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State of Colorado
Department of Labor and Employment
Division of Vocational Rehabilitation 

Personal Information Packet
Dear Applicant,

The Colorado Division of Vocational Rehabilitation (DVR) helps people with disabilities prepare for, obtain, keep, or regain suitable jobs.  If eligible, VR services will be provided to meet your individual employment needs, and you are expected to work at the end of VR services.

To be eligible for DVR services you must:

1. Have a documented disability which creates a substantial barrier to employment for you, and 

2. Need vocational rehabilitation (VR) services from DVR to achieve employment, and
3. Intend to achieve an employment outcome.

We will need medical and personal information to determine your eligibility.  As a partner with DVR, your input is important to making decisions.  This form helps you provide information that we need to make eligibility decisions.  If you are eligible, this information will also help you develop your Individualized Plan for Employment and carry it through until you have a job.  

Complete as much of this form as you can.  You do not have to complete this form in order to apply for DVR services.  However, your cooperation and motivation will greatly add to your success in getting to your work goal.  Any information we receive will be held confidential, so you may answer all questions in this form honestly and completely.  Your answers will tell us how your disability interferes with your ability to work and why you need VR services to become employed.  If you need help completing this form, your DVR counselor will assist you.  

We look forward to helping you work.  Please bring this form, along with any information you have that is listed on the following page, to your appointment as follows:

	Office Address:
	     

	City, State, Zip:
	     

	Phone:
	     

	TTY:
	     

	Date/time of Appointment:
	     

	DVR Counselor:
	     


If you already have any of the information listed below, it will help speed up the eligibility determination process if you can bring it to your next appointment.  Your eligibility will be based on your current circumstances, so information from the last 5 years is the most helpful.
· Medical information and records from doctors, clinics, hospitals or mental health centers where you received treatment for your disability or disabilities, such as:

· Names, addresses and phone numbers of doctors and treatment facilities

· Physician’s report of Maximum Medical Improvement and Impairment (Worker’s Compensation form)

· Hearing tests or information about hearing aids you have used 

· Vision exam results, reports or prescriptions

· Drug or alcohol reports or records 

· Social Security letters, Ticket to Work, or other SSI/SSDI paperwork

· High school, college or trade school records such as transcripts, an Individualized Education Plan, a 504 plan, your most recent triennial evaluation, annual review, or other assessments that have been done by the school system

· The results of any vocational evaluations you have taken (interest tests, aptitude tests, Myers-Briggs, etc.)

· Copies of certificates, diplomas or other credentials received

· Parole or probation reports or requirements

· A copy of your resume or a listing of the occupations you have had.

PERSONAL INFORMATION

	SSN
	     

	Last Name   
	     
	First Name
	     

	Middle Name
	     
	Preferred Name
	     

	Gender
	Male  FORMCHECKBOX 
 
	Female  FORMCHECKBOX 

	Prefer Not to Disclose  FORMCHECKBOX 

	Birth Date
	     

	Previous Last Name
	     
	Previous First Name
	     

	Home Address
	     
	How long at address?
	     

	City
	     
	State
	     
	Zip
	     

	Mailing Address
	     
	How long at address?
	     

	City
	     
	State
	     
	Zip
	     

	Primary Phone
	     
	Voice  FORMCHECKBOX 

	TDD  FORMCHECKBOX 

	Fax  FORMCHECKBOX 


	Second Phone
	     
	Voice  FORMCHECKBOX 

	TDD  FORMCHECKBOX 

	Fax  FORMCHECKBOX 


	Email Address
	     


Please identify the race(s) and ethnic group with which you identify:

	 FORMCHECKBOX 
 American Indian or Alaskan Native
	 FORMCHECKBOX 
 Asian

	 FORMCHECKBOX 
 Black or African American
	 FORMCHECKBOX 
 Middle Eastern or Arab

	 FORMCHECKBOX 
 Native Hawaiian or Pacific Islander
	 FORMCHECKBOX 
 White

	 FORMCHECKBOX 
 Hispanic or Latino
	 FORMCHECKBOX 
 Prefer Not to Disclose


Please indicate the language you primarily speak/understand:

	 FORMCHECKBOX 
 American Sign Language
	 FORMCHECKBOX 
 English

	 FORMCHECKBOX 
 Spanish
	 FORMCHECKBOX 
 Other Language (specify)      


Please indicate how you prefer to receive communication from DVR:

	 FORMCHECKBOX 
 Audio Tape
	 FORMCHECKBOX 
 Braille

	 FORMCHECKBOX 
 Colorado Relay
	 FORMCHECKBOX 
 Email

	 FORMCHECKBOX 
 Large Print
	 FORMCHECKBOX 
 Phone

	 FORMCHECKBOX 
 TTY
	 FORMCHECKBOX 
 Video Phone

	 FORMCHECKBOX 
 Written Communication
	


Please indicate a secondary method to receive communication from DVR:

