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CHECKLIST = TECHNICAL ASPECTS OF THE CASE

APPLICATION

| Informed consent form (if under 18 years

] Completed RS-4 Application dated and 4 Jual.

| Signed Substance Abuse Policy Ackr

] Voter Declaration Statement signe,

] Copy of completed Release of Ir _

] intake Narrative (complete with referral lation, work history, counselor or rehabilitation
assistant observations, plan of action, dc Client Handbook was provided to the applicant,
and statement that demonstrates inform- ation.

] RIDAC Authorization and Medical Form ed.

ELIGIBILITY/ACTIVE

[0 Presumptive eligibit4ll SSDI/SSI) verific.

1 Supporting docur l for eligibifity suc eral Medical Rep. Osychological or Mental
Health repoﬂ;. } frorp t_he indivic; _lychologist, psyct counselors, treatment
program, SSA | anapialiet rennri 1o _

[l Case narrat 3 limitations

O A Certific

{1  Compk

(| Notifi.

] Case N\ ée/counseling
documen

O Completed

] Completed IF B DI IOy PV IR GO LAY j,éd cost, comparable
g]?réefits and ve’ ? be used. Thel eted (and dated) /heously or after the C

O Student Financial ANl ocumented, if ap

] Documentation of trai fng progress and -

i1 Signed Annual Review Amendment,

CLOSURE

O Case Narratives

] Documentation of employment.

] Signed 600-C with Informed ChoicY (

O Letter to individual informing of A ) and information about post-employment
services.

O Three (3) written attempts to contact (2' I _Jé:gistered letter).

| Registered Letter signature card.

] Client Satisfaction Survey.

Client Name Social Security Number

Counselor Signature " Date
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STATE OF ARKANSAS VOTER’S
AGENCY-BASED DECLARATION STATEMENT

Client Name: , Date:

If you are not registered to vote where you live now, would you like to apply to register to vote
here today?

|:| YES, I want to apply to régister to vote,

D NO, I do not want to apply to register to vote.

If you do not check either box, you will be considered to have decided not to
register to vote at this time,

Applying to register or declining to register to vote will not affect the amount
of assistance that you will be provided by this agency.

If you would like help in filling out the voter registration application form, we
will help you. The decision whether to seek or accept help is yours. You may fill
out the application form in private.

If you believe that someone has interfered with your right to register or to
decline to register to vote, your right to privacy in deciding whether to
register or in applying fo register to vote, or your right to choose your own
political party or other political preference, you may file a complaint with the
Secretary of State at the State Capitol, Little Rock, AR 72201-1094 or call 1-
800-482-1127 (TDD 1-800-262-4704).

If you decline to register to vote, the fact that you have declined to register will remain
confidential and will be used only for voter registration purposes.

If you do register to vote, the office at which you submit a voter registration application will
remain confidential alld will be used only for voter registration purposes.

e " i A
Comments:
T I O —
P—————————— — A
Signature

Forms and Instructions E-3 Effective 48/1/06



PLEASE PRINT AND USE BLACK INK TO COMPLETE

Rev. 9/05

ARKANSAS VOTER REGI

STRATION APPLICATION

Chock all that apply: Ofco Use Only
This is a new registration.
This is a name change.

. .. Thisis an address change.

IAaslgned D

. This is & party change.
Mr. Last Name Jr. o &r | Flrst Name Migdte Name
1 Mrs,
Miss
Ms. 1 LI A
Address Where You Live (See Saction “C Belov) Apt. or Lot #[ City/Town County State [ Zi5 Cada
2 [Rural addresses must draw map. )
Address Where You Receive Mail If Dlfferent From Above Apt. ar Lot # City/Town County Stale | Zip Code
5 - e e— ]
4 | bae of Birth e 5 Home & Wark Phone Numbars (Oplional) 6 Party Affiliation (Qptiorial
Monih Day Yoar {H} (W)
g%‘#&gﬂ J.[o%}:seg ':13:‘?D";?p“mb“" hox and provide e appropriale aumber. 8 l Have you ever valed In a federot efection in thls State? 7] Yes ™= Ng
7 | O i you do nat have a diivar's iicensd [irovide the fasi 4 dijits of soctal [ Tho mtonnauen 1 have pravided s frag o The Dost ol 17y knovwiadge. M bave provided
security number faise infarmation. | may be subject to a fine of up to $10.000 and/or IMprisonment
O | have neither o drivar’s license nor 30213l security niimber. of up to 10 years under state and fedeoral Inws, :
{A) Are you o cilizon of the United Siuates of America and an Arkansss rosklem? S'ignaturo of aloctor - Please sign full neme or pul mark,
T Yos T Mo )
{B) Will you be eightaen (18} yaurs of age or ofdor on or belore elociion doy?
ZYos T No
{C) Are you prosarsly adjudged santally intonipesnt by a court of compatent juisdiction?
T Yes . No
9 {0) Have you ever pleaded guilly o7 rilo contondesa to, or found guity of o Folony without
your santence having bean discharged or pardonad? Data: I !
= Yes — No R T Year
{E) Do you claim the nghl fo vote i sntther county of stata? 1Q [fappilcant iz unabip to sign histher rame, provide name, address
— Yes T No : ond phone number of the person providing assislanca:
I you chocked No it response b eithor questions A or B, do not compltite this fom. Namo: eerna.. Dddresss S
It you chocked Yo in responso tz ong of moro of guestions ., D o E. do not complate this form, City: Lo Sfater  Phono#: o

Please complete the sections below if:
+ You were previously ragistered in another county or state, or

MAIL REGISTRANTS: PLEASE SEE SECTION D.
[Agency Code (Eor Officlal Use Only} |

* You wish to change the name or address on your current registration.
Mr Previous Last ame Jr S | First Name #Middie Name(s)
A Mrs.
Miss
Ms. AN v
DaeofBinh 1
Month Day Year
Previcus Housa Number and Street Name Aptor Lot # | City or Town County Btale Zip Codo
B

If you live in a rural area but do not have a house or street number, or if
you have no address, please show on the map where you live.

: gr;t\s g:ntrinqgngﬁzﬁf‘::zgziirz33:, {or straats) nearest whare vou live, |DENT|F|CAT!ON REQU'REMENTS

C |+ mo o dot o stow sy school, churchos, oros or clnar lanimarks noar IMPORTANT: If you are a first time registrant
submitting this application by mail, a copy of a

current and valid photo ID or a copy of a current

Examplo - Groce norTH ¢ | [p|utility bill, bank statement, government
o [Store " check, paycheck, or other government

£ Woodchuck Rond document that shows your name and

~Bubic Sehooll & address MUST be submitted with this
application in order to avoid additional ID

X requirements upon voting for the first time.

Forms and Instructions E-4 Effective 10/1/068
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Deadline Information .
To qualify to vote in the next election, you must apply to register to vote 30 days before the election. If you mail this
form, it must be postmarked by that date. You inay also present it to a voler registration agency representative by that
date. If you miss the deadline you will not be registered in time to vote in that alection.

if you are qualified and the information on your form is complete, you will be notified of your voting precinet by your local
County Clerk.

To Mail

Fold form on middle perforation, remove plastic strip, seal at bottom, stamp and mail.

Questions?
Call your local County Clerk
or
Secretary of State’s Office Voter Services
1-800-482-1127
TDD 1-800-262-4704

Contact your County Clerk if you have not received confirmation of this application within two weeks.

Forms.and Instructions E-4 Effective 10/1/08




Arkansas Seeretary of State Elections Dyvision
Voter Registration Site Monthly Reporting Form V oter Services
Voter Registration

P.0. Box 8111 1-501-

1-800-

Agency:

Address:

Street City

ZIP Code
County

Agency Contact

WEEK 1 Monday Sunday Total

Wednesday _

DATE

Number of YR
Applications

Number of
Declinations

WEEK 2 Mon, Total

DATE
Number of VR
Applications
Number of
Declinations

WEEK 3 Monday ‘ _ £ Total

D ATE s g a5zt ‘m.'. N ER A K R 3 dr ;‘{.;'

Number of YR
Applications

Number of

Declinations

WEEK 4 Monday Tuesday Wednesday Saturday Sunday Total

DATES
Number of YR
Applications
Number of
Declinations

WLEEK § Monday Tuesday Saturday Sunday Total

DATES
Number of VR
Applications
Number of
Declinations 1

New Application for LN‘:mber of V.
Service Agency Grand Total A

Declinations
Grant Total

Forms and Instructions E-5 Effective 10/4/08



Arkansas Secretary of State Elections Division
Voter Registration Site Monthly Reporting Form Voter Services
Voter Registration 1-501-682-1686
P.O. Box 8111 1-800-247-3312

Little Rock, Arkansas 72203-8111
 Secretary of State

Remember to put your AGENCY CODE on all Voter Registration Applications
Please send completed APPLICATIONS to Secretary of State DAILY. Retain all Declination Forms for

24 months. Send original of this form to the Secretary of State.
You must retain the yellow copy for your records for 24 Months.

Month/Year:

Agency Code:

Agency: ,
. City

Address:
Street
County

ZIP Code
Telephone Number

Sunday Total

Saturday

Agency Contact

‘Monday | Tuesday

Friday

Week 1 Wednesday | Thursday
Date

Number of VR
AppHoations

Number of

Saturday | Sunday Total

Thursday | Friday

Week 2 Monday | Tuesday |Wednesday

Date

Number of VR
Applications

Number of
Declinations

Sunday Total

Friday Saturday .

Monday | Tuesday |Wednesday| Thursday

Week 3
Date

Nomber of VR
Applicatiens

Declinations
Monday | Tuesday |Wednesday| Thursday | Friday Saturday

Sunday Total

Week 4
Date

Number of VR
Applicstioas

Nomber of
Declinations
Sunday Total

Saturday

Tuesday [|Wednesday| Thursday Friday

Week 5 Monday
Date

Nomber of VR
Applications
Declination

Nomber of
Declinati
Number of VR, Applications
Grand Total

New Applications for
Grand Total

Rev.
s Service Agency Grand Total




VOTER REGISTRATION (3 FORMS) INSTRUCTIONS

AGENCY BASED VOTER DECLARATION STATEMENT
See the Secretary of State Website for current forms.
VOTER REGISTRATION APPLICATION

VOTER REGISTRATION MONTHLY REPORTING FORM

State regulations require that ARS offer voter registration onsite to individuals who may
not be currently registered to vote.

The counselor will complete the Agency-based Declaration Statement and have the
individual sign.

If the individual desires to register to vote, the counselor will assist the individual in
completing the Arkansas Voter Registration Application and will mail the completed form
to the Secretary of State Office that the same day.

A designated person in each office will keep a record of all applications, declinations, and
report o the secretary of state office monthly.

Forms and Instructions E-6 Effective 10/1/06



ARKANSAS REHABILITATION SERVICES
INFORMED CONSENT (RS-375)

Client Name

(Last) (First) (MI)  Social Security Number

Authorization is hereby granted for referral of the above named individual to the Arkansas
Rehabilitation Services. As parent/guardian | understand that in order to determine
eligibility and required services to achieve a vocational goal, a comprehensive evaluation
may be required. My signature authorizes the Arkansas Rehabilitation Services to conduct
such an evaluation including medical, mental health, psychological, andf/or vocational
assessments. ‘

Authorization is also granted to

(school, agency, clinic)

to release information in the record of the above named individual to the Arkansas
‘Rehabilitation Services

(Counselor)

(Address)

Type of information to be disclosed: [ ] Medical
- [] Psychological
[ ] Vocational
[_] Other (specify)

Purpose for such

disclosure: [] Establish eligibility
[ ] Develop VR plan
[ ] Determine treatment need/type
[] Other (specify)

| understand the purpose(s) for which my consent is being requested. | understand that
giving consent forthe above stated purpose(s) is voluntary on my part and may be revoked
at any time.

Parent/Guardian Signature Date

Forms and Instructions E-9 Effective 10/1]06
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CONFLICT OF INTEREST DISCLOSURE FORM

INTERNAL MEMORANDUM

TO: District Manager
FROM:
DATE;

SUBJECT: Disclosure of Possible Conflict of Interest
ARS Policy Section |

This is to inform you | am aware is a(n)
(applicant/recipient/vendor) of services from our agency.
is my (indicate if a relative, business or personal relationship.) | am required to notify
you of this matter. Please advise how the services will be provided and/or monitored

District Managers Plan of Monitoring and Review:

Employee Signature Supervisor Signature
Date Date

Forms and Instructions E-9 Effective 10/1/06



CLIENT REFERRAL AND SURVEY INFORMATION (RS-4)

R&ni

Paye
Rn.m."?.‘oe
ARKANSAS REHABIL 4 \TION SERVICES
CLIENT REFERRAL AN’ VEY INFORMATION

- SOCIAL : T T
TeECURMY. . -1 couns | AGENGY
‘NUMBER . -l oeape ¢ CODE -

~_ CIENTPRONERD:
~ARER CODE FPHONE NUMEER.

_STREET ADDRESS BOX ROUYE

focps | L
FRooRAM | comps | +.D.08,
- cobg | |‘penverns| YRAMOMAY

AHERICAN NDAASANATIvE L
e | HEPALCAATIN [w]

PRIMARV RACEIETHNICIEY

SURANCE COVERAGE AT APPLIGATION T
| meocare [ WORKERS COMPENSATION [

MEDICAID

RINVA ) FRVATET ‘RUOTHERMEANS OB

PRIVARY PHYSKANS

=R T

HOUSEHOLD MEMBERS - HAWE.

Forms and Instructions E-11 Effective 10-4-10




RG-a
Fagel
HEY 100C6

CODE:

t LIVING ARRANGEMENT AT APPLICATION -

o FAMH.YMONTH ¥ oM Total Amount;

PRIMARY SOURCE. SUPFORT AT APFLIGATION: CODE:

eat _oem S R TR oA
PERGON(E} THROUGH WHOW CLIENT MAY ALWAYG BE CONTAGTED RS
: : NAME - T o o TELEPHONE NUMBER

HIGHEST GRADE. | - N
COMPLETEDW. { . .
W HIGH scHoo | - YEAR

GYHER TRAINING . |
_ ORGOURSE " i

1_PRIVATE INSURANCE COMPANY:

POLICY NUMBER:
2 MEQICAD o
3 MEDICARE [w]
4 STATE WORKERS COMPENSATION 010 =]
5. PELL GRANT 020 m}
. VA BENEFITS TYPE 040 (]
7 FEDERAL WORRERS COMPENGATION 200 ]
8 CHILOREN'S MEDICAL SERVICES a0 o

SARABLE PENEFIT CODE TOTAL
Forms and Instructions Effective 484-190



A4

L33
Bt 10106
VIi. APPLICATION
Wh informed choice. thereby make application o the Arkansas Rehabilitation Senices for the folioviing services
Assessment of woatonal rehabiltatan needs including dagnostic and related 4ern¢es have been niade available 1o ine.
SERVICES- CHOSEN VENDOR -
The requested informalion is voluntary; however, f Jelay or denial of services. The purpose and
need for such informalion is to establish eligiilit o @ vocational program for the dient, and/for
determine need for andror type of treatment,
i am aware that all programs and services pfoﬁded by th Services are provided on a non-discriminatory hasis
wilhout regard to sex, race, age, colot, religion, national org d {hat with the excepticn of diagnosis, counseling and
quidance, placement and follow-up, other sarvices provided [ “Yon Services will 18 based upon my financizl resources
and other comparable benefils avallable to me. 1 fusther und ve of the Agency and myself during the development of
my Individualized Plan for Employment wilt determine the: }_ﬁnanclal resources of availahle comparahle henefits
change, | agree to notify my vocational rehabilitation counsel- i
ARS applicants and eligible indlviduals receiving services m a specific service provision policy. The request for an
exception should he made directly p the vocationat rehabilil. ward the request to the | istrict Manager for a decision.
If dissalisfled with any decision 4 ARS with regard to the fi Jtienal Rehabilitation Ser §es, the indlvidual may file a
fequest for review of the decisi 4l The client has the right 1 aring before an Imparti i Faring officer. This request
must be filed within ten (10} ho days of any contesh: ss hearing hefere an ir ‘Al hearing officer will he
scheduled within 45 days of | pitted request. The clier ‘Administrative review or 1 a0 to attempt to resolve
the issue within the due pr e frame. The qualifted ng officar is randomiy s( Oy the cllent from a list
provided by ARS. Any rep feview of a decision m_ ha Commilssioner, of des “ansas Rehabilitation
Services, P. O. Box 3787 k. Arkansas 72203, (501
A Client Assislance P ; wallable benefits
under the Rehabllily’ s and facilities
providing services J figs to ensure
the protection of 4 Wbllity Rights
Center, 1100 Nr,
I underatang Such
information.
informatioy
only upon
the physici.
specific med.
physlcian anad
I understand any peralions
required by the An
Funderstondd that c¢
;r.IENT SIGNATURE
Forms and Instructions Effective 10-140




CLIENT REFERRAL AND SURVEY INFORMATION INSTRUCTIONS (IRS-4)

The RS-4 is a basic document for obtz,
ARS and in many instances, may be tt
record. This form must contain the t
the rehabilitation program of the ir,
working document to be used by
rehabilitation program. It will be
All items are to be complete;,
explanatory, but to insure
information should be studie A

1 common data on all individuals served by
significant form found in the individual case
vation from which vital decisions affecting
‘e. made. This form is intended to be a
nd individual in the development of a
‘e jnitial interview with the individual.
the completion of the form js self
on understanding, the following

R—
‘

All information should reflect the sit be of referral.

|
1. REF JRMATION

SOCIAL SECURI' %NUMBER: Ri ipual’s social s¢

COUNSELOR 8l brd your 3-digi \tification numl

|

APPLICANT - Enter appifc g, tirst-name 't [l initial. Do not
use punctuatio gl ymbols.

i

i

| |
STATUS: Enter SYius 02. |
: I

EFFECTIVE DATE: Record the ye

{day This date should be entered in two
digits; i.e., January 4, 2002, should

020104.
i

?priate 1-digit code for the SSDI/SSI

SSDISSI_STATUS HISTORY: Eﬁ
statuses at referral from the =i

Code Definition
Not an Applicant
Applicant allowed be

_/’é beneficiary or recipient
Appiicant denied beneY

AP WN=C
x>
0
=3
7}
o
3
—
w
-
VY]
—
C
o
Q
—9
'
o
4

Forms and Instructions \ E-12 Effective 40-1-10



STREET ADDRESS — BOX OR R¢
rural route and box number,

CITY: Enter the name of the town'
COUNTY CODE: Enter the 2-digi\
applicant. For institutionalized individu.

