results of any vocational evaluations you have taken (interest tests, aptitude tests, Myers-Briggs, etc.)

· Copies of certificates, diplomas or other credentials received

· Parole or probation reports or requirements

· A copy of your resume or a listing of the occupations you have had.

General Information:
	First Name:
	     
	Middle Initial:
	     
	Last Name:
	     

	Social Security Number:
	     
	E-mail address:
	     

	Street Address: 
	     
	City:
	     
	State: 
	  
	Zip: 
	     

	Mailing Address: 
	     
	City:
	     
	State: 
	  
	Zip: 
	     

	Phone:
	     
	Other Phone (cell, message, TTY or Pager):
	     

	Driver’s License/State Identification Number:
	     
	Date of Birth:
	     

	What is your mode of transportation? 
	     

	What is your language preference?
	     

	What accommodations may you need to participate in our program?  (Examples:  accessible building, language translator, interpreter for the deaf, large print, Braille, TTY, reader, driver, notetaker, adaptive equipment, etc.)



	     

	What are your living arrangements?
	     

	Name of Spouse:
	     
	Spouse’s Contact Number:
	     

	Ages of Children/Dependents:
	     

	Do you have child- or elder-care responsibilities that will impact your ability to work (please explain)?

	     

	Are there any other family or personal issues that will impact your ability to work?

	     


	Who will always know how to reach you in case of emergency or if we can’t contact you?

	Name:
	     
	Phone:
	     

	Relationship:
	     
	Address:
	     

	Name:
	     
	Phone:
	     

	Relationship:
	     
	Address:
	     

	Name:
	     
	Phone:
	     

	Relationship:
	     
	Address:
	     


Disability Information:

	Please describe your disability (if more than one, please describe them all):

	     

	How does your disability make it hard for you to work?

	     

	How do you think DVR can help you achieve employment?

	     

	Have you ever worked with a vocational rehabilitation program before?
	Yes
	  
	No
	  

	If so, when and where?
	     

	Are you working with any other agencies? (Workforce centers, mental health facilities, developmental disability services, other county agencies, etc.)

	     


Medical Information:
	Name of the treatment provider (doctor, psychologist, other) who knows about your disability:
	     

	Provider’s phone:
	     
	Provider’s fax:
	     

	Provider’s address:
	     
	Date of last visit:
	     

	Type of treatment:
	     
	Reason for treatment:
	     

	Counselor notes:
	     


	Name of the treatment provider (doctor, psychologist, other) who knows about your disability:
	     

	Provider’s phone:
	     
	Provider’s fax:
	     

	Provider’s address:
	     
	Date of last visit:
	     

	Type of treatment:
	     
	Reason for treatment:
	     

	Counselor notes:
	     

	Name of the treatment provider (doctor, psychologist, other) who knows about your disability:
	     

	Provider’s phone:
	     
	Provider’s fax:
	     

	Provider’s address:
	     
	Date of last visit:
	     

	Type of treatment:
	     
	Reason for treatment:
	     

	Counselor notes:
	     


Workers’ Compensation Information:

	Date of injury:
	     
	Attorney:
	     
	Phone:
	     
	Fax:
	     

	Name of the treatment provider (doctor, psychologist, other) who knows about your claim:
	     

	Provider’s phone:
	     
	Provider’s fax:
	     

	Provider’s address:
	     
	Date of last visit:
	     

	Type of treatment:
	     
	Reason for treatment:
	     

	Counselor notes:
	     


	Describe any other physical, mental, emotional or learning problems which have not been treated: 

	     


	Hospitalization:

	Date of last hospitalization:
	     
	What hospital?
	     

	Reason:
	     


	What medications have been prescribed for you and what are the side effects (if any):

	Prescribed medications:
	     

	Reason Prescribed:
	     

	Side Effects:
	     

	Are you currently taking your medications?
	Yes
	  
	No
	  

	If you’re not currently taking your medications as prescribed, why not?

	     


	Describe below any substance abuse issues (if applicable)

	How long have/did you use drugs and/or alcohol?
	     

	What is the drug of choice?
	     
	Last date used?  
	     

	Are you willing to receive treatment?
	Yes
	  
	No
	  


Legal Information:

	Have you ever been on probation, parole or incarcerated?
	Yes
	  
	No
	  

	If Yes, please explain:
	     

	Current legal status (check all that apply):

	Charges Pending:
	  
	Probation:
	  
	Parole:
	  

	Community Corrections:
	  
	Completed Sentence:
	  
	Work Release:
	  

	Other (describe):
	     

	Please provide an explanation:
	     

	Department of Corrections # (if applicable):
	     

	Probation/parole officer's name:
	     
	Phone:
	     

	Case manager's name:
	     
	Phone:
	     


Educational Background: 

	Secondary Education (Please complete and check all that apply):

	Highest grade of education completed:
	     
	GED received (date):
	     

	High school diploma received (date):
	     
	504 Plan:
	     

	Still enrolled (list name of school):
	     
	Special Education/IEP:
	     


	Please list all post-secondary training you have had (include university, vocational, trade, military, apprenticeships, on-the-job, etc.)

	Training Entity:
	     
	Dates Attended:
	     

	Major Course of Study:
	     

	Degree/Certificate/License and Date:
	     


	Training Entity:
	     
	Dates Attended:
	     

	Major Course of Study:
	     

	Degree/Certificate/License and Date:
	     


	Please provide details about any other job skills and/or education you have:

	     



Employment History:

	Begin with your current or most recent job and include the one you had for the longest period of time.  If you have a resume please bring it to your initial interview.  Add additional pages if needed.

	Current Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Are you satisfied with your current job?
	Yes
	  
	No
	  

	How does your disability impact your ability to do this job?
	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


	Job Title:
	     
	Dates of employment:
	     

	Employer:
	     
	Address:
	     

	Duties:
	     
	Salary:
	     

	Reason for leaving:
	     

	How does your disability prevent you from returning to this type of employment?

	     


** Please stop here.  Your counselor will complete the next section with you during your appointment.


Functional Capacity Loss Areas:

Describe how the individual’s disability(ies) limits his/her ability to function in the following areas:

	Mobility:  the physical or psychological ability to move from place to place inside and outside the home to the degree necessary to work.

	

	Motor Skills:  the purposeful movement and control of the body to accomplish work tasks. 

	

	Self-Care:  the ability to care for self and own living environment to the degree necessary to engage in work.

	

	Self-Direction:  the ability to organize, structure and manage activities to the degree necessary to engage in work.

	

	Interpersonal Skills:  the ability to establish and maintain positive personal relationships to engage in work.

	

	Communication:  The ability to give and receive information.

	

	Work Tolerance:  the capacity to meet the physical and psychological demands of work.

	

	Work Skills:  the capacity to learn and/or perform job tasks.

	


Additional room for counselor notes:
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