	 FORMCHECKBOX 
 Audio Tape
	 FORMCHECKBOX 
 Braille

	 FORMCHECKBOX 
 Colorado Relay
	 FORMCHECKBOX 
 Email

	 FORMCHECKBOX 
 Large Print
	 FORMCHECKBOX 
 Phone

	 FORMCHECKBOX 
 TTY
	 FORMCHECKBOX 
 Video Phone

	 FORMCHECKBOX 
 Written Communication
	


DVR must verify that you are lawfully present in the United States to accept your application for services.  Please indicate your immigration status:

	 FORMCHECKBOX 
 Lawfully present in the US pursuant to Federal Law

	 FORMCHECKBOX 
 Legal Permanent Resident of the US

	 FORMCHECKBOX 
 US Citizen


Please provide an emergency contact or someone who will know how to reach you in the event you lose contact with DVR:

	Last Name   
	     
	First Name
	     
	MI
	     

	Contact Type
	 FORMCHECKBOX 
 Counselor
	 FORMCHECKBOX 
 Doctor
	 FORMCHECKBOX 
 Emergency Contact

	
	 FORMCHECKBOX 
 Family Member
	 FORMCHECKBOX 
 Friend
	 FORMCHECKBOX 
 Guardian*

	
	 FORMCHECKBOX 
 Lawyer
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Parole Officer 

	Relationship
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Phone
	     
	Voice  FORMCHECKBOX 

	TDD  FORMCHECKBOX 

	Fax  FORMCHECKBOX 


	Email Address
	     


*If you have a legal guardian, DVR will request a copy of the guardianship paperwork.

Please indicate your current living situation:

	 FORMCHECKBOX 
 Adult Correctional Facility
	 FORMCHECKBOX 
 Community Residential/Group Home

	 FORMCHECKBOX 
 Halfway House
	 FORMCHECKBOX 
 Homeless/Shelter

	 FORMCHECKBOX 
 Mental Health Facility
	 FORMCHECKBOX 
 Nursing Home

	 FORMCHECKBOX 
 Private Residence
	 FORMCHECKBOX 
 Rehabilitation Facility

	 FORMCHECKBOX 
 Substance Abuse Treatment Center
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Prefer Not to Disclose
	


Would you like to register to vote in Colorado?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 I’m already registered, but need to update my address

	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Not eligible to register


What is your current marital status?

	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Married

	 FORMCHECKBOX 
 Never Married
	 FORMCHECKBOX 
 Separated

	 FORMCHECKBOX 
 Widowed
	


Please tell us about who suggested you work with DVR:

	Organization Name
	     

	Salutation
	Dr.  FORMCHECKBOX 

	Miss  FORMCHECKBOX 

	Mr.  FORMCHECKBOX 

	Mrs.  FORMCHECKBOX 

	Ms.  FORMCHECKBOX 


	Last Name   
	     
	First Name
	     

	Address
	     

	City
	     
	State
	     
	Zip
	     

	Primary Phone
	     
	Voice  FORMCHECKBOX 

	TDD  FORMCHECKBOX 

	Fax  FORMCHECKBOX 


	Email Address
	     


Please tell us about your household:

	How many dependents do you have? 
	     

	What is your gross monthly family income? 
	     

	What source of income provides your greatest level of support?
	     

	Do you currently receive any public benefits?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Unsure  FORMCHECKBOX 


	Do you receive TANF (Colorado Works)?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	For how long?  
	     

	Have you received TANF in another state?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	For how long?  
	     

	Do you receive SSDI benefits? 
	Yes  FORMCHECKBOX 

	Application Denied  FORMCHECKBOX 

	Application Pending  FORMCHECKBOX 


	Not currently - benefits were discontinued  FORMCHECKBOX 

	Never Applied  FORMCHECKBOX 

	Unknown  FORMCHECKBOX 


	Do you receive SSI benefits? 
	Yes  FORMCHECKBOX 

	Application Denied  FORMCHECKBOX 

	Application Pending  FORMCHECKBOX 


	Not currently - benefits were discontinued  FORMCHECKBOX 

	Never Applied  FORMCHECKBOX 

	Unknown  FORMCHECKBOX 



If you receive the following benefits, please estimate the amount of your monthly benefit: 

	SSI Aged
	$     
	SSI Blind
	$     

	SSI Disabled
	$     
	SSDI
	$     

	VA
	$     
	TANF
	$     

	General Assistance
	$     
	Worker’s Compensation
	$     

	Other Disability
	$     
	Other
	$     


Do you have medical insurance?

	 FORMCHECKBOX 
 Yes, Medicaid
	 FORMCHECKBOX 
 Yes, Medicaid Buy-In

	 FORMCHECKBOX 
 Yes, Medicare
	 FORMCHECKBOX 
 Yes, Private Insurance through Employer

	 FORMCHECKBOX 
 Yes, Private Insurance through other source
	 FORMCHECKBOX 
 Not yet eligible for insurance through employer

	 FORMCHECKBOX 
 Yes, Affordable Care Act Health Exchange
	 FORMCHECKBOX 
 No insurance


When were you last employed?