Code Section of Manual.

ZIP CODE: Enter the zip code.

0 Not an Applicant - Use Code 0 cnly for those cases known definitely not to be
an applicant for benefits prior to ref . (In the past three years.)

1 Applicant Allowed Benefnts 4e 1 to report the status of all individuals

who are receiving benefits.

Y report all individuals who hawve filed
otice they have been denied . If the
~sted reconsideration or appealed
. rather than Code 3, Pending,
. Do’ not use Code 2 if an individual's
;d (See Code 5 below).

2 Applicant Denied Benef,
an application for benefits
applicant has been deni
the decision, record t/AN
since the denial was the last
benefits have been discontint

ig - Use Code 3 when it is known the
| status of the application is pending at
Lelng coded. i \he applicant has been
ation or appe. Al the decision, record
-Pe 3, Pending, ' '
ireconsideratio

3 Applicant Status of Appl
individual is ar- applicant for |
the point in t4ie during whic
i but has reque
ide 2, Denied, -
cision and th

4 for extended

lcontlnued or:
penefits but hi
squently been
sed and later r
If an individual's benefits
benefits is pending, he wou
Pending, since the acceptanc

/& individuals who
discontinued _.Armmated and who
ied benefits. | |y ‘individual's benefits
bt status woulcJse reported as Code 1.
d and a subsequent application for
ide 3, Applicant Status of Application
ition was the last official decision.

|

Ithe address by street and number, or
0 the individual can be located

Fdual's mailing address.

Je for the county of residence for the
4 the county of legal residence. Refer to

Forms and Instructions E-13 Effective 10-1-10




TELEPHONE NUMBER: enter the applicant’s telephone number or the number at which
the applicant may be reached.

TELEPHONE TYPE: Record voice, Vide

FEDERAL SPECIAL PROGRAM CY,
codes below. Add .the numbers as
Special Program Code.

> appropriate code from the list of
‘egory and enter this sum as the

Code Definition A
000 None or Not known at tr

the Federal special prog:
001 Social Security Disability

receiving SSDI benefits. -
002 Veteran--"he individual
' iscd arged or releas
 referred to thi
ed - An indivic
ree of brain de

idividual is not identified with any of

lust Fund (SSDI) - The individual is
|

Armed Services in active duty and
E?ons other thz R dishonorable.

)t Specialist.

ed a traumati
to the major ¢

020
040

100

'u T T 5 B B W N B Y

200 htal Security - - -bthemdlwd ;_"freceiving SSI

400 }y Disabled - |identified as - n;:flcantly disabled.
Use this \>de if at any IR process, thFindividual meets the
definition of significant |not change tnis designation if the
individual’s condition imj ktent that the individual is no longer
considered significantly ¢ |me of closure.

' |
Examples 5_ |
1) If a case is not in .ed above, the code 000 must

be used.
2) If the case is receivin

£ is for (Significantly Disabled) +
001(SSDI Recipient) =

Forms and Instructions E-14 _ Effective 10-1-40



COMPARABLE BENEFITS: Enter the apgable current comparable benefits 3 — djgit'

code. (Refer to Part 6 on the RS-4 for app.

DATE OF BIRTH: Enter Year, Month 4
GENDER: Check appropriate box.
RACE - ETHNICITY: Check app

PREFERRED RACE - ETHNICITY: ~
1. White
2. Black/African American
American Indian or Alas
Asian
-Native k4 waiian/other F
DI‘ Latino

:ﬂ"ﬁfééélethnicity.

S

', AND CODE eferral source nter the 2-digit
For example,
the proper
it‘[dividuai.

self-refel

10 A AFy education

12 frade, and ot

[l School (incu
14 g 'Y or high schc
16 SchooN@ll T persons with wtal disabilities
19  Other eNcational institL

Hospitals and Sanator
20 Mental Hospital
22 Other chronic condition
24  General hospital
29 Other hospital or

nd Private)

ospital or sanatorium

F.inic)

Health Organizatios’
30  Community Rehabilix
center)
32  Community Mental Healty
34  Children and Family Servic\
38  Other public health departn
health nurse or clinic)
39 Other private health organlzatton or agency

};‘)’i'cept community mental health
,J”’Fganization, or agency (including public

Welfare Agencies
Forms and Instructions E-15 Effective 10-1-10




\ local government)
3 labor union welfare funds and civic

40 Public welfare agency (&
44 Private welfare agen,

46  TEA/TANF
Public Organi {Not Specifically Educational,

50  Social Security Disab jon Services
51  Social Security Distric
52  Workers' Compensat
53  State Employment S¢
54  Selective Service Sys

deral and State)

55  Stateg(ocational Reh cy
56 Al tional institutio ler (Federal, S or local)
59 ublic organiz: icluding public i cial not representing

Prganizations i

hdividual not e ffied
;op Center

MEDICAL INSURNICE COVERA {ATION — Che [l

DIRECTIONS TO RESIDENCE: R le.

2. D ACTORS

PRIMARY DISABILITY: Re

;st descnbes the individual's primary
.aults in a substantial impediment to
ldination of the impairment code and
ate the impairment (sensory, physical or
$e or source of the impairment.

DISABILITY CODES: Enter thd
physical or mental impairment:
employment. The number repc
cause/source code. The first two
mental), and the last two digits indica\

If the person is found not to have a disab ‘_,;;""'ithis item should be coded 0000.

CODES FOR IMPAIRMENTS
00 No impairment

Forms and Instructions E-16 Effective 18-1-18



SENSORY/COMMUNICATIVE IMPAIF,
01 Blindness
02  Ofher Visual Impairme
03  Deafness, Primary C,
04 Deafness, Primary
05 Hearing Loss, Pri;
06 Hearing Loss, P,
07 Other Hearing
08  Deaf-Blindne s3>
09  Communicative Imp

niere’s Disease, hyperacusis, etc.)

| ‘;;i;)é-l‘receptive)
PHYSICAL IMPAIRMENTS: |

10 Mobility Orthopedic/
11 Mani, iulation/Dexter:

ipairments
‘Neurological in »nairments

12 Botgnobility and M: terity Orthope« [\ /Neurological
fments

13 LOrthopedic Irr limited range

14 ratorv Imoairm: .

15
164

 processing

19

RO N

"{n‘: St i S ;,., R s B :'
|CES OF IMP#

PES FOR CAl
00 CN@g:unknown

- 01 Ac g ent/Injury (othe
02  Alcoi' ol Abuse or De
03  Amputations
04  Anxiety Disorders
05 Arthritis and Rheum
06 Asthma and other A
07  Attention-Defigit L~

o))

o ADHD)

08 Autism
09 Blood Disorders
10 Cancer '

11 Cardiac and other ¢
12 Cerebral Paisy

13  Congenital Condition
14 Cystic Fibrosis

15  Depressive and other Mo
16 Diabetes Mellitus
17 Digestive

18 Drug Abuse or Dependence (other than alcohol)

Forms and Instructions E-17 Effective 10-1-10




Eating Disorders (e.g., a,

19

20  End-Stage Renal Diser,
21 Epilepsy

22 HIV and AIDS ,
23  Immune Deficienci
24 Mental lliness (nr
25  Mental Retarde,

26 Multiple Scler

27  Muscular Dv /A
28  Parkinson’s Diseas
29  Personality Disorde
30 Physical Disorders;
31 Polio :

32  Resniratory Disordi
33  Scgrophrenia and.
34  SgMiific Learning C

.fl Cord Injury {
e :

N e ]

lJéfiei&i’i‘:iT\:r cot

1

AGE AT ONSE E;Record age a

CAUSE: Record cause of secor

LAST TREATMENT OR EXAMI|

PROSTHESIS USED: Record t

PRIMARY PHYSICIAN: Re!

PR A

xia, bulimia, or compuisive overeating)
! other Genitourinary System Disorders

i
{

| listed elsewhere)

bystic Fibrosis or Asthma
s Disorders

U-digit disabilit

ility.

i
{

'd the information requested.

equested.

Forms and Instructions E-18

Effective 10-1-10



3. Socinl Factors

MARITAL STATUS: Check appropriate ;

HOUSEHOLD MEMBERS-NAME: R s living in the household.

Date Of Birth — Relationship - Emy, ‘e information as requested.

> the living arrangements of the
Rf application to the State VR

LIVING ARRANGEMENT AT
individual, either temporary r
Agency. Enter the 2-digit code from-

01 Private Residence (independe_-
02 Community ResndentlallGroup
03  Rehabilitation F: acmty
04 Mental Healtk acmty
05 Nursing Hor 4 ¢

06
07
08
09

jy or other persons)

fary source

of support , it application
although it . .éeneral rule is

£ ‘related directly

N A W T T B N NS

r ndividual is di

ruwu..v,v,:,u.-:n’;wr L
|

to the mdlwdual \

Sort involves a gnmg earnings of, or
le client who itFsupported through the
loyment insurance checks should be
:Iy and friends" and not as "current
rmining the largest single source,
E be considered as one single source
\ receives public assistance payments
Ace as aid to his/her dependent
_,.g both Federal and non-Federal,
will be used only when the pubhc
A’rgest single source of support.

A common source: prror in coding
payment to, source \\irecord. For e
current earnings of hér husbhand or
recorded for primary source of su
earnings" or "unemployment insui
combinations of public assistance p
in making the determination. For exz
because of his/her disability a'
children. The total amount of pJd
should be considered as one sir,
assistance is General Assistance ¢

lic mstututnon-tax supported” if they are
funds. However, if the person is being:
‘,mmal sources such as the family, or
ie appropriate source of the funds will be

Institutionalized clients will be recoraq
supported in the institution by public 1\
maintained in the institution by othe\
hospitalization insurance, or other funds;
recorded

Forms and Instructions E-19 Effective 10-1-10



Enter the 1-digit code from the following list of codes:

Code Definition
Personal Income (earnings, inte:
Family and Friends _
Public Support (SSI, SSDI, T

All other sources (e.g. prive;

lends, rent)

£ WON =

nce and private charities)

PUBLIC ASSISTANCE AT AF;
and enter the monthly amoun

not receiving. Enter 1 if receiving

rAY BE CONTACTED: Record the

!

PERSONS THROUGH WHOM I
requested information.

NAME — ADDRESS - TELEPHONE

"‘FLATIONSHIP: Record the requested
information.

i
i

“Iy completed gk for persons who

rld whose res:

ortant this pa
fontact with ﬂ

Note: It is very
will maintain- t'
stable.

INSTITUTION: d req.ues'ted' in
. 5. VOI

ACTORS

CURRENTLY EMPLOYED: Check

HOURS PER WEEK - PRESENT.
PERFORMED - WEEKLY EARI
EMPLOYED: Record requested inf

IPLOYER NAME - TYPE OF WORK
NTHS EMPLOYED - DATE LAST

EMPLOYMENT INTERRUPTE ’__.5'(_ if yes, state reason.

PREVIOUS EMPLOYMENT: Be Vrecont employment, list employers,

type of work performed, and length’

Forms and instructions E-20 Effective 10-1.10



6. COMPAR/AM.E BENEFITS

COMPARABLE BENEFITS: Record th ed information and check the appropriate
box or boxes. '

COMPARABLE BENEFITS CODF,
numbers assigned to each of the
code.

3 comparable benefit code, add the
2cord the total comparable benefits

;neck appropriate box.

ON

MIGRANT AND SEASONAL FARM.
7.

List the services and vendors reques cant.

p;' TURE AND

Fate of applice:

re the applic or representative’s

APPLICANT’S S|/
sighature. Recorr,

Forms and Instructions E-21 Effective 10-1-1g



Demographic Information Form - Blank Form (System 7)

Current Name:
Title:
Last Name:

First Name:

Suffix:
Salutation:

Use this Name? - |

Date of Birth:

Gender:

Current Addresses:
Facility:

Street:
Suite/Apt:
City:
County Cd.:
County:
Type:

Mail Here? |

Archive? I

——

*

Telecom: Phone #
Home:

Celi:

Work:

Alt Phone:

Video:

DD 7?
E-mail:

Alt E-mail:

Transportation Information (Choose all that apply)
. Do you have a valid driver's license?

Do you own your vehicle?

Can someone give you a ride?

Other?

Communication

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfolwIMA4csYxLso2KesvIoJ9R...

Do you use Public Transportation?

Demographic information Form

Middle Initiai:

Zip:
State:

Main Residence? ]_

Archived Date:

Text Only?

Do you have access to a vehicle other than your own?

Pagie 1 of 2

8/6/2013



Demographic Information Form - Blank Form (System 7)

Primary Language:
Other Languages:
Manual Communication Mode:

Primary Counselor(s):

Caseload Assignment
Assigned to:

Start Date:

Client's Office:

End Date:

Primary?

Pagre 2 of 2

Team Assignment
Assigned to:

Start Date:

End Date:

Primary?

Worker Assignment
Assigned to:

Contacts:
Last Name:

Title:

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfolwIMA4csYxLso2KcsvIoJ9R...

Start Date:

End Date:

First Name:

Primary?

8/6/2013



Reterral Specifics - Blank Form (System 7)

Referral Specifics

Individual being referred: _ _
Social Security:

Who took this referral?
Worker's Compensation?

Are you Currently Receiving:
SSI for Aged?

S8 for Disabled?
8sDi?

—_—

Assistance Requested:

Pagelof?2

Self Referral? |

Individual Making Referral:
i.ast Name: First Name:
Title:

Reason for Referrali:;

What is ydur disability?

Are you Employed?

This individual is (1 am) interested in services to assist: (Check as many as appropriate)
with preparing for and/for finding a job.

with maintaining a job.
with transitioning from school to work.
with performing independent living skills.

with hearing.

Pre Application:

https://atrsa.libera.com/Sys7AR/Iformdisplay.aspx 2JsBgfpdpackyK8FgLcg8Ic87INY waY...

5/31/2013



Referral Specifics - Blank Form (System 7) : Page2 of 2

How does your disability interfere with your ability to work?

When did you work last?

Why aren't you working now?

Are you ready to go to work now?
Have you been locking for employment on your own?

Explain:

Other Agencies and Contact(s):
Last Name: . First Name:
Title:
Contact Type:

For Office Use Only:

Target Group:

Referral Source:

Referral Received Date:

https://arrsa.libera.com/Sys7AR/Iformdisplay.aspx?JsBgfpdpackyK8Fgl.cg8Ic87INYwaY... 5/31/2013



Application For Services - Blank Form (System 7) Page 1 of2

STATE OF ARKANSAS
Mike Besbe
Governor ’
Bill Watker hitp:ffwww.arsinfo.org
Director An Equal Opportunity Employ er
Arkansas Career Education
Nivisinr of Rehabilitation Services
APPLICATION FOR SERVICES
NAME

| understand that | am responsible to help the Arkansas Rehabllitation Services {ARS) to determine my eligibility within 60 days of my application. | will be
an applicant when | have:

+ Signed the bottom of this form,
+ Completed a ARS Intake Guestionnaire, and
+ Helped ARS to begin to get information that is needed to decide if | am ellglble for services.

| understand that all of the information that ARS gathers about me will be confidential. This information will not be released 1o anyone without my informed
wrilten consent, except where allowed or required by faw. It may be released If my actions cause serious concern about my safely or the safety of others.
When ARS receives the information about me ARS will review it to determine if | am sligible for vocational rehabilitation services.

| understand that ARS can only pay for services If ARS writes an authorization before the serwces begin. | will not make promises to others that ARS will
pay for any goods or services.

ARS has given me information about the Client Assistance Program(CAP) that is available in Arkansas ( see reverse ).
My counselor has explained the Order of Selection policy to me.

| understand that ARS may get information about my Social Security or Department of Social Services benefits, as well as Department of Labor
employment records, for purposes of my vocationat rehabilitation program.

If | disagree with any decision made by ARS (see Consumer Handbook for more information):

» | should first speak with my counselor {o iry to work out the problem.

e |also have the right to request an Informal Review by the District Director, mediation and/or Administrative Hearing.

« | must make a request for these steps within 30 days after they have notified me of the decision | disagree with.

« [fl want to request an Informal Review, | must send my requast to the ARS District Director in my area.

o [f 1 want to request mediation or an Administrative Hearing, 1 must send my request to the ARS Director, Department of Social Services
1am applying for ARS services because | want to work, or to keep my job if | am employed.

SIGNATURE Date
SIGNATURE Date
Name of Counselor Ofiice Telephone

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgfpRsackyK8FgLcg81c87INYwa...  8/6/2013



Application For Services - Blank Form (System 7) ' Page 2 of 2

ARKANSAS REHABILITATION SERVICES

WHEN YOU HAVE QUESTIONS:

If you do not understand what is happening with your application for services, or what is expected of you, or you have any other guestions, first talk to
your counselor. if this does not solve your concerns or answer your questions, you are then encouraged to speak to your counselor's supervisor andfor

District Director.

You can find information about ARS serviges, the ARS eligibility process, and about what to do if you disagree with ARS in the ARS Consumer Handbook.

