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INDIVIDUALIZED PLAN FOR EMPLOYMENT

Cabinet for Workforce Development-Department of Vocational Rehabilitation 

NAME:       
 SSN:       


SPECIFIC EMPLOYMENT OUTCOME (Work Goal):       


I WILL COMPLETE MY WORK PLAN AND EXPECT TO BE WORKING BY:         



(Mo./Yr.)

VOCATIONAL SERVICES NEEDED TO REACH MY GOAL:

	SERVICE:
	PROVIDER: 
	BEGINNING DATE:



	Expanded Service From Eligibility Worksheet

 FORMCHECKBOX 
 Guidance & Counseling     FORMCHECKBOX 
 Rehab Technology 

 FORMCHECKBOX 
ExpandedTraining     FORMCHECKBOX 
Personal Assistance Services 

 FORMCHECKBOX 
Physical Restoration     FORMCHECKBOX 
 Mental Restoration 

 FORMCHECKBOX 
Job Search/Placement/Retention Assistance 

 FORMCHECKBOX 
SSI/SSDI Recipient, No Expanded Service Needed
	     
	(Mo./Yr.)
     

	     

	     
	     

	     

	     
	     

	     

	     
	     


 FORMCHECKBOX 

I AM RECEIVING SUPPORTED EMPLOYMENT SERVICES AND MY EXTENDED SERVICE WILL 

BE:       


PROVIDED BY:      



COMPARABLE BENEFITS THAT WILL BE USED TOWARDS REACHING MY GOAL:
BENEFIT
           SERVICE

 FORMCHECKBOX 
 KTAP
     


 FORMCHECKBOX 
 SSI/SSDI
     


 FORMCHECKBOX 
 DES
     


 FORMCHECKBOX 
 One-Stop
     


 FORMCHECKBOX 
 Veterans Benefits
     


 FORMCHECKBOX 
 Workers Comp
     


 FORMCHECKBOX 
 Private Health Insurance
     


BENEFIT
             SERVICE

 FORMCHECKBOX 
 State Mental Hospital
     


 FORMCHECKBOX 
 Mental Health Facilities
     


 FORMCHECKBOX 
 Pell Grant
     


 FORMCHECKBOX 
 Medicaid/Medicare
     


 FORMCHECKBOX 
 Other       
     


 FORMCHECKBOX 
 Other       
     


 FORMCHECKBOX 
 Comparable Benefits Not Available

CRITERIA USED TO EVALUATE PROGRESS TOWARDS EMPLOYMENT OUTCOME WILL BE:  Obtaining and/or maintaining employment.

MY RESPONSIBILITIES:

· To cooperate in carrying out this program and actively participate in the attainment of my work goal.

· To participate financially in my Vocational Rehabilitation program to the best of my ability.

· To apply for and secure any and all comparable benefits and notify my counselor of receipt or denial of these benefits.

DEPARTMENT OF VOCATIONAL REHABILITATION RESPONSIBILITIES:

· To inform the consumer of choices during the Vocational Rehabilitation process.

· To coordinate and provide services without regard to race, creed, color, sex, national origin, age, or type of disability.

· To provide the consumer with a copy of their plan, and review your Individualized Plan for Employment annually, and amend as necessary.

I give permission for Vocational Rehabilitation and the school/facility of my choice to share financial and other information in order to carry out my Individualized Plan for Employment.

I understand that Department of Vocational Rehabilitation services depend on the availability of State and Federal Funds and/or openings at facilities/schools.  If I have questions or concerns that cannot be addressed by my Rehabilitation Specialist, I will consult the Consumer Guide to find information on my rights, responsibilities, and the Client Assistance Program.  I was given a copy of my Individualized Plan for Employment and am aware that my work plan will be reviewed annually.


      


Consumer Signature
Date


      


Parent or Guardian Signature
Date


      


Vocational Rehabilitation Counselor Signature
Date

