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VOCATIONAL REHABILITATION PFIOGRAI\4
SFN 93 (Rev. 3-09)laa

Name: Maid en/Other Name:

Address 1:

Address 2r

City, state, zip Code: E-mail:

County of Residence: Telephone Numlrer:

(_ )__
Cell Phone NumI Social Security Number: ber:

Date of Birth: (Month/ Day/Year) Gender

Male Female
Highest Level of Education Attained lsetecr only one):

No formal schooting [0]
Elementary education (grades 1-B) [1]
Secondary education, no high school diploma

(grades 9-12) t2I
special Education certificate of compleflon or
Attendance; received Special Education but no
certificate; currently in Spectal Education [31

High school graduate or equivalence certificate
(GED) (regular education students) [41

Post-secondary education, no degree [5]
Associate degree or Vocational/Technical
Certrficate [6]

Bachelor's Degree [7]
Master's degree or higher [8]

Have you ever received services under an Individualized
Education Program (IEP)?

Iyes nro
Number of Dependents
(Do not count yourself)

Race/Ethnicity (Select a tnat apptyX

I white/caucasian

E Black/African Amencan

n American Indian or Ataska Native

D Asran

! Native Hawaiian or Other pacific Islander

! Hispanic or Lattnot
*NO|E: If this is selected, at least one of the
above must also be selected.

Work Status (Select onry one)l

* Employed, making at least minimum wage [1]
* Self Employed [3]
+ Randolph Sheppard Program [4]
* Sheltered Workshop [2]
Homemaker [5]
Unpaid Family Worker [6]
Not employed: Student in Secondary Education [1Ol
Not employed: Trainee, Intern or Volunteer [9]

! Not employed: Other [8]

If Hours entered,
Earnings last week s

-____ For Office Use Only:

, Referral Dater

Counselor:

I Disability at Referral

L.

( )

"lf selected, Hours worked last weekr

l.
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Primary Source of Suppod (Select onlv one that represents vour largest single source of economic support):

E Personal lncome (earnings, interest, dividends, rent) t99l
E Famity, Friends (includes earnings of spouse/ or spouse's unemployment insurance checks)

! pubtic Support (SSI, SSDI, TANF, etc.) t03l

! att otner sources of support (e.g., private disability insurance and private charities) [10]

[01]

Llving Arrangement (Select only one):

! Private Residence [99]
E Mental l-lealth Facility [04]
n Communrty Residential/Group Home [05]

! Substance Abuse Treatment Center [07]
f] Deaf School or other Inst. For the Deaf [1Ol

Rehabilitation Facility [11]
Nursing Home [13]

! Hattway House [141

Adult Correctional Facility [15]
Homeless/Shelter [18]
Other [17]

Please indicate if You are a:

E veteran

Source of Referral (Select onlv one)

I Educatronal lnstltution (elementary/secondary [141

Educational Institution (post-secondary) [101

Community Rehabilitation Program [30]
Medical Personnel, Institution, or HSC [32]
Public Welfare Agency (State or local govt) [40]

Private Welfare AgencY 144)
SSA (DDS or district office) [5o]
Workforce Safety & insurance Agency [52]
One-Stop Employment/Training Center [531

E Correctional Institution, Court, Officer [56]

f-l Employer t62l
Self-referral [70]
Other [79]E Migrant or Seasonal Farmworker

Doyou have Medical coverage? fl Yes Il No lfyes, selectall that apply:

Medicaid

Medicare

Public Insurance Through Other Means (e g' Workforce Safety or IHS)

Private Insurance Through Employment

Private Insurance Through other Means (Name of Company)

Type of Public Assistance I am Now Receiving (Select all that aPPIY):

fl None

n rnrur - Amount $-

n General Assistance (GA) - Amount S Month

I Veterans Disability (vA) - Amount 5 Month

E Workforce Safety & Insurance - Amount $- Month

E Otner Public Support (Includes Social Security survivor/ Retirement Senefits)

Month

I,lonth

n sst - Amount g /l\4onth 5SI Start Dater

SSDI Staft DateE ssot - Amount $

Amount $ N4onth

n
n
D
T
tr
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Name

List of Family Members in Your Home Now-asi - --_ - nerationahip --_- l--'- .. 
Emptoym- ent

Name of individua !,(S!tteJ tLa! -spogle) rylo y{!! a-twals lQow yoqr_r{dJess and or te
f ep!S.nC,!u,rnbeti

Pleas€ lnitial & date h€re to indicate your perminsion to
contact this person, if necessary:

Na me;

ressAdd

City, State, ZIP

Telephone Number: Cell Phone Number:

Education
Last School Attended: (high school, college)

Other Training:

Aptitude or Interest Tests You Have Taken:

Where: When:

-..1

Employment History

Nature of Work Dates Week_ly_E4rn!n9s

-r- ---- l

Are you registered with any Employment (lob Service) Office?

l- ves

I would be interested in this type of work:

i L-.l no where:

Employer
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Agency Contacts

I have contacted the followin a encies within the past yeal

49en9Y
lob Service Office

Location

Human Service Center

Social Securi Services

Private Welfare Agency

Veterans Administration

. County Socral Services

Workers tion

Medical Services
I have received medical services at the following: (Names/dates of visit to hospital, clinlc or doctor):

Date:

Other:

-l

, Date:

Date

Date:

Describe how your disability affects your activity:

l!
itr
IE
lr:
tn
I

I