ANOTHER SOURCE OF ASSISTANCE IS THE:

CLIENT ASSISTANCE PROGRAM
WHAT IS THE CLIENT ASSISTANCE PROGRAM {CAP)?
CAP is a program to help you to understand your rights under the vocational rehabilitation program or help you if you have problems receiving services

from the Arkansas Rehabilitation Services. CAP can provide advice, representation, or legal assistance, if appropriate.
Al services are free of charge and pravided on a non-discriminatory basls.

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfpRsackyK8FgLcg8Ic87INYwa...  8/6/2013



VR Intake - Blank Form (System 7)

Name:

Case #:
SSN:

VR Intake

Home Telephone:

Street:

Suite/Apt #:
City:
County:
Email:

Referral Received Date:

Referral Source:

DOB:

Gender:

Zip:
State:

Pagel of 3

Race/Ethnicity:
___ White?
Black or African American?

American indian or Alaska Native?

Asian?

Native Hawaiian or Pacific Islander?

Hispanic or Latino?

Impairments

Primary Impairment:

Cause of Primary impairment:

Other Impairment:

Cause of Other Impairment:

https://vrdeploy libera.com/sys7ar/lformdisplay.aspx?JsBgellwIMA4csYxLso2KcsvIoJ9S2...  8/7/2013



VR Intake - Blank Form (System 7) Page2of3

Current or highest grade of school completed

Living Arrangement:

Employment at Application:
Is Client Working? N

Work Status:

Medical Insurance Coverage at Application:
Any Medical Insurance at Application?

Medicaid?

Medicare?

Public Insurance from Other Sources?

Private Medical Insurance through Own Employment?
Private Medical Insurance through Other Means?

Other Income Source at Application:
Please Enter Monthly Amount
AMOUNT

S35 for Aged
88| for Disabled
Temporary Assistance for Needy Families (TANF)
General Assistance (State or Local Government) NOT FEDERAL
Social Security Disability Insurance (SSDI)
Veterans' Disability Benefits
Worker's Compensation
Family and/or Friends
Other Public Assistance

Free or Reduced Lunch Program?

Primary Source of Support at Application:

Primary Counselor(s): Client's Office:

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx ?JsBgellwIMA4csYxLso2KesvIoJ9S2...  8/7/2013



VR Intake - Blank Form (System 7)

Caseload Assignment

Page3 of 3

Assigned to: Start Date: End Date: Primary?
Team Assignment

Assigned to: Start Date; End Date: Primary?
Worker Assignment

Assigned to: Start Date: End Date: Primary?

Special Categories (Y=Yes N=No}:
Hoenorably Discharged Veteran?
Projects with Industry?

Has the Client ever received services under an
Individualized Education Program?
Eligible to Work in the USA?
Previous Criminal History?

Special Project:

Communication:

Primary Language:

Other Languages:

Manual Communication Mode:

Have you received a Ticket to Work from Social Security?

hitps://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgelITwIMA4csY xLso2K csvIoJ9S2...

8/7/2013



Work History - Blank Form: (System 7)

Work History Form

Last Name: First Name: ML
Date of Birth: '
Counselor:

Employment Information

Page 1 of 3

Primary? I

Occupation:

Job Title:

Department:
Start Date: End Date;

Work Status:

Employer's Name:

Employer's Address:

Pay Period: Amount;

Hours per week: Days per week:
Hourly Wage:

Weekly Wage:

Monthly Wage:

Annual Wage:

Is this wage comparable with other people for the same job with the same employer? ___
Medical Benefits (including waiting time, if any):

Physical, cognitive and social demands:

Accomodations, Supports or Specialized Strategies:

hitps://vrdeploy libera.com/sys7ar/lformdisplay.aspx?JsBgd4IwIMA4cs Y xLso2K csvIoJ9T...

8/7/2013



Work History - Blank Form (System 7)

Duties and Skills:

Pagre 2 of 3

Job Modifications:

Reason For Leaving:

Comments:

Contact employer?

If Used:
CRP Vendor:

ACTEL

Type of ACTI services provided:

Complete? : I

Primary? N

Occupation:

Job Title:

Department:
Start Date: End Date:

Work Status:

Employer's Name:

Employer's Address:

Pay Period: Amount;

Hours per week: Days per week;

Hourly Wage: '

Weekly Wage:

Monthly Wage:

Annuatl Wage:

Is this wage comparable with other people for the same job with the same employer? ___

https://vrdeploy .libera.com/sys7ar/Iformdisplay.aspx?JsBgd4IwIMA4csYxLso2KcesvIoJ9T...

8/7/2013



Work History - Blank Form (System 7) Page 3 of 3

Medical Benefits (including waiting time, if any):

Physical, cognitive and social demands:

Accomodations, Supports or Specialized Strategies:

Duties and Skills:

Job Modifications:

Reason For Leaving:

Comments:

Contact empioyer?

If Used:
CRP Vendor:

ACTI:

Type of ACTI services provided:
Complete? I~

Heaith insurance?

Paid Leave?

Paid Life Insurance?
'Employer Pays All Medical?

https://vrdeploy.libera.com/sys7ar/l1formdisplay.aspx?JsBgd4HIwIMA4csY xLso2KcesvIoJ9T... 8/7/2013



Education History - Blank Form (System 7)

Client:

Current/highest grade of school completed:

Education History

Currentiy/previously in a special education program? r

Special Education Services Received:

Home Schooled?
GED attained?

Elementary and Secondary Education

(Only Most Recent Required)

Dates attended:

through

School's Name:

Services Provided By School:

Contacts At This School;
Last Name:

First Name:

Title:

Col.lege and Vocational Education

Dates attended:

through

School's Name:

Major/Field of Study:

Pagelof2

Certification/Degree:

Date Obtained:

Vocational Training:

Other Training (e.g. military, correspondence courses, on-the-job, etc.):

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgflIwIMA4csY xLso2KcsvIoJOR281  8/6/2013



Education History - Blank Form (System 7) Page 2 of 2

Other Certifications:

: Other Skills By Self Report
Computer Skills?

Typing?

Foreign Languages?

Adaptive Tech?
Other Skills:

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfllwIMA4csYxLso2KcesvIoJ9R281  8/6/2013



RS-307 ’

ARKANSAS REHABIATATION SERVICES

Last Name: First: . Middle: SSN:

Date & Status | Headings

Forms and Instructions E.22 Effective 10-1.10



CASE NOTE/NARRATIVE INSTRUCTIONS

Specific documentation in the case record/ECF is required during the vocational
rehabilitation process.

The case note/narrative form is used for the documentation of Thisform—is—self-
explanatery— statuses movement, apd headings for referral and acceptance/plan
development. are-insluded.

Forms and Instructions E-23 Effective 10/1/06



Name Birth Date _
1. I'hereby authorize use or disclosure of pr “ational information about me as described below.
2. The following individual/institution or rized to make the disclosure:

3. This information may be disclos'4
Attn. Of: Arkansas Rehabilitation §

Counselor
Address

shabilitation serv:
individual
tment

for the purpose of [ 4 Establish eligibili
] Develop a voca:
Determine neec:

Other (specify)

disease, acq’ . _ ﬁims (HIV). It may also
include infort, Joutbeliavisial 6l ich i

5. Tunderstand I b rlght to revoke t
authorization I m p 50 in writing an
release informatior g understand the r¢
response to this authNization, Unless ¢
the date signed by me.

6. Iunderstand that authorizing the disclo
of information carries with it the potent
federal confidentiality rules (HIPAA).

t any time. 1und fthat if 1 revoke this

en revocation to 1 ﬁ;ﬁty that was authorized to
apply to informat [ .that has already been released in
«this authonzat101 will expire 12 months foliowing

nformation is voluntary., I understand any disclosure
¢ and the information may not be protected by

7. Health information may be fax. .ttal appropriate space)

8. An electronic copy of the authoriz

THIS FORM MUS ‘/I—i)LETED BEFORE SIGNING

Signature of Individual/Representative * Date

Relationship to Individual if signed by Representativé Signature of Witness

Forms and Instructions ' E-24 Effective 10/4/g6



AUTHORIZATION FOR RELEASE OF’

"ORMATION INSTRUCTIONS

- This form is to be used when requesting f of information or exchange of

2. Birth date: Self-explanatory. /—

3. Authorize: Record hospital, clinic, a bl.

4. Name or title of person(s) or organi;
explanatory. '

5. Specific Type of I, ik appropriate |

Imation to be C

bd for Such Di. appropriate t

idi_sclosure is to be made: Self-

Forms and Instructions E-25

Effective 10/1/06



Authorization for Disclosures of Information - " {) (System 7) Page1of?2

State of Arkansas
Depariment of Career Education

AUTHORIZATION FOR
DISCL.OSURE OF INFORMATION

W-288 (Rev 5/08)

This form must be signed in order for the Department of Career Education (ACE) to disclose information including information
about your health condition or treatment or payment for a health condition that ACE has In its records, also known as profected
health information "PHI'"), if the use or disclosure is not directly related to sunning ACE's programs or required by law o r court

order.

}Subjept of this Authorization (name of ACE Client)

I authorize ACE to disclose the information indicated below to: (name and address)

Street:
Suite/Apt: Zip:
City: ' State:

[for the following purpose(s):

(If you do not wish fo state a purpose, you can write “at my request”)

Type of Information ACE is Authorized to Disclose (check those that apply):
medical*

alcohol anﬁlor drug treatment records**
HIV related information***
financial
employment history
family and living situation
~ ACE and other benefits currently or formerly received,

records maintained by the Division of Rehabilitation Services (ARS)

[ T e S e (e B T

other

I understand that my refusal to sign wili not affect my ability to obtain services or benefits from ACE.

- lunderstand that | may revoke this authorization by notifying ACE, in writing, except if a disclosure has already been made
in rellance on it.

- | understand that the information | authorize a person or entity to receive may be redisclosed and no longer protected by

regulations.
This authorization expires on (date) or upon (event). (If use or disclosure of PHl is for
research purposes, including the creation and maintenance of a database, you can write "end of research study" or "none* )

PR

Signature of individual or Representative iD# or 5.5.# of Subject Date
Printed Name of Person Who Signed If a Representative, Authority to Act
Note to Recipient of Information:
* The confidentiality of psychiatric records is required under chapter 899 of the Arkansas general staiutes. This material
shall not be transmitted to anyone without written consent or other authorization as provided in the aforementioneq
statutes.

- - YL 8116mms



Authorization for Disclosures of Information : Pagse2 of 2

** Alcohol andfor Drug Treatment Records: This information has been disclosed to you from records protecterd by
Federal confidentiality rule (42 CFR Part 2). The Federal rules prohibit you from making any further disclosurex of this
information unless further disclosure is expressly permitted by the writlen consent of the person to whom it pertains or
as olherwise, permitted by 42 CFR Pari 2, A general authorization for the release of medical or other information is
NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminatlly investigate or
prosecute any aicohol or drug sbuse patient. _ .

i HIV Related Information: This information has been disclosed to you from records whose confidentiality Is protected
by state law. State law prohibits you from making any further disclosure of it without the specific written conseryt of the
person to whom it pertains, or as otherwise permitted by state law. A general authorization for the release of medicat or
other information is NOT sufficient for this purpose.

THIS INFORMATION IS AVAILABLE IN ALTERNATE FORMATS. PHONE (800) 842-1508 OR TDD/TTY (800) B42-4524

witne/urdentov.libera.com/Sys7AR/Iformdisplay.aspx?J sBngRpackyKSFgIcEchvaoI?... $/16/2013



RIDAC SERVICY

NAME

(Last)
SSN D.OB. ,

DISABILITY

EDUCATIONAL LEVEL

SERVICE REQUESTED

GENERAL MEDICAL

O 00 OO 049

Client reported &
records available:\

Client reported a hiy
records available \

! unavailable

Client reported a history of sheltered wo

Client unable to Read/Write

Client reported a history of Head Injury
Client reported a history of Legal Proble:

Client reported a history of Viginn
Accommodations required

[Please request clients bring a list of med,
request clients bring prescription eye wear

jorvental Heait
! unavailable .
of Special Ed. (

COUNSELOR SIGNATURE

\JTHORIZATION

__ COUNSELOR

: (Name) _ No-
DATE OF RIDAC APPT.

DISABILITY CODE

VO iINTEREST

BL

EMS OR QUESTIONS TO BE ADDRESSED

S QU assessment/treatment)

}  (with assessment)

ted employmer .fif)lacement

,-ffbr to be) taken to the RIDAC Evaluation. Also,
/1@ or hearing aids to the evaluation.}

DATE

Forms and Instructions

E-26 Effective 40/4/06
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RIDAC Service Authorization - Blank Form (System 7)

Mike Besbe
Governor

Bilf Walker
Director

RIDAC Service Authorization

STATE OF ARKANSAS

Arkansas Career Education
Division of Rehabititation Services
Randy Laverty , Commissioner

http:/fwww.arsinfo.org
An Equal Opportunity Emplosser

Page 1 of 3

[Client Information

SSN
Last Name
Date of Contact

Current Addresses:
Facility:

Street:
Suite/Apt:
City:
County Cd.:
County:

Type:

Mail Here? T
Archive? =

Telecom:
Home:

Cell:

TOB?
E-mail;

First Name Ml __

Zip:
State:

Main Residence? |

Archived Date:

Text Only?

[Purpose of Evaluation

Center Counselor:

Field Counselor;

Evaluator:

Date Entered \Work Performance:

Staffing Date:
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Cause of Primary Impairment:

Other Impairment:

Cause of Other Impairment:

[Evaluation

[@ServiceNameLabel]:

Service Detail:

[@ServiceNamelLabel]:

Service Detail;

[@ServiceNameLabel]:

Service Detail:
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SIGNATURE Date

SIGNATURE Date
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RS3
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ARKANSAS REHABILITATION SERVICES
GENERAL MEDICAL ASSESSMENT

Counselor Name Gounselor#

To Be Compl)

Name _ Birth date

Primary Physician

Name Location

INDIVIDUAL’S DESCRIPTION OF DISABILITY:

COUNSELOR OBSERVATIONS:

TO BE COMPLETED BY PHYS,
PRIMARY DISABLING CON4

(FRONT AND BA

CHARACTERISTICS OF T

SECONDARY (AND OTHL

PHYSICAL CAPACITIES: (LY AT, W SPRIATE UNDER
“PHYSICAL ACTIVITIES” AND NGl ING CONDITION .

PHYSICAL ACTIVITIES: Walk\ i D Standii ]
Kneeling [] Lifting ] Reachi ]
Other (specify)
WORKING CONDITIONS: :
Outside [ Inside [ Humid [] sty [ ] Temperature Extremes ]
Other (specify)

DEFICITS IN FUNCTIONAL CAPACITY AREAS: (cher term description on back)

Mobility [] Communication [J]
Interpersonal Skills O Work Toleranc
RECOMMENDATIONS: (indicate as Appropriate)
SPECIALIST EXAMINATION ADVISABLE F OR (N IAGNOSIS OR

PROGNOSIS (SPECIFY TYPE)
TREATMENT (SPECIFY TYPE AND APPROXIMATL

OTHER

Forms and Instructions E-30 Effective 10106



RS-3
Page 2of2

ARKANSAS REHABILITA.TION SERVICES
GENERAL MEDICAL ASSESSMENT

REMARKS:

HISTORY AND PHYSICAL

DESCRIPTION OF PROBLEM

HEENT

VISION

HEARING

LUNGS

HEART (BP

ORTHOPEDIC

NEUROLOGICALY

OTHER

DATE

PHYSICIAN’S SIGNATURE

[ITY AREAS

i
10of either verbal or non-verbal information.
talth, safety, food preparation and nutrition,

DEFINITION OF FUN:
MOBILITY - Capability of moving efficiently from pla
COMMUNICATION — Accurate and efficient transmis
SELF-CARE — Ability to fulfill basic needs such as:
grooming, transportation, housing, homemaking, and mo
SELF-DIRECTION - capacity to organize, stwgot=a o
of the individual.
INTERPERSONAL SKILLS — Ability of the im)
workers, supervisors and others to facilitate the norn
WORK TOLERANCE — Ability to carry out reqli‘;
manner over a sustained period of time. '
WORK SKILLS —Those specific skills required to cart) A
benefit from training in those work functions.

e o nner which best served the objectives
Facceptable and mature manner with co-
F'¢ work tasks in an efficient and effective

ris as well as the capacity for an individual to

Forms and Instructions E-30 Effective 10/1106



ARKANSAS REHABILITATION SERVICES
GENERAL MEDICAL ASSESSMENT

Counselor Name Counselor # Location

To Be Completed by Counselor

Client’s Name — —— _, Birth Date
Primary PhysmianlﬁE;J IE_*
Name Location

CLIENT DESCRIPTION OF DISABILITY:

_..___-—_.__.....____-._——-..-___.-.....__......___-.___._...._—-—-.-.-..__—____—-.__—_.-.__—__,__

h-_____—...__—,-.—..-___....—.....___-...____—-....__._....____——.____—.-....____—..___.-._-__.._._____

TOBE COMPLETED BY PHYSICIAN ( FRONT AND BACK)
PRIMARY DISABLING CONDITON:

.___-....._—___—-...._-———-..-___——.-.-..___—-._——-..._.____-...___—_..____._—..-.__—.-.__._____

L |



CHARACTERISTICS OF DISABLING CONDITION (Check as indicated)

Permanent ‘ Temporary Stable Improving

Slowly Progressive Rapidly Progressive

MA]OR DISABLING CONDITION CAN BE

Removed by treatment: Yes D D
Substantantially reduced by treatment Yes No

SECONDARY (AND OTHER) DISABLING CONDlTIONS:

PHYSICAL CAPACITIES
Physical Activities: Working Conditions:
Limitations To bhe Avoided Limitation To be Avoided
Walking D :I Outside I:l [:I
Standing Inside
Stooping Humid
Bending Dry
Kneeling Dusty
Lifting Temperature
Extremes
Reaching Dangerous
Machinery
Pushing
Pulling
Climbing
Strenuous labor




DTHER:

RECOMMENDATIONS: (Indicate as Appropriate)
SPECIALIST EXAMINATION ADVISABLE FOR COMPLETENESS OF DIAGNOSIS OR

PROGNOSIS (SPECIFY TYPE) _

TREATMENT (SPECIFY TYPE AND APPROXIMATE DURATION) OTHER

REMARKS:




HISTORY AND PHYSICAL
PROBLEM INDICATED DESCRIPTION OF PROBLEM _

HEENT No Yes
HEARING No Yes
LUNGS ©No Yes

HEART (BP / }No Yes

ORTHOPEDIC No Yes




NEUROLOGICAL /MENTAL No
STAT

Yes

OTHER:

PHYSICIAN SIGNATURE

DATE

CLIENT’S NAME:




GENERAL MEDICAL EXAMINATION ASSESSMENT RECORD
AND
(NEXT TWO FORMS)
MEDICAL CONSULTANT WORKSHEET
PHYSICIAN CONSULTANT WORKSHEET INSTRUCTIONS

The counselor will complete and—sign the top section of the form. The Physician
completes the form.

