10/99

INFORMATION AND REFERRAL FORM

Name:

Referred To:
Agency Name:
Address:

Contact Person:
Phone Number:

This person is being referred to your agency for the following employment related
services.

[ ] Vocational Testing

[ ] Job Placement
[] Other (Please Specify)

**%*% A ccommodations Needed:

**xx Additional Information:

Thisindividua does not meet the Department of Vocational Rehabilitation Order
of Selection for services at this time.

Referred by: Date:
Agency:
Phone Number:

The Cabinet for Workforce Development does not discriminate on the basis of race, color,
national origin, sex, disability, age, religion, or marital status.



