
Due Process XIV Effective 10-12-2014 

ARKANSAS REHABILITATION SERVICES  
REQUEST FOR AN IMPARTIAL HEARING 

 
Name___________________________________  
 
SSN (Last 4 digits only):  _______________ 
 
Counselor_____________________________________________________ 
 
Please list the decision(s) you want resolved: 
 
 ______________________________________________________________________   

 ______________________________________________________________________   

 ______________________________________________________________________   

 ______________________________________________________________________   

 ______________________________________________________________________   

 ______________________________________________________________________   

I have been advised that I can seek assistance from the Client Assistance Program. 
 
Disability Rights Center 
1100 N. University, Suite 201 
Little Rock, AR  72207 
Telephone:  1-800-482-1174 
 
 
__________________________________   ___________________ 
Applicant/Client                                              Date 
 
 
SEND THIS FORM BY MAIL, FAX OR EMAIL TO: 
 
ARS Commissioner 
525 West Capitol 
Little Rock, AR 72201 
Fax: 1-501-296-1141 
Email: ARS.Commissioner@arkansas.gov 