Forms and Instructions E-31 Effective 16/1/06



Formn RS-3g
Revised 10-06

ARKANSAS REHABILITATION SERVICES

MEDICAL CONSULTANT WORK SHEET
Client Date

Vocational Objective

Date of
| No Recommendation R e-evaluation

L Diagnosis

A. s general physical
examination adequate?

B. Do signs suggest
further study?

1. Are further tests
indicated?

a. Laboratory tests

consultation

ation for

lmnda Iy

II.
A.
K r—
B.
!
I11. litation Plan
A. in satisfactory?
B. Is training pla\ satisfactory

From a physical standpoint?

C. Is placement plan satisfactory -
From a physical standpoint?

Comments: (If more space is needed fo - ot using back of this sheet if necessary.,)

M.D,
Medical Consultant

Forms and Instructions _ E-38 Effective 101106
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ARKANSAS REHABILITATION SERVICES

MEDICAL CONSULTANT WORKSHEET

CLIENT:

Date:

Counselor:

Counselor# Location:

Vocational Objective:

Yes No Recommendation Date of re-
evaluation

|. Diagnosis
A. Is general physical
examination
adequate?

B. Do signs suggest
further study?

1. Are further test
indicated? -

a. Laboratory tests

b. X-ray

2. Is specialist
consultation indicated?

3. Is hospitalization for

diagnosis indicated?

Il. Prognosis

A. Is disability “static?”

B. Can major disability be

removed or

substantially reduced

by treatmentin a

reasonabie length of

time?

Il. Rehabilitation Plan

A. Is treatment plan
satisfactory?




[~ .
B. Is Training plan

satisfactory from a
physical standpoint?
f

C. Is Placement plan
satisfactory from a
physical standpoint?

Client:




Client name:

Counse

ARKANSAS REHABILITATION SERVICES
PHYSICIAN CONSULTANT WORKSHEET

(This confidential report is generated for Arkansas Rehabilitation Services use only.

Available treating physician reports were reviewed to complete this document. information contained in
this report should not be utilized for the purpose of treatment or the Determination of eligibility for

other public or private programs.)

lor:

Identified Medical Condition(s):

Age:

Office:

|

N

Characteristics of Medical Condition(s):

Permanent Tempeorary
Medical Condition(s) can be:
Removed by Treatment: | |Yes

Substantially Reduced by Treatment:

No

Stable

Yes

No

Vacational Limitations;

Physi

Walking

tivities:

Limitations = To be Avoided

OQutside

Working Conditions:

Improving
Limitation To ided




Standing
Stooping
Bending

" Kneeling

Lifting

Reaching

Pushing

Pulling

Climbing

Grasping

Repetitive Use
of Hands

Strenuous labor

Inside
Humid
Dry

Dusty

Temperature
Extremes

Dangerous
Machinery

Heights

Chemical Vapors

Loud Noise

Other:




Recommendations/Conclusion:

Physician’s Signature:

M.D./ Date:

Client Name




GASTRIC BYPASS STATEMENT OF UNDERSTANDING

| understand that weight reduction surgery is a complicated medical procedure and
there are risks involved. As part of my rehabilitation program, | agree to adhere to the
recommendations of the surgeon and any other treating physicians or medical
professionals at the time of surgery and during my recovery process. | understand that
weight reduction surgery is not a “magic cure” but only an initial step in my effortto lose
weight due to morbid obesity. | understand | must commit to a change in my lifestyle in
order to lost weight and maintain a weight that does not pose a threat to my health. |
agree to adhere to medically recommended diet and exercise programs and understand
that if | do not adhere to such programs, | can regain a significant portion of any weight |
may have lost as a result of the surgery. | have been informed of the research that
indicates 5 years post-surgery 70% of individuals who have weight reduction surgery
regain 50% of weight initially lost. | have been informed that due to the above-
mentioned research it is the practice of Arkansas Rehabilitation Services to pay for the
weight reduction surgery one time.

I understand this service is provided to help me to gain or maintain employment.

Client Signature Date

Forms and Instructions E-32 Effective 10/1/06
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GASTRIC BYPASS SURGERY CHECKLIST

Required information for submission to the District Manager

Client's Name:

General Medical Assessment
Documentation of morbid obesity at least 5 years
BMI 55 or Greater
Co-Morbid Conditions:
Uncontrolled Diabetes Mellitus
Unconfrolled Hypertension
Sleep Apnea
Hypoventilation
Cardiac Failure
Arthritis (Low Back, Legs, Feet)
-Reflux Esophagitis
Varicose Veins

Documentation from treating physician of success or failure in a
Structured weight loss program for 1 year while under his/her care

Examination by a surgeon proficient in bariatric surgery
With recommendation for surgery

Mental Health Assessment

Signed Local Medical Consultant Worksheet

Signed memorandum of understanding by the client

Has realistic expectations

Understands & agrees to long term follow-up
Understands postoperative restrictions

Documentation of eligibility and order of selection criteria
Signed memorandum of understanding by the client

Case narrative documentation of counseling issues
Approval of District Manager

Comments:

SSN: ——

Yes

0
O
[

AO0O00ooog

O

O 0O 0 o o o0 oooo g

ninlsinininlnln oOogZ

O

O O 0 0 0 0 0o o 0 >»

Forms and Instructions E-34

Effective 10/4/08
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Arkansas Department of Career Education

Arkansas Rehabilitation Services

#26-Corporate Hill-525 W. Capitol
Little Rock, AR 72205 1

Phone/TLY (501) 683-0719 or Toll Free/TTY 800-828-2799 or fax (501) 666-5319

Date:

AT @ Work Referral Form

To: AT @ Work Team Fax 501-686-2831 666-5319

Counselor:

Client:

Address:

Address:

City:

Zip:

City Zip: |

Email:

Phone:

Phone:

Cell/Work:

Fax;

Disability(s):

Client is: () Vocational Rehabilitation ( ) Independent Living

Reason for Referral:

Note: Referral Form is the only information required. AT @ Work evaluator will contact
referring Counselor if additional information is needed.

Forms and Instructions

E-28 Effective 10-1-10




ASSISTIVE TECHNOLOGY @ WORK INSTRUCTIONS

REFERRAL AND ASSESSMENT PROCESS

The AT @ Work program (Assistive Technology at Work) is designed to assist the ARS
consumer and the referring Counselor in selecting and obtaining the appropriate
assistive technology. The program is a collaborative effort involving Little Rock based
staff as well as ACTI therapy staff. Services offered include evaluation/assessment,
assistive technology device training, device modification/adaptation, and technical
assistance as it relates to work, school, home, and transportation. ARS Counselors are
required to determine the need for assistive technology at the time of application, plan
development, and placement,

The following process is recommended in those situations when the Counselor
identifies the potential need for assistive technology:

1) Counselor determines need for an assistive technology assessment or
consultation.

2) Counselor completes the AT @ Work Referral Form in full and forwards to the AT
@ Work Program Manager via e-mail or fax.

3) Program Manager receives Referral Form, reviews and assigns to the
appropriate AT @ Work evaluator. (If referral requests a wheelchair or
orthotic/prosthetic assessment referral is forwarded to the physical therapy
department at ACTI. The physical therapist will contact the referring Counselor
to discuss the need for the consumer referred to visit the ACTI.)

4) Evaluator reviews the referral. Prior to scheduling the assessment, the Evaluator
contacts the referring Counselor to ascertain the Counselor's perception of the
individual's specific needs and requests other information.

5) Evaluator and Counselor will discuss the availability of IL or VR funds and
determine the need to proceed with the evaluation.

6) Evaluator and Counselor will determine responsibility of scheduling the
assessment in a timely manner based on the availability of the consumer,
Counselor and evaluator.

7) Evaluator will complete a functional assessment addressing the referred
individual’s specific need of assistive technology based on the Counselor's
request.

8) Evaluator will complete a report summarizing findings with recommendations for
any needed technology prioritized.

9) Evaluator and Counselor will determine responsibility for procurement of
recommended and agreed upon assistive technology. The Evaluator will provide
vendor information, along with the quoted cost of the technology.

10) Evaluator will determine training needs regarding recommended technology prior
o purchase.

11) Evaluator and Counselor will jointly agree as to responsibility for follow-up
services including final approval of modifications/adaptations.

12) The Counselor will be responsible for processing payment of authorized and
purchased technology.

The counselor will also be responsible for obtaining the consumer’s signature on the
retention of title for necessary equipment.

Forms and instructions E-29 Effective 40.1-1p



ARKANSAS REHABILITATION SERVICES
CERTIFICATE OF INELIGIBILITY

CLIENT NAME CASE NUMBER

' the information | have and to the
yat you are eligible for vo cational
\Sion, you may file a request for

The diagnostic study has been comply
best of my knowledge and judgment
rehabilitation services. If you are
an administrative review of this /s
supervisory staff of the agency. If diss:
given an opportunity for a fair hearing.
determine if any changes have occurred’

e findings of this review, you will be
jay be afforded an annual review to
sult in a decision of eligibility.

THE REASON(S) FOR THIS DEC(, SION IS:

DESCRIBE CLIE

DATE FOR ANNUAL REVIEY

CLIENT SIGNATURE NUM DATE

Effective 10/1/06

Forms and Instructions E-38



NAME;

RS-600-B (1)

' Rev. 10-06
ARKANSAS REHABILITATION SERVICES
CERTIFICATE OF ELIGIBILITY
(LAST) (F MI SOCIAL SECURITY NUMBER

IN ACCORDANCE WITH THE REHABILITATION ACT OF |

INDIVIDUAL IS AN INDIVIDUAL WHO:

Y (1) HAS A PHYSICAL OR MENTAL IMPAIRME;

WHICH CAUSES LIMITATIONS OF

[J@ a r————
ERMINE iF VOCAT
LOYMENT OUTCO.
EE SERVICES:
COUNSELOR NAME
(] B

CAN BENEFIT IN TERMS OF AN EMP:

VR SERVICES:

COUNSELOR NA)

THE INDIVIDUAL REQUIRES VOCAT:
ENGAGE IN, OR RETAIN GAINFUL, EM:_

NDED, IT 1§ DETERMINED THAT THE ABOVE NAMED

"A/ASSESSMENT
¢EFIT THE INDIVIDUAL

ATION SERVICHS T

DATE

ELOR SIGNATURE NO

]
i

?E FROM VOCATIONAL REHABILITATION SERVICES

OR SIGNATURE NO. DATE

<TION SERVICES TO PREPARE FOR, ENTER,

Forms and Instructions

Effective 401106



Certificate of Eligibility/Ineligibility - Blank Form (System 7) Page 1 of 3

Certificate of Eligibility/Ineligibility

Name:

Confirmed Impairments

Primary impairment:

Cause of Primary Impairment;

Other Impairment:

Cause of Other Impairment:

Presumptively Eligible? __

Eligibility Justification: ‘
Describe visual impairment(s) and other physical or mental impairments, if any. List documentation which
substantiates the impairment(s).

List functional limitations and other factors specific to the vision loss, other impairments, or the combination of
vision loss and other impairments.

+ Communication
o Limitations :

« Interpersonal Skills
o Limitations :

» Mobility
o Limitations :

https://vrdeploy.libera.com/sys7ar/iformdisplay.aspx?JsBgfpZ 71ss5Kpk I8UzIMIyPcl7V5zr  8/6/2013



Certificate of Eligibility/Ineligibility - Blank Form (System 7) Page2of 3

o Self Care
o Limitations : _ _ e

o Self Direction
o Limitations :

« Work Skills
o Limitations : . S

« Work Tolerance
o Limitations :

Explain how these limitations cause a substantial impediment to employment for the individual. :

Describe why VR services are required for the individual to prepare for, enter, engage in, or retain gainful
employment.

Priority: Order Of Selection:

Significantly Disabled? ___

Unable to determine client eligibility at this time. Client will be placed in Extended Evaluation (status 08) until
adequate information is available.

Date of Extended Evaluation:

Extended Evaluation Over On:

Individual has been determined to be Eligible for vocational rehabilitation services to prepare for, secure,

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgfpZ 7Iss5Kpk 18UzIMIyPcl7V5zr  8/6/2013



Certificate of Eligibility/Ineligibility - Blank Form (System 7) _ Page 3 of 3

retain or regain employment.___

SIGNATURE Date

SIGNATURE Date

https://vrdeplov.libera.com/sys7ar/Iformdisplay.aspx?JsBgfpZ 71ss5Kpk 18UzIMIyPcl7V52zr  8/6/2013



CERTIFICATE OF ELIGIBILITY INSTRUCTIONS (RS-600-B-1)

1. The Certificate of Eligibility is generated by the case management system after
Status 10 is keyed.

2. The Certificate of Eligibility form is displayed with the individual’'s name, Social
Security Number, and counselor's name.

3. The physical or mental impairment disability, the limitations, and the date of
certification are to be keyed.

4. Check appropriate box for Trial Work Experience, Extended Evaluation, or VR
services.

5. The Certificate of Eligibility for Trial Work Experience, EE, or VR services is not
valid if not signed by the counselor and the Date of Certification entered.

6. The Certificate of Eligibility must-be-printed is attached and-placed to in the ease
folder ECF.

Forms and Instructions E-41 Effective 10/1/06



CERTIFICATE OF INELIGIBILITY INSTRUCTIONS {RS-4C)

1. The Certificate of Ineligibility—-RS-4e, will be completed when the case is closed
08" from Status 02.

2. The Certificate of Ineligibility generated by the case management system after
Status 08 is keyed.

3. The Certificate of Ineligibility form is displayed with the individual’s name, Soaial
Security Number, and counseloi's name.

4. In the space provided, explain the reason the individual is ineligible for services.

5. Describe in the space provided the client's participation in the decision reached.

6. Record the date scheduled for the annual review for all individuals closed from
Status 02 found ineligible because the individual indicates the severity of

disability prevents participation in a rehabilitation program.

7. The electronic date and signatures of the individual and counselor indicate
understanding of, and agreement.

8. When an individual is closed in Status "08" from Status 02, a Certificate is

completed, in-duplicate-and-the-originalis provided a cogy o the applicant and a
copy is plaeed attached to in the losal-ECF.

Forms and Instructions E-39 Effective 10/1/06



ILRS Cettificate of Eligibility/Ineligibility - Blank Form (System 7) 'Page 1ofl

STATE OF ARKANSAS
Mike Beebe V
Governor
Bitt Waltker http:/fwww.arsinfo.org
Director An Equal Opportunity Employer
Arkansas Career Education
Division of Rehabilitation Services
Randy Laverty , Commissioner
ILRS Certificate of Eligibility/Ineligibility
Name: Case Number: __
Counselor: Signed Date:

The limitations from the impairment constitutes a substantial impediment to indepmendent living.’
This disability constitutes or results in a substantial limitation to the independent living and/or
employment.

There is a reasonable expectation that independent living services may significantly assist the
individual to improve his/her ability to function independently in family or community independent
functioning.

The individual is certified Eligible for independent living services. __

SIGNATURE Date

SIGNATURE Date

https://arrsa.libera.com/Sys7AR/Iformdisplay.aspx?JsBgfpRtF5Vse YIwIMA4esYxLso2Ke... 8/16/2013



CERTIFICATE OF ILRS ELIGIBILITY INSTRUCTIONS (RS-600-B-1)

1.

The Certificate of Eligibility for ILRS is generated by the case management
system after Status 72 is keyed.

The Certificate of Eligibility form for ILRS is displayed with the individual's name,
Social Security Number, and counselor's name.

The Certificate of Eligibility is not valid if not signed by the counselor and the
Date of Certification entered.

The Certificate of Eligibility must be printed-and placed attached to in the ECF.
case-folder.

The physical or mental impairment disabllity, the limitations, and the date of
certification are to be keyed.

Forms and Instructions E-43 Effective 10/4106



Page 1 of 2

ARKANSAS REHABILITATION SERVICES

ASSESSMENT FOR DETERMINING PRIORITY CATEGORY FOR SERVICES

NAME:

SSN,

(LAST) (FIRST) (MI)

1. This individual has one or more impairments that are considered significant;

[ Yes [] No-

2. As a result of these impairments, the individual is significantly limited from maintaining or achieving
employment due to chronic loss in the following capacity areas (as described and defined):

MOBILITY
[

04

Regularly requires any of the following to get around in the community:
Modifications, adaptive technology, accommodations, and assistance from others
Range of travel is severely limited

Unable to use upper and/or lower extremities

Unable to control and coordinate fine and/or gross motor movements such as button buttons, wind
watch, etc.

