0VR-2  1-10 
OVR APPLICATION WORKSHEET

Department for Workforce Investment

Office of Vocational Rehabilitation
Caseload # ________________   SS#  ______________________      Case#________________ 
 Birth date: _________________

                                                                                                                                                                                   MM/DD/YYYY

Name: ____________________________________________________________________________________________________

                  Last                                                   First                                      MI                                           Maiden

Address: __________________________________________________________________________________________________

                     Street/P.O. Box                                          City                                 State                  Zip                     County

Telephone: _____________________________ 

Cell Phone: ____________________________ 

Living Arrangements: ____________________ Referred Date: _____________  Applied for Service Date: _____________  








MM/DD/YYYY



MM/DD/YYYY

Legally eligible to work in the United States:  ⁭Yes    ⁭No                            Gender: ( Male ( Female

Grade Level Completed: ____    Type of Degree/Certificate: _____________________________  Ever Served under IEP: (Yes ( No     

Transition Student (Yes ( No   If yes, complete           * items   *School Name: _______________________________________
*Transition Status: ___________________                                                        * Anticipated. Graduation Date:  ________________
Race: ____________________    Referral by: ____________________________________________________________________

Primary Impairment: ___________________________________________________________________   Code: ______________

Secondary Impairment: _________________________________________________________________   Code: ______________

Other Impairments: ____________________________________________________________________   Code: ______________

Source of Support: _____________________________________________Ticket to Work: ( Unassigned ( Assigned ( Unknown

                                                                                                                 (If receiving SSDI through earnings of parent, etc. Enter the 

SSI Status: __________________ SSDI Status: __________________ Wage earners SS#, i e. Parent)   _______________________

   Medical Insurance                  Comparable Benefits                                       Public Support: (Check box if yes)

	Source
	Y
	Source
	Y
	Source
	Y
	Amount
	Source
	Y
	Amount

	Medicaid
	
	Comm. Men. Health
	
	GA
	
	$
	SSI-A
	
	$

	Medicare
	
	PELL
	
	TANF
	
	$
	SSI-B
	
	$

	Health Insurance
	
	Veteran’s Admin.
	
	W-COMP
	
	$
	SSI-D
	
	$

	1. Private-Other
	
	Workers Comp.
	
	VET-D
	
	$
	SSDI
	
	$

	2. Private-Employer
	
	Other
	
	Other/UI
	
	$
	Total Amount of Public Support
	$

	3. Public-Other
	
	Other


	
	Other
	
	$
	
	

	
	
	
	
	
	
	
	
	


Work Status: ____________________  Hours Worked: ________    Hourly Earnings:___________  Weekly Earnings:____________

Means of Transportation: ______________________________              ( Driver’s License          Veteran: (  Yes ( No 

Applicant Vocational Preferences: _______________________________________________________________________________

Training, Skills, and Certifications: ______________________________________________________________________________
Work History Section: (Fill in this section completely or attach resume)
Employer Name & Address_____________________________________________________________________________________

Beginning Date: _____________   End Date: _______________ Job Title: _______________________________________________

Hourly Salary: ________________ Hours Per Week: ______________________ Reason for Termination: ______________________

Job Duties: __________________________________________________________________________________________________

Employer Name & Address____________________________________________________________________________________

Beginning Date:_______________ End Date: ________________ Job Title: _____________________________________________

Hourly Salary: ________________ Hours Per Week: ______________________ Reason for Termination: _____________________

Job Duties:  _________________________________________________________________________________________________

Employer Name & Address_____________________________________________________________________________________

Beginning Date: _______________End Date: ________________ Job Title: ___________________________________________

Hourly Salary: ________________ Hours Per Week: ______________________ Reason for Termination: _____________________

Job Duties: _________________________________________________________________________________________________

Employer Name & Address_____________________________________________________________________________________

Beginning Date:_______________ End Date: ________________ Job Title: ___________________________________________

Hourly Salary: ________________ Hours Per Week: ______________________ Reason for Termination: _____________________

Job Duties: _________________________________________________________________________________________________

Offender: ( Yes ( No   If yes,   (  Felony: ( Misdemeanor (Explain) _________________________________________
Name, Address, Phone # of Contact Person: _______________________________________________________________________

___________________________________________________________________________________________________________

Key Family Members (Name, Age, Relation, Occupation): ____________________________________________________________ ___________________________________________________________________________________________________________  
FOR COUNSELORS USE ONLY:

APPLICANT STATEMENT

I understand that I will not be denied services on the basis of race, color, national origin, sex, age, religion, or type of disability. I understand the need for the Office of Vocational Rehabilitation to collect information about me and authorize release of any medical, psychological, educational or other information to the Office of Vocational Rehabilitation.

I have been provided with a copy of the “Consumer Guide” which contains a written description of the program and my rights and responsibilities.

 ( I give my permission for OVR to use e-mail to communicate with me at this e-mail address: ______________________________
 ( I do not give permission for OVR to use e-mail to communicate with me.

The information I have given is true to the best of my knowledge and I hereby request vocational rehabilitation services. I understand that my signature signifies my intent to work after completion of vocational rehabilitation services.

___________________________________ ____________     __________________________________________ _____________

Signature: Counselor


Date

Signature: Individual 



Date

___________________________________ ____________     ( Parent of individual under age 18    ( Court-appointed legal guardian

Signature: Legal Guardian (Please Specify) Date


THIS ORIGINAL FORM IS TO BE FILED IN CONSUMER CASE FILE