SELF DIRECTION

SELF CA

OO00E O OOod O

Requires supervision on a frequent or ongoing basis to begin and carry through with goals and
plans, perform job tasks, monitor own behavior or make decisions

Highly distractible/short attention span/severe difficulty concentrating on work
Difficulty shifting focus from one task to the next
Unable to work independently

Unable to provide informed consent for life issues without assistance of a court appointed legal
representative or guardian

Unaware of consequences of behavior

Requires assistance on the job for personal needs
Places self and/or others at risk due to poor decision-making/reasoning, or judgment
Requires extra attention or monitoring to prevent accident or injury

Unable to perform normal activities of daily living without assistance such as hygiene, cooking,
shopping and money management

INTERPERSONAL SKILLS

[

Has not acquired cultural or age appropriate social skills, which will impede employer/co-

worker interaction

a0 O

Work history includes recent negative references, firings, multiple short-term jobs or other
evidence of work adjustment problems

Social isolation, withdrawal, or rejection by co-workers
Frequent conflict with co-workers or supervisors
Has significant difficulty interpreting and responding to behavior and communication of

others

Forms and Instructions E-44 Effective 10/1/08



Page 2 of 2

ASSESSMENT FOR DETERMINING PRIORITY CATEGORY FOR SERVICES (continwed)

COMMUNICATION

O

0o o 4d

Unable to participate in conversation without accommodation or assistive technology
(Video/visual, language board, interpreter, TTY, written aids, real-time captioning, efc.)

Unable to understand telephone conversation even with amplification, including tactile or
visually enhanced sign systems

Expressive and receptive primary mode of communication is unintelligible to non-family
members or general public

Below the 5™ grade level in reading or written expression

Unable to access printed/visual information without assistive technology and/or
accommodation

WORK TOLERANCE

00O OoOo g

Requires frequent or extended periods of time from work due to necessary treatments o
medical problems,

Unable to climb a fIight of stairs or walk 100 yards on level surface without pause
Unable to lift 20 pounds (accasionally) or carry more than 10 pounds (frequently)

Requires modification, adaptive technology and/or accommodations not typically required
for others in terms of capacity or endurance (i.e. extra work periods, shorter workday or
week, adjustments in starting and quitting times)

Unable to sit/stand for more than two hours
Unable to perform tasks at a competitive work pace

WORK SKILLS

O

O OO O

Unable to obtain or maintain empioyment usually available to persons of equivalent age and
education

Have few general skills, which could be readily used in a job, existing in the economy
and/or job specific skills are largely unusable due to disability or other factors.

Can only learn tasks that are routine or repetitive

Requires accommodation or rehabilitation technology to participate in training to develop
work skills

Requires more training and supervision than other trainees to obtain/maintain job skills

Are multiple services over an extended period of time expected: [Jves [JNo
Category

This individual meets the criteria for Priority for Services: Ch i [

I:l StLUSLQ I:I Mﬁ (Please check appraopriate box)

Counselor Signature Counselor# Date of Signature

Fornis and Instructions E-44 Effective 10/1/0g



ORDER OF SELECTION-PRIORITY CATEGORY INSTRUCTIONS

When applicable ARS Order of Selection follows the procedures outlined.

1. Eligibility (Status 10) must be established prior to applying the Order of Selection.

2. Complete the Assessment for Determining Priority Cateqory for Services.
(See Appendix E)

3. The consumer will be notified in writing of the priority category using the required
form letter. The original will be mailed to the individual and a copy will be placed
in the ECF case file. (See Appendix E)

4. If under Order of Selection, d Document the Cateqory placement in the case note
narrative. by using the Order of Selection heading.

5. If the individual does not meet the level of the priority category necessary to
receive services, the individual may choose to be placed in a waiting (list) Status
04, or be referred to other Workforce partners or agencies , or closed in Status

30.

Forms and Instructions E-46 Effective 10/1/08
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Effective 40-1-10

E-47

Forms and Instructions



Eligibility Letter - Blank Form (System 7) Page 1 of 1

.

STATE OF
Mike Beebe
Governor
Bill Walker Tittp:Hwww arsinfo.org
Director An Equal Opporlunity Employer
Arkansas Career Education
Division of Rehnbititation Services
Randy Laverty , Conmissiorer
Dear

When you applied for Rehabilitation Services, | explained the Order of Selection. This means that individuals who are
most significantly disabled will receive priority for paid-for services. Based upon medical information obtained and a
review of your rehabilitation potential, you are eligible and are being placed in:

=

If you are listed in Category | or Il, please contact me immediately to plan your Rehabilitation Program.

If you are listed in Category [l or IV, ydu must choose (check one)
___Assistance with referral to other workforce investment programs/benefits

___To be placed on deferred services list until more funds are available
. Request that your case be closed

Client Signature Date

You should contact me immediately of your decision or if you do not understand this letter.

If you are not satisfied with your category placement, you may request an administrative review. Your request must be
in writing, within 30 days of the date of this letter to:

Sincerely,
SIGNATURE Date
SIGNATURE Date

https://arrsa.libera.com/Sys7AR/Iformdisplay.aspx?JsBgfpRif5ZveolwIMA4cs YxLso2Kes... 8/16/2013
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RS-16
ARKANSAS REHABILITATION SERVICES

FINANCIAL RESOURCES
Name of Client
(Last) (First) MD)
Date Total Number In Household
FCAPITAL-ASSETS V-COMPARABEE-BENEEIFS
Yes No Amount**
1. Liquid Assets {Exempt single $6,000; O 0 $
person with dependents $12,000) 0 I, $
2. Other o o $
3. TOTAL O O] s
Only) O 0O s
. MONTHLY INCOME ~sation O [3] s
WPTLIRY Ji b B D $
4. Salary (Continuing - Client Only) $ J O s
5. Retirement/Pension (Client Only) $ O O] s
6. VA Disability (Client Only) $
7. 8SDI (Client Only) $
8. SSI (Client Only) $
9. Annuities (Client Only; b \L (Lines 22 - 28) $
10, Private Insurance ly) $ 5!
11. TANF (Client $

12, Other (Incly,
13. TOTAI

R e ]

$

18. Monthly Income Available (Line 17 minus
Line 13, if a negative amount enter 0.)

19. Income Available {(Line 18 times number
of months)

20. Capital Assets (Line 3)
21, TOTAL (Lines 19 & 20)

N

I hereby certify that all information in Sections I throt

Rehabilitation Services to investigate the accuracy of this e,
S\

4
ledge. 1 also grant permission for the Arkansas
ges, 1 agree to notify the Counselor.

Client Signature
**HEstimate if exact amount is not available,

Counselor Signature

Forms and Instructions E-50
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RS-16 Financial Resources - Blank Form (System 7)

RS-16 Financial Resources

Current Name:
Title:
Last Name:

First Name: Middle Initial:

Suffix;
Salutation:

Use this Name? [

Total Number in Household:

. CAPITAL ASSETS

Page 1 of 2

Amount

1. Liquid Assets (Exempt single $6,000; person with dependents
$12,000)

——————————————

2. Other

3. TOTAL

Il. MONTHLY INCOME

Amount

4. Salary (Continuing - Client Only)

5. Retirement/Pension (Client Oniy)

6. VA Disability (Client Only)

7. 8SDI (Client Only)

8. SSI (Client Only)

9. Annuities (Client Only)

10. Private Insurance (Client Only)

11. TANF (Client Only)

12. Other (Include Family Income)

I

13. TOTAL (Lines 4-12)

lll. NORMAL LIVING REQUIREMENTS (do not complete for
§81/S8DI Recipients)

Amount

14. Family Group (See NLR Chart)

15. Special Conditions

16. Special Conditions

17. TOTAL (Lines 14-16)

{V. CLIENT'S AVAILABLE RESOURCES (do not complete for
S$81/SSDI Recipients}

Amount
18. Monthly Income Available {If Line 17 is greater than Line 13, enter
0).
19. Income Available (Line 18 times months)
20. Capital Assets (Line 3)
]

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgfpVtfdiwIMA4cs YxLso2Kcesvlol... 8/6/2013



RS-16 Financial Resources - Blank Form (System 7) ' Page 2 of 2

21. TOTAL (Lines 19 & 20) I

V. COMPARABLE BENEFITS

Yes/No Amount

22. Medicaid

23. Medicare

24. Pell Grant

25. Insurance

26. VA (Educ/Tmg. Only)
27. Worker's Compensation

28. Other (Specify)
29. TOTAL (Lines 22-28)

Comments:

| hereby certify that all information in Section | through V Is true to the best of my knowledge. | also grant permission for the
Arkansas Rehabilitation Services to investigate the accuracy of this report. If my financlal condition changes, | agree to notify the
Counselor.

SIGNATURE Date

SIGNATURE Date

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfp Vif4lwIMA4csYxLso2Kcesviol...  8/6/2013



RS -16 FINANCIAL RESOURCES INSTRUCTIONS

The RS-16 is used to document financial resources and comparable benefits of the
individual. A-preperly-exeecuted The RS-16 must be included in the caserecord ECF of
each individual prior to the provision of any services. based—on—financial—heed.
Individuals receiving SSI/SSDI are exempt from financial need assessment, but
the comparable benefit section of the form should be completed to assess other
available funding sources comparable-benefits. The-RS-800-A-and-RS-600-C The
IPE_and IPE Amendments are used to summarize and compute the amount of
supplementation recessary. Instructions for completion of the RS-16 are to be followed
to assure compliance with State policies and regulations.

If the individual is 23 years of age or under and unmarried, the parent(s) assets must be
verified with a copy of the parent(s) income tax forms. If the parent(s) do not support the
individual, the individual must provide documentation of non-support.

Completeall sections of the financial resources in the electronic case
management system.

Exception: If the client’s family states the client will not be claimed on next year's
income tax, the client will no longer be considered a dependent. The client will be
required to verify their source(s) of income to cover their expenses.

¢ Record the individual’'s name, date, and the total number in household.

CAPITAL ASSETS

1. Liguid Assets: Liquid assets of the individual and spouse is cash on hand, saving
and checking accounts, bonds, securities, and other negotiable papers that can readily
be turned into cash. will- be-interpreted-as-meaning-cash-and-these-instruments Deduct
the first $6,000 for persons (without dependent children), or $12,000 for persons with
dependent children and enter the remainder of liquid assets on the blank line. If none,
enter 0. If the individual is 23 years of age or under and unmarried, the parent(s) assets
must be included. A copy of the parent(s) income tax forms must be provided for this
purpose. If the parent(s) do not support the individual, the individual must provide
documentation of non-support.

2. Other: Enter any other capital assets.

3. Total: Enter the sum of the amounts in Lines 1-2. If none, enter 0.

MONTHLY INCOME
Reported income must be verified. (See manual Section V)

if the individual or parent(s) reports zero income or did not file income tax forms, the
individual must sign a written statement of verification. If the individual is 23 years of

Forms and Instructions E- Effective 10-1-10



age or under and unmarried, the parent(s) income must be included. A copy of the
parent(s) income tax forms must be provided for this purpose. If the parent(s) do not
support the individual, the individual must provide documentation of non-support.

4. Net Salary: Deduct 25% of the gross income from the most recent paycheck
computed on a monthly basis for a regular full-time employee.

Deduct 25% of the adjusted gross income computed on a monthly basis if the
information is obtained from income tax returns or the PELL grant summary.

For farmers, teachers, or part-time employees, the amount entered will be the monthily
average for the past 12 months. If income has ceased at the time of application or will
not be continuing, enter 0 in the amount column.

5. Retirement/Pension: Enter the amount.

6. VA Disability (Client Only): Enter the amount.

7. SSDI (Client Only): Enter the amount.

8. SSI (Client Only): Enter the amount.

9. Annuities (Client Only): Enter the amount.

10. Private Insurance (Client Only): Enter the amount.

11. TANF (Client Only): Enter the amount.

12. Other (Client Only) Enter the source and the amount of any other income such as
contributions, rent, board, etc. received. Enter the family income from parent(s) or
spouse. If the individual is 23 years of age or under and unmarried, parent(s) income

must be included.

13. Total (Lines 4 — 12) Enter the sum of amounts in Lines 4-12. If none, enter 0.

NORMAL LIVING REQUIREMENTS (NLR)
DO NOT COMPLETE FOR SSI/SSDI RECIPIENTS.

14. Family Group: Enter from the Normal Living Requirements Table the amount in
accordance with the household group and any modification. NLR includes shelter, food,
clothing, general health maintenance, utilities, and basic standard living requirements.

Number of Persons Monthly Amount
1 $3,200.00
2 $3,600.00
3 $4,000.00

Forms and Instructions E- Effective 10-1-10



{($400.00 for each additional family member)

15 & 16. Special Conditions: Special Circumstances (conditions) of other
expenditures/debts that impose unusual burdens on the client or family’s income can be
added to the normal living requirement. (Example: medication or medical payments for
client or other family members, child support, education expenses, etc.) List and identify
each special condition.

17. Total: Enter the sum of Lines 14 through 16.

CLIENT'S AVAILABLE RESOURCES - DO NOT COMPLETE FOR $SISSDI
RECIPIENTS.

Each individual is expected to use all resources available for the rehabilitation program.

18. Monthly iIncome Available Line 17 minus Line 13. (If line 17 is greater than line 13
enter 0.)

19. Income Available (Line 18 times Number of Months): This amount represents
continuing income available to the client. In all instances, any amount exceeding the
NLR will be entered and used.

20. Capital Assets: Enter the amount from Line 3. If none, enter 0.

21. Total: Enter the sum of Lines 19 and 20.

COMPARABLE BENEFITS - ESTIMATE IF EXACT AMOUNT IS NOT
AVAILABLE.

The comparable benefits provision provides VR agencies with an organized method for

assessing an_individual's _eligibility for benefits under other programs. Any benefit
available to individuals under any other program to meet, in whole or in part, the cost of
any VR service will be utilized. This benefit will be considered only to the extent that it is
available and timely.

A "comparable benefit" is not the same as "determination of economic need." In
determination of economic need, the objective is to set the conditions for equitably
determining the amount, if any, an individual is expected to participate in the cost of the
rehabilitation. In_the area of comparable benefits, the objective is to give full

Forms and Instructions E- Effective 10-1-10



consideration to alternative funding sources prior to spending VR funds to purchase
consumer services.

22. Medicaid: Check yes or no and enter the amount. If "no", enter 0.
23. Medicare: Check yes or no and enter the amount. If "na", enter 0.

24. Pell Grant: Check yes or no and enter the amount of grant as determined by the
Financial Aid Administrator in the institution. If "no", enter 0.

25. Insurance: Check yes or no and enter the amount of insurance benefits available
as determined by client statement or review of policy. The name of the company and
policy number will be entered, if known. If "no", enter 0.

26. Veteran's Administration (Educ/Trng Only): Check yes or no. Enter the amount.
If "no", enter 0.

27. Workers' Compensation: Check yes or no. En'ter the amount. if "no", enter 0.
28. Other: Specify any other comparable benefits. Enter the amount. If none, enter 0.
29. Total: Enter the sum of Lines 22 through 28. If none, enter 0.

Comments: Additional information or explanation may be included in this section.
!ndividual and Counselor Signature: i

in-the-appropriate-space-The electronic date and signatures of the individual and the
counselor indicate understanding of, and agreement.

Forms and Instructions E- Effective 10-1-10



RS-600-A

Page 10f 2
Rev. 10-06
ARKANSAS REHABILITATION SERVICES
INDIVIDUALIZED PLAN FOR EMPLOYMENT
" {LAST NAME) {FIRST NAME) VDLE INITIAL)Y SOCIAL SECURITY NUMBER
2. [J VR SERVICES O TRIAL WORK EXPERIENCE/EXTT, [] INDEPENDENT LIVING SERVICES

3. A. SPECIFIC EMPLOYMENT QUTCOME/IL GOAL: B. SOC Code

C. SERVICE INITIATION DATE: - TION DATE:

D. ESTIMATED STARTING SALARY: ~ RELOCATE? [JYES [ NO

______ e

F.PROJECTED JOB DEMAND:  [1HIGH L] MOL

4. CRITERIA FOR EVALUATION OF PROGRESS TOWARD EN

INTERMEDIATE OBJECTIVES EVALUATION CRITERION

/,;P_

[.] counsELING
[] EVALUATION/ASSES:

[[] PLACEMENT O
] FoLLow-upP O [
[] POST-EMPLOYMENT O] O
L] TECHNOLOGY SERVICE Ol O
O O | o
O O |
] O O
O O |
O 71 O

i
PAUTION
;g;LEMENTATION

~

6. THIS PLAN FOR EMPLOYMENT WAS DEVELOPED BY
[ MYSELF [] WITH REHABILITATION COUNSELOR\A (] WITH OTHER TECHNICAL ASSISTANCE
7. IT 1S UNDERSTOOD AT LEAST ONCE EACH 12 MONTHS FOR A
EXPERIENCE/EXTENDED EVALUATICN, THERE WILL BE A REVIEW,
TO JOINTLY REDEVELOP TERMS. D

ES AND EACH 90-DAY PERIOD FOR CASES IN TRIAL WORK
% I8 PROGRAM AT WHICH TIME | WILL HAVE THE OPPQORTUNITY

DATE OF REVIEW |S:

Forms and Instructions E-55 © Effective 10/1/06



RS-600-C
Page 1 0of 3

An individual is eligible for Rehabilitation Services when it is determined the individual has a physical or mental disability which
constitutes or results in a substantial impediment to employment; can benafit fram Vocational Rehabilitation in terms of an employment
outcome; and requires Vocational Rehabilitation Services to prepare for, secure, retain, or regain employment.

A period of trial work experiences may be required when an indivir:
substantial impadiment to employment, but it cannot be deterr
terms of an employment outcome.

1 has a physical or mental disability that constitutes or results in a
" he/she can benefit from Vocational Rehabilitation Services in

For each person who is eligible for vocational rehabilitatior
(IPE} will be developed by the individual, or the indivic
Vocational Rehabilitation Counselor or technical assis’
individual, consistent with the individual's unique strr
choice, in an integrated setting to the maximur,
Rehabilitation services needed to achiove the
initiation of services; the vendors and methr,
achievement of the employment outcome; -
individual. If applicable information o'
employment, or post-employment servir

work experiences, an Individualized Plan for Employment
“opropriate, with or without assistance from a qualified
' ide the spacific employment outcome chosen by the
~arns, abilities, capabllities, interests, and informed
‘nclude a description of the specific Vocational
shievement of the employment outcoms and
vidual, criteria to evaluate progress toward
2 responsibilities of the Agency and of the
personal care assistance, supported

(SRR ot LA i e S

, and a review will be conducted at least every 12
hat cannot be foreseen. Some plans may be ended
ton or changed conditions, or if it is determined that
e.

There will be periodic evaluations of the progress to
months. In some plans, changes may be necessary {
prior to completion if there is no longer a need for ser
the individual can no longsr benefit from services in te

ake a reasonable effort fo carry out the conditions.
tivitles, attaining acceptable catings in training and
so the responsibility of the ir ii'dual to report fo the
f assistance from other prog to meet, in whole
suspension of further servic

it is the responsibility of the sligible individual to cot
This includes, but is | limited to, keeping appointr
other activities, and 4l (ing out medical and other pr
Rehabilitation Cou- any changes in financia! circ
or in part, the co-, ices provided under the IPE

enial of Vocational Rehak
Je right to request a due p

decislon by ARS with re
uest for review of the det

rvices, the

N
All servick
age, color,\
and follow-uk
comparable ben
not availahle, seri,
written complaint wh.
501-296-1600. i\

onISCHMINALOryY-nasIs with
n of diagnosis, counseling ai

X, race,

é/glacement

Il be based upon my financ s and other
e dependent on the availabil fﬁ s. If funding is

peen discriminated against, e right to file a
gnee, P. O, Box 3781, Little / Arkansas 72203,

TIONS OF THIS INDIVIDUALIZED PLAN FOR

IDIVIDUALIZED PLAN FOR EMPLOYMENT AND

PLOYMENT OUTCOME/IL GOAL. | HAVE READ

NDERSTAND AND AGREE TO DO MY BEST TO

SMENT OF THE EXPECTED NEED FOR POST-

LISTED ABOVE. THE PROVISION OF POST-
&

Ing=Arkansas-Kenasiitaton
%at origin or disability. | und
ices provided by the Arkan:
lable to me. | understand th
ay not be provided. | undel
Commissioner, Arkansas F

| UNDERSTAND MY RESPONSIBILITIES AND
EMPLOYMENT. | HAVE PARTICIPATED IN THE
HAVE REQUESTED THE NECESSARY SERVICES
OR HAVE HAD EXPLAINED TO ME THE PREPRII
FULFILL THESE OBLIGATIONS. | HAVE ALSO F
EMPLOYMENT SERVICES FOLLOWING THE PR/
EMPLOYMENT SERVICES MAY NOT-.

INDIVIDUAL'S SIGNATURE DATE NUMBER DATE

Forms and Instructions

Effective 10/406




6.

7.

. Enter last name, first name and middle ir

INDIVIDUALIZED PLAN FOR EMPLOYMENTS (RS-600-A)

VM. Add individual's Social Security #.

Check appropriaté box.

\assification. (B) Add the six-digit
item should refiect the starting
2 box. (F) Check appropriate

(A) A vocational goal must be lis
SOC code. (C) Enter appropri-
salary for the goal selected.
box.

This section is for describirig g™
toward the achievement of the e
objectives) '

e Used to evaluate the progress
come. (intermediate rehabilitation

For services not listed, check
ce. Enter tr) month and year
he name of tiAservice provider.
hod.

For services Iistec‘l, check appr
appropriate box ¢4d write in the
services to be irgMited and comg
Method to proc rvice; check :

will be
individual
enter the

Lannot be for n

Write in date for anual review.

Have individual sign and date, the Il sigh and date and list counselor

number.

Provide a copy to the indiviy

Forms and Instructions E-56 Effective 1044106



RS-600-C

Page 1 of 3
ARKANSAS REHABILTATION SERVICES :
INDIVIDUALIZED PLAN FOR EMPLOYMENT AMENDMENTS
(LAST NAME) (FIRST NAM' {MIDDLE) SOCIAL SECURITY NUMBER
O vR SERVICES O TRIAL WORK EXPERIENCESY, {ALUATION [J INDEPENDENT LIVING SERVICES

SPECIFIC EMPLOYMENT OUTCOME/IL GOAL: . S0C CODE

SERVICE INITIATION DATE: TED COMPLETION DATE:

ESTIMATED STARTING SALARY:
PROJECTED JOB DEMAND; [JHIGH [] MODERATI

CRITERIA FOR EVALUATION OF PROGRESS TOWARD
INTERMEDIATE OBJECTIVES EV

OME:

THE INDIVIDUA!
EMPLOYMENT
METHOD TO T

'RED TO ACHIEVE THE
SERVICE PROVIDERS.

/ COST ESTIMATE

Add Delete SERVIC. / Cost Comparable
L]
EI' [ ]
‘ol d
AL
YET NEEDS
VIDUAL'S CONTRIBUTION
AL AGENCY SUPPLEMENTATION
6. TERMINATION OF CASE 7. |MINAT'ION B. POST-EMPLOYMENT SERVICES PROVIDED
[] 08 INELIGIBLE FROM 06 AN (] biacnosTIC & (] PLACEMENT
[] 26 REHABILITATED EVALUATION [] MAINTENANCE
[] 28 INELIGIBLE FROM 14-24 [] resTORATION [] TRAINING

( PHYSICAL/MENTAL) ] oTHER

[] TRANSPORTATION

[C] coUNSELING &
GUIDANCE ONLY

] 30 INELIGIBLE FROM 10-12

[] 32 POST-EMPLOYMENT

[] 38 SERVICES DELAYED FROM 04
[ ] 73 IL SERVICES NOT COMPLETE
[ ] 74 1L SERVICES COMPLETE

Forms and Instructions E-57 Effective 10/4/06



RS-600-C
Page 2of 3

[C] ANNUAL REVIEW [] PERIODIC REVIEW ] TERMINATION

D CHANGE SPECIFIC EMPLOYMENT OUTCOME

JUSTIFICATIO’,

Forms and Instructions E-57 Effective 1011/06



RS-600-C
Page 3 of 3

INDIVIDUAL UNDERSTANDINGS, RESPONSIBILITIES, RIGHTS, REMEDIES, AND INFORMED CHOICE

Y individual has a physical or mental disability which constitutes or
'| Rehabilitation in terms of an employment outcome; and requires
vment.

An individual is eligible for Rehabilitation Services when it is determy
results in a substantial impediment to employment; can benefit from
Vocational Rehabilitation Services to prepare for, secure, retain, or

ohysical or mental disability that constitutes or results in a
nefit from Vocational Rehabilitation Services in terms of an

A period of trial work experiences may be required when an,
substantial impediment to employment, but it cannot be deterr
employment outcome.

neriences, an Individualized Plan for Employment (IPE)
ith or without assistance from a qualified Vocational
Jyment outcome chosen by the individual, consistent
remernes (NIETESES, and informed choice, in an integrated
ﬁpeciflc Vocational Rehabilitation services needed to achisve

For each person who is eligible for vocational rehabilitatic
will be developed by the individual, or the individual's.
Rehabilitation Counselor or technical assistance if requ;
with the individual's unigue strengths, resources, pr A——
setting to the maximum extent appropriate. It will also include :
the employment outcome; timelines for achievement of the emg
services chosen by the individual; criteria to evaluate progress 1
IPE, including the responsibilities of the Agency and of the
technology, personal care assistance, supporied employment, ¢

d initiafion of services; the vendors and method of procuring
of the employment outcome; and terms and conditions of the
licable information about projected need for rehabilitation
services will be included.

and a review wili k
e foreseen. Some
Hitions, or if it is de

* conducted at least every 12 months. In
s may be ended prior to completion if
ned that the individual can no longer

There will be periodic evaluations of the prr, jress toward the er
some plans, changes may be necessary tfl Bke care of circums
there is no longer a neead for services b se of new informa
benefit from services in terms of an err ent outcome.

2 carry out the conditions. This
% in training and other activities,
‘0 the Rehabilitation Counselor
" in pari, the cost of services

Mmake a reasonablt

attaininm arranta

al to cooperate it

Infmnnfn attandinn

It is the responsibility of the eligib!
includes, but is not limited to, keej
and carrying out medical and oth
any changes in financial circur,
provided under the IPE. Faily

Yervices, the individual
* an impartial hearing
before an impartial
/;dministratlve review
or or hearing officer is
‘{3 t be filed in writing with

If dissatisfied with any d
may file a request for re
officer. This request m
hearing officer will be s
or mediation to attempt t.
randomly selected by the i
the Commissioner, or desigr,

A Client Assistance Program (C»)
under the Rehabilitation Act. Upor.
providing services under the Rehab.
the protection of rights under this A¢)
Center, 1100 North University, Suite 20.

S Aervices of available benefits
[the CAP may assr hisiker ralatisRghip éi'ojects. programs, and facilities
ct, including assis gal, adminisirative /4 appropriate remedies to ensure

viduals who wish Client Assistance should contact Disability Rights
le Rock, Arkansas mber {501) 206-17 / (800) 482-1174,
w

n-discriminatory ba: ithout regard to sex, race, age, color,
is, counseling and guidance, ptacement and follow-up, other
tancial resources and other comparable benefits available to
¥ of funds. If funding is not available, services may not be
the right to fite a written complaint with the Commissioner,
s 72203, (501) 296-1600,

All services provided by the Arkansas Reh\ pilitation Services a
religion, national origin or disability. | undeijtand that with the
servicas provided by the Arkansas Rehabilitation Services will |
me. | understand that assessment and services are depende
provided. | understand that if | believe | have been discrimin:
Arkansas Rehabilitation Services, or designee, P. Q. Box 3781,

wravidad sfter my case has been closed rehabilitated for

The need for post-employment services has beep ro-acea
sardize my job, | will contact my rehabilitation

the purposes of helping me maintain employme.
counselor. '

INDIVIDUAL'S SIGNATURE DATE ' coul /ﬂ_OR'S SIGNATURE NO. DATE

Forms and Instructions E-57 Effective 10/1106



IPE AMENDMENT (F

The RS600-C IPE AMENDMENT is a
whenever a change in the rehabilitati
individual's rehabilitation program a;
explain the need for an amend,
justification for the amendmer:
AMENDMENT. The counsel:
amendment or annual revie,
change, deletion or additic
an expired IPE, etc, and-u G- POy
and date the RS800-C IPE AMENI

The counselor will complete only tt

300-A) INSTRUCTIONS

ase form for use in amending the initial IPE
> needed and to record the progress of the
1 should be made in the case narrative to
! consistent with informed choice. The

items needed to accomplish the
ray include a vocational objective
‘ination of the case, extension of
rus-wuunselor and individual must sign
/idual must be provided a copy.

3) needed to amend the IPE.

Complete all sections of the IPE Al lectronic case management system.

1. Enter last ¢, first name and dividual’s Social S

riate box.

| aoal chanae is re he iob classificatior

hased - ARS will ¢
ided — ARS will prc
ged —Service will |

e source.

Enter comparable Psefits such as Pell
ter all of comparadle benefits column.
able benefits will be entered in “unmet
ite with the individual the amount of
and enter the amounts. Cost estimates

Cost EstimaY|(a) Enter cost of p
Grant (c) Enter total cost of sen
(e)The difference of services colt
needs.” (f) At this point the co
individual's contribution, the agen
cannot be for more than one year.

6. Termination of case — .\ ‘
" / (B) Post-employment Services

tion
1/ and date and list counselor number-

Forms and Instructions Effective 101406



IPE - Blank Form (System 7)

Mike Beabe
Governor

Bilt Walker
Director

Name:

Arkansas Career Education
Division of Rehabilitation Services
Randy Laverty , Commissioner

IPE

SSN:

Date of Birth:

Plan Number:
Type of Plan:

Employment Goal:

Page I of 5

http:/iwww.arsinfo,org
An Equal Opportunity Employer

Plan begins on

Arnual Review Dade:

Projected Job Demand:

and is estimated to end on

All the Planned Services have been Compietely Provided on:

Intermediate Objective:

Method of Measurement:

Intermediate Objective:

Method of Measurement:

https://arrsa.libera.com/Sys7AR/lformdisplay.aspx?JsBgepRoackyK8Fglcg8Ic87INYwaY... 9/10/2013



IPE - Blank Form (System 7)

Intermediate Objective;

Page 2 of 5

Method of Measurement:

Service:

Provider:

No. Units: _  Untt _ Unit Price:
Funded By (Pick one or more when applicable):

Cost:
Cost:

Service Dates: -
Method of Procuring Service:

Outcome ;
Qutcome Date:

Service;

Provider;

No. Units: —— Unit Unit Price:
Funded By (Pick one or more when applicable}):

Cost:
Cost:

Service Dates: -
Method of Procuring Service:

Outcome :
Outcome Date:

Service:

Provider:

No. Units: _ Unmit Unit Price:
Funded By (Pick one or more when applicable):

https://arrsa.libera.com/Sys7AR/lformdisplay.aspx?JsBgepRoackyK8FgLcg8Ic87INYwaY...

9/10/2013



IPE - Blank Form (System 7) Page 3 of 5

Cost:
Cost;

Service Dates: -
Method of Procuring Service:

Qutcome :
Outcome Date:

Plan Estimated Cost;
Individual's Contribution:;
Total Agency Supplementation;

Benefits Counseling:

Worker Assignment
Assigned to; Start Date: End Date: Primary?

ACTI assignment:

Worker Assighment
Assigned to: Start Date: End Date:; Primary?

INDIVIDUAL UNDERSTANDINGS, RESPONSIBILITIES, RIGHTS, REMEDIES, AND INFORMED CHOQICE

An individual is eligible for Rehabilitation Services when it is determined the individual has a physical or
mental disability which constitutes or results in a substantial impediment to employment; can benefit from
Vocational Rehabilitation in terms of an employment outcome; and requires Vocational Rehabilitation
Services to prepare for, secure, retain, or regain employment.

A period of trial work experiences may be required when an individual has a physical or mental disability that
constitutes or results in a substantial impediment to employment, but it cannot be determined if he/she can
benefit from Vocational Rehabilitation Services in terms of an employment outcome.

For each person who is eligible for vocational rehabilitation services or for trial work experiences, an
Individualized Plan for Employment (IPE) will be developed by the individual, or the individual's representative
if appropriate, with or without assistance from a qualified Vocational Rehabilitation Counselor or technical
assistance if required.It will include the specific employment outcome chosen by the individual, consistent with

https://arrsa.libera.com/Sys7AR/lformdisplay.aspx?JsBgepRoackyK8FgLcg8Ic87INYwaY... 9/10/2013



IPE - Blank Form (System 7) Page 4 of 5

the individual's unique strengths, resources, priorities, concerns, abilities, capabilities, interests, and informed
choice, in an integrated setting to the maximum extent appropriate.lt will also include a description of the
specific Vocational Rehabilitation services needed to achieve the employment outcome: timelines for
achievement of the employment outcome and initiation of services; the vendors and method of procuring
services chosen by the individual; criteria to evaluate progress toward achievement of the employment
outcome; and terms and conditions of the IPE, including the responsibilities of the Agency and of the
individual.If applicable information about projected need for rehabilitation technology, personal care
assistance, supported employment, or post-employment services will be included.

There will be periodic evaluations of the progress toward the employment outcome, and a review will be
conducted at least every 12 months.In some plans, changes may be necessary to take care of circumstances
that cannot be foreseen.Some plans may be ended prior to completion if there is no longer a need for
services because of new information or changed conditions, or if it is determined that the individual can no
longer benefit from services in terms of an employment outcome.

It is the responsibility of the eligible individual to cooperate in the program and make a reasonable effort to
carry out the conditions.This includes, but is not limited to, keeping appointments, attending scheduled
activities, attaining acceptable ratings in training and other activities, and carrying out medical and other
professional instructions.It is also the responsibility of the individual to report to the Rehabilitation Counselor
any changes in financial circumstances or the availability of assistance from other programs to meet, in whole
or in part, the cost of services provided under the IPE.Failure to do so may result in suspension of further
services.

If dissatisfied with any decision by ARS with regard to the furnishing or denial of Vocational Rehabilitation
Services, the individual may file a request for review of the decision.The individual has the right to request a
due process hearing before an impartial hearing officer. This request must be filed within ten (10) working
days of any contested decision.A due process hearing before an impartial hearing officer will be scheduled
within 45 days of documented request. The individual has the right to request administrative review or
mediation to attempt to resolve the issue within the due process time frame. The qualified impartial mediator
or hearing officer is randomly selected by the individual from a list provided by ARS.Any request for the review
of a decision must be filed in writing with the Commissioner, or designee, Arkansas Rehabilitation Services, P.
0. Box 3781, Littte Rock, Arkansas 72203,

A Client Assistance Program (CAP) is available to provide assistance in informing and advising all applicants
for services of available benefits under the Rehabilitation Act.Upon request, the CAP may assist each
individual in histher relationship with the projects, programs, and facilities providing services under the
Rehabilitation Act, including assistance in pursuing legal, administrative, or other appropriate remedies to
ensure the protection of rights under this Act.Individuals who wish assistance from the Client Assistance
Program should contact Disability Rights Center, 1100 North University, Suite 201, Little Rock, Arkansas
72207, telephone number {501) 296-1775 or (800) 482-1174.

All services provided by the Arkansas Rehabilitation Services are provided on a non-discriminatory basis
without regard to sex, race, age, color, religion, national origin or disability.| understand that with the exception
of diagnosis, counseling and guidance, placement and follow-up, other services provided by the Arkansas
Rehabilitation Services will be based upon my financial resources and other comparable benefits available to
me.| understand that assessment and services are dependent on the availability of funds. If funding is not
available, services may not be provided.l understand that if | believe | have been discriminated against, | have
the right to file & written complaint with the Commissioner, Arkansas Rehabilitation Services, or designee, P.
O. Box 3781, Little Rock, Arkansas 72203, 501-296-1600.

| UNDERSTAND MY RESPONSIBILITIES AND THE TERMS AND CONDITIONS OF THIS
INDIVIDUALIZED PLAN FOR EMPLOYMENT. | HAVE PARTICIPATED IN THE DEVELOPMENT OF THIS
INDIVIDUALIZED PLAN FOR EMPLOYMENT AND HAVE REQUESTED THE NECESSARY SERVICES TO
MEET MY SPECIFIC EMPLOYMENT OUTCOME/IL GOAL. | HAVE READ OR HAVE HAD EXPLAINED TO
ME THE PREPRINTED INFORMATION AND UNDERSTAND AND AGREE TO DO MY BEST TO FULFILL
THESE OBLIGATIONS. | HAVE ALSO PARTICIPATED IN AN ASSESSMENT OF THE EXPECTED NEED
FOR POST-EMPLOYMENT SERVICES FOLLOWING THE PROVISION OF THE SERVICES LISTED
ABOVE. THE PROVISION OF POST-EMPLOYMENT SERVICES MAY NOT EXCEED EIGHTEEN (18)
MONTHS.
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IPE - Blank Form (System 7)

Page 50of 5

Consumer Signature Date
Counselor Signature Date
Supervisor Signature Date

Printed On:
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INDIVIDUALIZED PLAN FOR EMPLOYMENTS INSTRUCTIONS

Complete all sections of the IPE in the electronic case management system.

1. The individuals’ name, SSN and the date of birth is automatically in the plan.

2. Employment Goal - Select from the dropdown box based on tthe individuals desired
goal, skills and abilities

3. Plan begins on enter the dates 00/00/0000 and the estimated end on 00/00/0000.
Enter the dates. Enter the Annual Review Date.

4. Projected Job Demand Select from the dropdown box the.

5. _All the Planned Services have been Completely Provided on:” complete when the
IPE services have been completed.

6. Intermediate Objectives - List in the order of anticipated completion.

7. Evaluation Criteria - List the measuring tools to determine the progress of the IPE
services toward an employment outcome.

8. Service: Select from the dropdown box the service to be provided.
(Note: For each planned service follow #8-15.)

9. Provider: Select from the dropdown box what entity/agency is responsible to
provide the service. NOTE: If the provider is not in the case management system
communicate with the help desk for instructions to add them or an additional
service.

10. Enter the Cost of Planned Services: No. of Unit, type of unit and unit price complete
and the case management system will total the cost. {The units reflect the cost of
planned services.)

Consumer Contribution:

Cost Estimate — Reference the RS-16 to determine if the individual has available
resources or comparable benefits (i.e. Pell Grant) to contribute toward each service.

If resources are available, the counselor will negotiate with the individual the
amount of their confribution and the agency supplementation. These amounts are
entered under “Funded By.”

Forms and Instructions E-56 Effective 16/1/06
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11. Funded By: - Select from the dropdown box who will pay for each service. If a
contribution is to be made choose the appropriate paver and in the cost box place
the amount. For example:

Consumer $100
Pell Grant $100
Our Agency $1000

12. Service dates — type in dates 00/00/0000

13. Method of Procuring — select from dropdown.

Explanation:
Purchased - ARS will pay for the services.

Provided - ARS will provide the service.
Arranged - Service will be provided by another source

14. Qutcome — select from dropdown.

15. Qutcome Date— Once the outcome is completed, type in date 00/00/0000.

16. Total, Individual's Contribution, Total Agency Supplementation: The case
management automatically calculates these boxes based on information previous
entered.

17. Benefits Counseling or ACTI assignment - If appropriate, select from the dropdown
list and enter the dates. Click Resend Assignment.

18. INDIVIDUAL UNDERSTANDINGS, RESPONSIBILITIES, RIGHTS, REMEDIES,
AND INFORMED CHOICE — Provide to the individual to read, signh and date.

Electronic signature, approved “Y” and date REQUIRED by the Vocational
Rehabilitation Counselor, appropriate approval staff and the individual.

The electronic date and signatures of the individual and counselor indicate
understanding of, and agreement to the plan.

19. Provide a copy to the individual.
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INDIVIDUALIZED PLAN FOR EMPLOYMENT AMENDMENTS
INSTRUCTIONS

The original IPE form is used for amending the individual's plan whenever a change in the
rehabilitation program is needed and to record the progress of the individual's
rehabilitation program annually. A justification notation should be made in the case note to
explain the need for an amendment or annual review consistent with informed choice. The
counselor will complete only the items needed to accomplish the amendment or annual
review. An amendment fo the IPE may include a vocational objective change, deletion or
addition of services, costs of services, termination of the case, extension of an expired
IPE, etc, and the required annual review.

1. INDIVIDUAL UNDERSTANDINGS, RESPONSIBILITIES, RIGHTS, REMEDIES,
AND INFORMED CHOICE - Provide to the individual to read, sign and date.

Electronic _signature, approved “Y” and date REQUIRED by the Vocational
Rehabilitation Counselor, appropriate approval staff and the individual.

The electronic date and signatures of the individual and counselor indicate
understanding of, and agreement to the plan amendment.

2. Provide a copy to the individual.
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RECEIPT/RELEASE FOR OCCUPATIONAL TOOLS
AND/OR EQUIPMENT AND TITLE AGREEMENT

Name:

(Last, First, MI) Social Security Number

Date:

Received of the Rehabilitation Service

\ng property: i.e. durable medical
equipment, educational tools, occupatir, :

Receipt of the items lis
property has been s
keep such property
and recognizes th
in the Rehabilit

ged, and it is «
of the undersi
inspection at .
al tnnle and/nr

lj above is her
Ed sole for the

d condition ai
ht and fifle tey

understood
‘ed of until

property is
‘returned tc

RECEIVED

P T S L i AR B T A A

Signature of Counst ature of Indivii

RELEASED

ature of Individual

4

Signature of Counselor Ne. [
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Receipt/Release for Occupational Tools - Blank Form (System 7) Page 1 of 1

RECEIPT/RELEASE FOR OCCUPATIONAL TOOLS AND/OR EQUIPMENT AND TITLE AGREEMENT

Name: SSN:

Date:

Received of the Rehabilitation Services the following property (i.e. durable medical equipment, educational
tools, occupational equipment, etc.):

Receipt of items listed above is hereby acknowledged, and it is understood that such property has been
supplied sole for the rehabilitation of the undersigned, who agrees to keep such property in good condition
and available for inspection at all reasonable times, and recognizes that the right and title to the occupational
tools and/or equipment is vested in the Rehabilitation Services until such time as title may be released.lt is
understood that this property is not to be mortgaged, sold, given away, or in any way disposed of until title is
released by Arkansas Rehabilitation Services. If before title is released, the property is no longer being used
for the purpose for which it was provided, it shall be returned to the Rehabilitation Services.

RECEIVED

SIGNATURE Date
SIGNATURE Date
RELEASED

Signature of counselor " Date: Signature of Individual
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RECEIPT/RELLEASE FOR OCCUPATIONAL TOOLS AND/OR
EQUIPMENT AND TITLE AGREEMENT INSTRUCTIONS {M-33)

This form will-be-prepared-in-duplicaterthe-original will be plased- attached to in the

ease-record ECFE and the g copy provided to the individual.

Complete all sections in the electronic case management system.

1. inthe-space-provided Record the month, day, and year.

2. List in detail, the items purchased for the individual and describe each item,
showing serial numbers, if applicable.

The electronic date and signatures of the individual (the same name in the ECF.)
and counselor_indicate _understanding of, and agreement to the title of the
tools/equipment.
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EMPLOYMENT SERVICES REFERRAL

Referral date

Name SSN/Case Number

Birth date Age Sex

Street _Address City

State County Zip New/Reopen
Telephone Message Phone

Referral Counselor Field Counselor _ No..
Primary Disability Disability Code

Vocational Objective Code Date Available Location Preferred

The top portion of this form should be completed by the referring counselor.

Severe? []Yes [[1No SSI?[]Yes [JNo Amount? 8SDI? [] Yes [JNo Amount?

Restrictions

Level of education complete Race

Veteran? [ ] Yes [ I No ACTIClient? (] Yes [1No  Date Transportation ] Yes [] No
Unemployed before entry into project? [] Yes [ No Number of months?

I certify that the above information is correct to the best of my knowledge and | hereby authorize the release of any
information concerning me andfor my disability to prospective employers. [] Yes [ ] No

Signature Date

Employment plans

Employment-Services-Representative Business Relations Represenfative (BRR)

Date Interviewed

Copy to counselor before interview Original copy in the _Business Relations Representative Main Office after
interview,

Copy remains in Employment-Services Representative - Business Relations Representative file.
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EMPLOYMENT SERVICES REFERRAL FORM INSTRUCTIONS

This form is used for all job placement referrals to the ARS Employment-Services
Representative: Business Relations Representative (BRR)

1. The counselor will complete the top half of the form.

2. The bottom half will be complete by Employment—Services—Reprosentative

Business Relations Representative.

Distribution (Field Office)

* Copy of the referral form is attached to in the ECF retainedbycounselor—at
referral: '

+ A copy of the referral form remains in the file of the EmploymentServices
Representative: Business Relations Representative

» After the client interviews for possible employment, the Employment-Services
Representative Business Relations Representative completes the form and a
copy of this form is retained- attached to in the sounselor ECF.

Distribution (ACTI)
* Copy of the referral form is in the ACTI client file at referral

s A copy of the referral form remains in the file of the EmploymentServices
Representative—Business Relations Representative.

¢ After the clients interview for possible employment, the-Employment-Services
Representative Business Relations Representative completes the form and a
copy of this form is retained in the ACTI counselor’s file and the field counselor's

file.
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REQUEST FOR ACTI/HSRCH SERVICES

CLIENT DATA

Name: SSN: STATUS;
Referring Counselor: Field Office:
Counselor#: Program Code:

Primary / Secondary Disabilities / Age / Date of Onset of I,
Describe Status of Disability, If Applicable:

Has Client Besen Served at ACTI/HSRCH Before? Yes _
If client has medical or private insurance please attar, - front and back
Contribution / Payment Source:
Plan for Payment of Comparable Benefits:

hility (include Code #s):

PLANNING INFORMATION

Explanation of Rehabilitation Problem: ___
Work Goal / Job Specific: e
Please evaluate the needed client service; and che
In order of Priority, list services you need us to pro

(1)
(2) _____
(3)
(4)

(Use back of page if needed®

Xes

Vocational Services Rer, tident Information

Medical Eval. The
Clinics; Ortho. Amp
Wheelchair

ponguetrStardait
Resource

iselor Signature

Limb Maker

Immunization Record
] Other Specify (Neuropsy/ V.
Psychological / Psychiatric)-

L]
Cl
Cl
[_] Gait/ Limb Training
]
Ol
Ll

/ Date
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Request for HSRC/ACTI Services - Blank Form (System 7} Page 1 of 3

Request for HSRC/ACTI Services

Name:
Date of Birth:
SSN:

Employment Goal:

Date this job goal will be achieved:

Field Office:
Referring Counselor:;
Counselor #:

Prirmary Impairment;

Cause of Primary Impairment;

Other Impairment:

Cause of Other Impairment;

Has Client Been Served at HSRC / ACTI Before?

If Client has medical or private insurance please attach copy of card front and back.
Contribution / Payment Source:
Plan for Payment of Comparable Benefits:

PLANNING INFORMATION

Explanation of Rehabilitation Problem:

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfIRtf5RtepB 71ss5SKpk 18UzIMly... 8/6/2013



Request for HSRC/ACTT Services - Biank Form (System 7)

Page 2 of 3

Work Goal / Job Specific:

Please evaluate the needed client service; check appropriate boxes
In order of Priority, list the services you need us to provide the client.

Service:

Service:

Service:

Information Attached

RS-4 /5.8, Card

Current Medical Reports

Current Specialists Reports
Current Psychological Test Results
Current Case Narratives

Current Prescriptions / Special Diet
IPE / Amendment

ARS-75

Parental Consent / Guardianship
Signed Student Conduct Standards
RS-16 Financial f Resource

Resident Information

Resident
Non-resident
Smoker
Non-smoker

Wheelchair

Other Special Need
—  Specifically

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgfIRtf5RtepB71ss5Kpk 18UzIMly... 8/6/2013



Request for HSRC/ACTI Services - Blank Form (System 7) Page 3 of 3

RIDAC

Immunization Records

Please attach the information that you have
or click on the attached documents to view them.

Consumer Signature Date
Counselor Signature Date
Supervisor Signature Date

https://videploy.libera.com/sys7ar/Iformdisplay.aspx?JsBgfIRtf5RtepB7IssSKpk [8UzIMIy... 8/6/2013



REQUEST FOR ACTI/HSRCH SERVICES INSTRUCTIONS (RS-344)

1.

2.

Name: Individual’s last name, first name, and middle initial.

Social Security Number: Record client's social security number. Verify the
number by checking the client's Social Security card.

3 Status: Current Rohabilitation.s o cal

4,

Referring Counselor: Record last name only.

Counselor Number: Record field counselor's number.

10.

11.

12.

Primary and Secondary Disabilities: List primary and all secondary disabilities
with codes for each.

Describe Status of Disability: Complete if applicable. Example: Seizure
disorder controlled by medication.

Prior ACTI/HSRCH Services: Dates of previous admissions and services
received if known.

Contribution/Amount/Payment Source: Include the amount of contribution,
frequency of contribution and name and address of the contributor to be billed if
other than client.

Plan for Payment of Comparable Benefits: List all funding sources including
name, address, and payment plan. Example: Worker's Compensation, Aetna
Insurance Company, Medicaid (attach copy of current card with number), etc.
and billing address.

Planning Information:

» Explanation of Rehabilitation Problem: This section should adequately
identify and describe the rehabilitation problem in reference to the client's
functional capacities and limitations and their implications in relation to his/her
work potential. The rehabilitation problem is not the diagnosis or disability.

Rehabilitation problems are behaviors or conditions exhibited behavior or for
conditions exhibited by individuals and/or presented by their environment
which need to be eliminated or improved in order for the individuals to fulfill
their vocational potential or maximize their work functioning.

Forms and Instructions E-64- Effective 40-1-40 .



Description of the rehabilitation problem should provide specific information related to
the following questions:

1.
2.

3.

Why is the individual not working?

What is preventing the individual's obtaining, retaining, or preparing for
employment?

What are the specific functional limitations and restrictions imposed by the
disability and how do these limitations and restrictions affect vocational functions
and activities?

Statement of How ACTI Services are Expected to improve Individual’s
Employment/Placement Potential: The statement or information provided in this
section should be linked to the explanation of the rehabilitation problem; i.e. what is
the expected outcome of ACT! services in reducing, eliminating, or modifying the
identified rehabilitation problem(s). Expectations should be stated in terms of
improved or modified functional capacities related to the disability, not a change in
the disabling condition itself. The expected, or desired, outcomes should be stated
for each service requested.

Services Requested: Place a number in boxes to identify services requested and
probable sequence of services.

Information Attached: Check appropriate box for documents attached to the
Request for ACTI/HSRCH Services Form. These documents will be utilized for
admissions information and program planning.

Residential Information: Check appropriate boxes.

Counselor Signature and Date: Counselor will manually sign and record the date
the form is completed. '
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RS-315
Revised 10-10

ARKANSAS REHABILITATION SERVICES
AUTHORIZATION FOR ADJUSTMENT/EXTENDED SERVICES DAYS/

90-DAY CLOSURE
Check one
O Work Adjustment
1 SSBG Extended Services Days
O Job Placement (S5BG 26 Closure)
Client’s Last Name First Name  Initial Case Number/SSN
I authorize
Faeility-Vendor Name Facility-Code
to provide Adjustment Services related to Work Adjustment, SSBG Extended Services Days, or
Job Placement (SSBG 26 Closure) effective . I have reviewed and

approved a Service Plan submitted by the Community Rehabilitation Program staff. eempleted
by-the-workshop-stalf,

The Plan contains:

1. Documentation of the client’s was-involvement 4 in plan development.

2. An acceptable overall goal which names the ultimate purpose of this phase of
programming, It is stated in specific terms of competitive employment, Work
Adjustment Services, SSBG Extended Services days, Job Placement Services (SSBG 26
Closure), other training, (i.e., veeational-technieal, ACTI, on job training, specific skills
training, Supported Employment Services or other vocational training.)

3- Program goals stated in terms of how the overall goal will be achieved. They-are-stated

J " ) ” T - o YT =

4. Measurable objectives leading toward achievement of each program goal.

5. Target dates for beginning and completion of all goals and objectives.

6. The name of the CRP staff member who has the responsibility to coordinate the
rehabilitation process, provide monthly reports and change the plan when necessary.

Counselor’s signature Counselor’s# Date

Distribution; Chent-fileinRS-Office ECF Local Office
Client-file-in-werkshop ARS Community Program Development Section
Haeility-Consulation-&Planning-Seetions CRP Client file
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ARKANSAS REHABILITATION SERVICES
AUTHORIZATION FOR ADJUSTMENT/EXTENDED SERVICES DAYS/
90-DAY CLOSURE (RS-315)

The Authorization for Adjustment Services/Extended Services Days/90-Day Closure will
be completed by the Counselor to authorize an individual to receive up to sixty (60)
days of Work Adjustment in a "bleckfunded” CRP—and-for-an-individual-to-receive or

additional training days work-adjustment-in through Extended Services Days or 90-Day
Closure (Job Placement) Service.

Based on the need of the cﬂent as reported prowded by the CRP the counseior will

complete the RS-315 for elther Work Adjustment oF Extended Serwces Days or 90 -Day

(Job Placement) Closure Service as approprlate—ﬂf—e*tended—semees—spesqﬁ/—nembe;

of-menths)—Service time frames and fees are set out in a contract with a Community
Rehabilitation Program and funded under Title XX SSBG. fundingforup-to-9-menths-
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TRAINING PROGRESS REPORT INSTRUCTIONS

(Next three forms.)

RESPONSIBILITY OF COLLEGE STUDENTS

This form is to be completed by all individuals participating in a college program. The
efiginal-report is signed by the individual and the counselor and te-be filed attached to in
the case-foelder ECF and a copy is provided to the individual.

LETTERS FOR STUDENTS FOR TRAINING - The counselor will mail the letter during
the Spring Semester.

TRAINING PROGRESS REPORT - This form is to be completed by the instructor.
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ARKANSAS REHABILITATION SERVICES
RESPONSIBILITIES OF OLLEGE STUDENTS {M-43)

\

You have been accepted for assistance in colle
assistance will depend upon your cooperation »

by the Arkansas Rehabilitation Services. Coontinued

'f the following responsibilities.

A You will be expected to apply for
results to this office.

1 on an annual basis and provide copies of the

B. Reports to your counselor:

after enrollment cport the followir

it hours for each.
ese or dormitory 1 number.

of each course 2
aqs nf schonl in

o wm

f final
5f1 will be able to
be used for your

The repo s T —— : R T e

minimum load of 72 semester hours.
permissible only fipon special written permission
will be expected to maintain a “C” average per

1. It is requir | that each full-tir
Enrollment in less than 12 s
from your counselor prior to

semester,
2. Any anficipated change in yo udy or vocational objective must be
reported to your counselor.
3. Dropping of any cow #e reported.
4, Any disciplinary actiol\ _ f be reported to your counselor.
5. You must make arrang, ¢t with your counselor during the summer

months to evaluate your p.
6. Upon completion of your -
counselor and notify him/her

_‘ four responsibility to keep in touch with your

Individual’s Signature Date Counselor’s Signature Ne- Date
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Responsibilities of College Students - Blank Form (System 7) Page | of 2

Mike Beche
Governor

Bilf Walker
Director

STATE OF ARKANSAS

AT i BT.;.‘

Inttp:ffww. arsinfo.org
An Equal Opportimity Employer
Arkansas Career Education
Division of Rehabilitation Services
Randy Laverty , Comniissioner

Responsibilities of College Students

You have been accepted for assistance in college training by the Arkansas Rehabilitation Services. Continued
assistance will depend upon your cooperation and acceptance of the following responsibilities.

A.

You will be expected to apply for the Pell Grant on an annual basis and provide copies of the
results to this office.

Reports to your counselor;

Name: [CounselorName]
Address: [Address]
[City] [State] [PostalCode]

. Immediately after enrollment and registration, report the following

a. Title of each course and number of credit hours for each.

b.  The second report is due at the end of the first grading period such as four weeks, six we
nine weeks and must include the grade received in each subject.

c.  The third report will be due at the end of the semester or term and will include your final ¢
each course. This is your report and not the official college report. You will be able to obt
grades before they are posted in the Registrar's Office and these can be used for your re

The second report is due at the end of the first grading period such as four weeks, sixweeks or

weeks and must include the grade received in each subject.

The third report will be due at the end of the semester or term and will include your finalgrade f

course. This is your report and not the official college report. You will be able to obtain your gre

before they are posted in the Registrar’s Office and these can be used for your report.

The reports listed above will be required for each semester or term,

Other responsibilities;

1.

ok

It is required that each full-time student carry a minimum load of 12 semester
hours.Enrollment in less than 12 semester hours is permissible only upon special written
permission from your counselor prior to enroliment. You will be expected to maintain a "C"
average per semester.

Any anticipated change in your major field of study or vocational objective must bereported to
your counselor, '
Dropping of any course or dropping out of school must be reported.

Any disciplinary action in which you are involved must be reported to your counselor.

You must make arrangement for a personal contact with your counselor during the
summermonths to evaluate your progress.

Upon completion of your college work, it is your responsibility to keep in touch with
yourcounselor and notify him/her when you accept employment.
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Responsibilities of College Students - Blank Form (System 7) Page 2 of 2

SIGNATURE Date

SIGNATURE Date
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LETTER FOR STUDENTS IN TRAINING

Dear

This is a reminder that in order for us to meet Federal and State Guidelines for you to
receive assistance from our Agency, you must comply with the following:

1. Apply for the Student Financial Aid on an annual basis and send a copy of the
award or denial letter for your file.

2. Final grades from the last semester in school or a copy of your transcript showing
your final grades must be forwarded to me for your file.

3. Maintain a 2.0 grade point average per semester while enrolled as a full-time
student.

4. Arrange to meet with me once following the Spring Semester and at least one
month prior to the Fall Semester to accomplish an annual review.

Failure to comply with these guidelines will result in denial of tuition assistance to you.

Sincerely,

, Rehabilitation Counselor
Arkansas Rehabilitation Services
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ARKANSAS REHABILITATION SERVICES
MONTHLY TRAINEE LETTER

(At the end of each month the trainee may be required to contact the counselor by phone ema|| or

a2 e=progress in training, dlfflcultles you
may be having and any other statements you care to make concerning your preparation for
employment.)

Date Trainee

Started Training Present Address:

List Absences: Telephone:
Reentered:

{IF YOU NEED MORE SPACE USE THE BACK SIDE OF THIS SHEET.)
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Revised-10-06
ARKANSAS REHABILITATION SERVICES
TRAINING PROGRESS REPORT

NOTE—THIS REPORT MUST ACCOMPANY ANY CLAIM FOR PAYMENT OF TUITION OR OTHER CHARGES

Name of Trainee Month ending

Name of Course

1.  Number of Days Present—(For full-time trainee) days of days offered.
Number of Hours Instruction Given—(For part-time or tutorial) hours of hours offered.

Check with “X" the word or words best describing items 2,3, 4,5, and 6

2. Regularity of Attendance—This month: 3. Siatus of Trainee—This report;
Notimelost.................. Intraining. ....................
Occasional absences (3 or less.) .. In training but ready forjob. ... ..
Irregular (4 ormore) .. ......... In employment .. ................
Were abscnees excusable? Yes No Discontinued . .................

4, Progress This Month: 5. Quality of Work: 6. Cooperation in Training
Accelerated . . .. Excellent . . . . Cooperative..............
Average .. .... Good ....... Fairly cooperative . ... ... ..
Slow ......... Fair........ Indifferent. ... ...........
No progress. . .. Poor ....... Not cooperative. ... ........

7. Difficulties (If any, check below and explain briefly on back of this form):

(a) With training course: (b) Other difficulties:
Learning subject matter With disability
Following instructions With appliance
Handling tools or machines With general health
Speed With other (Describe)
Accuracy

8. Subjects or Operations This Month—With grades (If in employment training, rate performance as Good, Fair, or Poot):

Subjects or Operations Grade or Rating Subjects or Operations Grade or Rating

9. In your judgment, does trainee have the talent, personality, education and other qualifications necessary to succeed in
this kind of work? If not, explain:

10.  Has trainee begun to earn a wage?

11.  How much more time will trainee require (approximately) to complete training?

12. Recommendations for improving performance

Training Agency

Address

(Date) (Signed)

Officer or Instructer in Charge
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ARKANSAS REHABILITATION SERVICES

STUDENT HEALTH SURVEY
STUDENT-S-SOCIAL-SECURITY # ——
STUDENT'S
NAME: SEX: DATE OF BIRTH:
MAILING ADDRESS:
City Zip Code
COUNTY: PHONE: HIGH SCHOOL:
FAMILY DOCTOR:

The purpose of this form is to help us locate any student with a physical, mental, and/or other problems that
may qualify for assistance with a program of vocational training — college or university, business, trade
school, or other types of training, and other rehabilitation services.

Are you excused from Physical Education bacause of madical reasons?

If Yes, why?

Are you in Special Education? Do you have a drug or alcohol problem?
Do you have any of the following problems?
Mental Physicalffunctional or emotional

PLEASE CHECK BELOW ANY OF THE FOLLOWING CONDITIONS OR DISEASES WHICH NOW CAUSE
YOU SOME LIMITATION OR DIFFICULTY.

____ Deafness (or) _ Asthma, severe

____ Severe Hearing Loss ___ Cancer

_____ Speech Problem, severe _____ Osteomyslitis

____ Mental /Emotlonal Problem : _____ Heart Impairment

_____ Learning Problem __ Lung Impairment

__ Drugf/Alcohol Problem _ Arthritis

___ Epilepsy ____ Curved Spine

______ Tuberculosis __ Physical Deformities

_____ Sickle Cell Anemia Specify

_____ Diabetes _ Amputation

____ Overweight, severe Specify

_____ High Blood Pressure ~ Other
Rheumatic Fever Specify

PLEASE LIST AND EXPLAIN ANY OTHER CONDITIONS OR PROBLEMS NOT LISTED ABOVE:

Use back for additional infermation

I understand this _information will be used exclusively for the purpose of determining eligibility for
Vocational Rehabilitation Services via Arkansas Rehabilitation Services (ARS); thus will be shared

with the VR Counselor assigned to serve my high school.

Signature: _ Date:
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VR Case and Closure/Amendment Information - Blank Form (System 7) Page 1 of 5

VR Case and Closure/Amendment Information

Client Name:

Date of Birth:
Is Client Working?

Level of Education at Closure:

Impairments

Primary Impairment:

Cause of Primary impairment:

Other Impairment:

Cause of Other Impairment;

___ Significantly Disabled?
___ Projects with Industry (IAM CARES, etc.)?

Other Income at Closure
Please Enter Monthly Amount
AMOUNT
SSl for Aged
S5l for Disabled

Temporary Assistance for Needy Families (TANF)

General Assistance (State or Local Government) NOT FEDERAL
Soclial Security Disability Insurance (SSDI)

Veterans' Disability Benefits

Worker's Compensation

Family and/or Friends

Other Public Assistance

https://vrdeploy libera.com/sys7ar/Iformdisplay.aspx ?2JsBgeSRqeolwIMA4csYxLso2Kcsvlo... 8/6/2013



VR Case and Closure/Amendment Information - Blank Form (System 7)

Primary Source of Support at Closure:

Employment Closure Information

Employment Information

Page 2 of 5

Primary? I

—

Occupation;

Job Title:

Department:
Start Date: End Date:

Worlc Status:

Employer's Name:

Employer's Address:
Pay Period: Amount:
Hours per week: Days per week:
Hourly Wage:
Weekly Wage:
Monthly Wage:
Annual Wage:

Is this wage comparable with other people for the same job with the same employer? __

Medical Benefits (including waiting time, if any):

Physical, cognitive and social demands:

Accomodations, Supports or Specialized Strategies:

Duties and Skills:

Job Modifications:

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBgeSRgeolwIMA4csYxLso2Kesvlo... 8/6/2013




VR Case and Closure/Amendment Information - Blank Form (System 7)

Page 3 of 5

Reason For Leaving:

Comments:

Contact employer?

If Used:
CRP Vendor:

ACTI:

Type of ACTI services provided:
Complete? r'J

Primary? I

Occupation:

Job Title:

Departrhent:
Start Date: End Date:

Work Status:

Employer's Name:

Employer's Address:

Pay Period: ‘ Amount:

Hours per week: Days per week:
Hourly Wage:

Weekly Wage:

Monthly Wage:

Annual Wage:

Is this wage comparable with other people for the same job with the same employer? __
Medical Benefits (including waiting time, if any):

https://vrdeploy.libera.com/sys7ar/Iformdisplay.aspx?JsBge5SRqeolwIMA4csYxLso2Kcesvlo...
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VR Case and Closure/Amendment Information - Blank Form (System 7)

Physical, cognitive and social demands:

Page 4 of 5

Accomodations, Supports or Specialized Strategies:

Duties and Skills:

Job Madifications:

Reason For Leaving:

Comments:

Contact employer?

If Used:
CRP Vendor:

ACTI:

Type of ACTI services provided:
Complete? I

Work Status:

Integrated Work Setting:

Supported Employment Status at Closure;

Migrant and Seasonal Farmworker:

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?JsBge5SRqeolwIMA4csYxLso2Kcsvlo.., 8/6/2013



VR Case and Closure/Amendment Information - Blank Form (System 7) Page 5 of 5

Medical Insurance Coverage at Closure:
Any Medical Insurance at Closure?

Medicaid?

Medicare?

Public Insurance from Other Sources?

Private Insurance Through Own Employment? .
Private Insurance Through Other means?

Reason Services on Plan were not provided:

Reason for closure:

Date Closed:
SIGNATURE Date
SIGNATURE Date

https://vrdeploy.libera.com/sys7ar/lformdisplay.aspx?2JsBge5RqeolwIMA4csYxLso2Kesvlo... 8/6/2013



ARKANSAS REHABILITATION SERVICES
CLIENT FOLLOW-UP INFORMATION

Date:

Dear

You have recently been provided services in an effort to help you continue in your employment or to help you
return to employment.

I would like for you to fill out the following Employment Questionnaire and return it to me in the enclosed self-
addressed envelope.

L

2,

. Where are you working?

. When did you start working?

Do you work regularly?

What is your job?

(Name and address of employer)

What is your weekly pay?

. Are you a Homemaker? If so, are

you now able to perform your
homemaking duties? Yes No

. Are you an Unpaid Family worker in

the home? Yes No

. REMARKS

Signed: Date

Please return as soon as possible
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REGISTERED LETTER - CLOSURE OF CASE RECORD OF SERVICES

Dear

This Registered Letter is to inform you that your ARS file is being closed since you are
employed. A minimum of three written attempts (2 letters with one registered letter) has
been made to contact you about closure of your case. The Code of Federal
Regulations (Part 361.34, Section 361.56) states the case record of services of an
individual who has achieved an employment outcome may be closed if the following
requirements have been met:

(A)

(8)

(C)

(D)

Employment outcome achieved. The individual has achieved the employment
outcome that is described in the Individual’s Individualized Plan for Employment
that is
(1)  Consistent with the individual's strengths, resources, priorities,
concerns, abilities, capabilities, interests, and informed choice; and
(2) Inthe most integrated setting possible, consistent with the individual’s
informed choice.
Employment outcome maintained. The individual has maintained the
employment outcome for an appropriate period of time, but not less than 90
days, necessary to ensure the stability of the employment outcome, and the
individual no longer needs vocational rehabilitation services.
Satisfactory outcome. At the end of the appropriate period under paragraph (B)
of this section, the individual and vocational rehabilitation counselor considers
the employment outcome to be satisfactory and agree that the individual is
performing well in the employment.
Post-employment services. The individual is informed of the availability of post-
employment services.

If notice to the contrary is not received from you within five working days from the date
of the receipt of this letter, | will consider the requirements met and your case will be

closed.

if you have any questions or concerns, please contact me.

Sincerely,

Counselor
Arkansas Rehabilitation Services
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STATE OF ARKANSAS

Department of Career Education
Arkansas Rehabilitation Services

CounselorNe
or-Ne:

Consumer Satisfaction

We are always trying to improve our services by listening to our consumers and getting their opinions on how well
we are doing. To protect the respondents’ identity, an external evaluator will log the responses. Your ratings and
those of other consumers will be grouped together so that the sources of the ratings remain strictly confidential.

Given your experiences with Arkansas Rehabilitation Services delivery system, would you please rate
them on the following: Please circle only one number for each aspect.

Aspects Low High
1. Counsgelor's efforts to involve you in making decisions about your 1 2 3 4 5
rehabilitation program
2. Counselor's efforts to listen to your ideas and suggestions about the 1 2 3 4 35

job you would like to have

3. Counselor's efforts to involve you in making decisions about the 1 2 3 4 3
services you need.

4.  Counselot's efforts to involve you in choosing service providers. 1 2 3 4 5§
5. Your satisfaction with the services you received, 1 2 3 4 5
6.  The speed with which the services got started. 1 2 3 4 5
7. Your satisfaction with your interaction with the counselor. 1 2 3 4 5
8.  Your satisfaction with your interaction with service providers other 1 2 3 4 5§
than VR.
9.  Your satisfaction as to how sufficient these services were in 1 2 3 4 5
helping ,
10. Counselor's / VR efforts to help you find a job. 1 2 3 4 5
11. Counselot's efforts to keep in touch with you after your case was 1 2 3 4
closed to make sure you did not need more services.
12. Counselor's VR ability to help you in general. 1 2 3 4 5
13.  Are you using accommodations or equipment? Yes No 1 2 3 4
If yes, rate the counselor's efforts in helping you get these. 1 2 3 4
14.  Are you currently working? Yes No
If you are working, rate your satisfaction with your job. 1 2 3 4 5

Thank you for completing the form. Please fold and tape it to show Arkansas Rehabilitation Services
address and drop it in the mail.

525 West Capitol Avenue # Litde Rock, AR 72201 4 (501) 2961600 ¢ TDD (501) 296-1669 # Fax (501) 296-1141
http:/ fwwwratsinfo.org € An Equal Oppottunity Employer
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CONSUMER SATISFACTION SURVEY INSTRUCTIONS

This form is to be mailed to the individual at the time of closure (Status 26 and 28) or
accessed online. The original form is postage paid so copies cannot be used.
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