	 FORMCHECKBOX 
 No employment history
	 FORMCHECKBOX 
 Currently employed
	Date last employed:      


What is your current (within the last week) employment status?

	     


If currently working, please tell us about your job:

	Job Title
	     
	Start Date
	     

	Hours Worked per Week 
	   
	Salary
	$      per Hour  FORMCHECKBOX 
/Week  FORMCHECKBOX 
/Month  FORMCHECKBOX 
/Year  FORMCHECKBOX 


	Employer
	     

	Employer Address
	     

	City
	     
	State
	     
	Zip
	     

	Job Duties
	     


Please tell us about your previous jobs:

	Job Title
	     
	Start Date
	     

	Hours Worked per Week 
	   
	Salary
	$      per Hour  FORMCHECKBOX 
/Week  FORMCHECKBOX 
/Month  FORMCHECKBOX 
/Year  FORMCHECKBOX 


	Employer
	     

	Employer Address
	     

	City
	     
	State
	     
	Zip
	     

	Job Duties
	     

	End Date
	     
	Reason for Leaving
	     


	Job Title
	     
	Start Date
	     

	Hours Worked per Week 
	   
	Salary
	$      per Hour  FORMCHECKBOX 
/Week  FORMCHECKBOX 
/Month  FORMCHECKBOX 
/Year  FORMCHECKBOX 


	Employer
	     

	Employer Address
	     

	City
	     
	State
	     
	Zip
	     

	Job Duties
	     

	End Date
	     
	Reason for Leaving
	     


	Job Title
	     
	Start Date
	     

	Hours Worked per Week 
	   
	Salary
	$      per Hour  FORMCHECKBOX 
/Week  FORMCHECKBOX 
/Month  FORMCHECKBOX 
/Year  FORMCHECKBOX 


	Employer
	     

	Employer Address
	     

	City
	     
	State
	     
	Zip
	     

	Job Duties
	     

	End Date
	     
	Reason for Leaving
	     


	Job Title
	     
	Start Date
	     

	Hours Worked per Week 
	   
	Salary
	$      per Hour  FORMCHECKBOX 
/Week  FORMCHECKBOX 
/Month  FORMCHECKBOX 
/Year  FORMCHECKBOX 


	Employer
	     

	Employer Address
	     

	City
	     
	State
	     
	Zip
	     

	Job Duties
	     

	End Date
	     
	Reason for Leaving
	     


Please tell us about any military service:

	 FORMCHECKBOX 
 No Military Service or Dishonorable Discharge

	 FORMCHECKBOX 
 Active duty up to 180 days, honorable/general discharge

	 FORMCHECKBOX 
 Active duty over 180 days, honorable/general discharge

	 FORMCHECKBOX 
 Spouse of a veteran who died on active duty or as a result of a service connected disability

	 FORMCHECKBOX 
 Spouse of a veteran who has a service connected disability

	 FORMCHECKBOX 
 Spouse of a veteran who is currently and for more than 90 days listed as a POW, MIA, or Detained by a Foreign Power

	 FORMCHECKBOX 
 Do not wish to disclose


Are you currently a migrant or seasonal farmworker?

	 FORMCHECKBOX 
 I am a migrant farmworker

	 FORMCHECKBOX 
 I am a seasonal farmworker 

	 FORMCHECKBOX 
 I am both a migrant and seasonal farmworker

	 FORMCHECKBOX 
 No - I am neither


Please tell us about other agencies you are currently working with:

	Organization:
	     


	When did you start working with this agency:
	     


	Organization:
	     


	When did you start working with this agency:
	     


	Organization:
	     


	When did you start working with this agency:
	     


	Organization:
	     


	When did you start working with this agency:
	     


What is your current level of education?

	 FORMCHECKBOX 
 No Formal Schooling
	 FORMCHECKBOX 
 Elementary Education (Grades 1-8)

	 FORMCHECKBOX 
 Some High School (Grades 9-12), no diploma
	 FORMCHECKBOX 
 High School Graduation or Equivalency

	 FORMCHECKBOX 
 Completed or attending Special Education
	 FORMCHECKBOX 
 Post-Secondary Education, No degree/certificate

	 FORMCHECKBOX 
 Associate Degree
	 FORMCHECKBOX 
 Bachelor’s Degree

	 FORMCHECKBOX 
 Credential beyond Bachelor’s Degree
	 FORMCHECKBOX 
 Master’s Degree

	 FORMCHECKBOX 
 Credential beyond Master’s Degree
	 FORMCHECKBOX 
 Degree above a Master’s (e.g. Ph.D., M.D.)


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

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown


Are you currently a high school student receiving transition services?

	 FORMCHECKBOX 
 Yes, I’m enrolled in high school with an IEP or 504 Plan
	 FORMCHECKBOX 
 No, I’m enrolled in high school without an IEP or 504 Plan

	 FORMCHECKBOX 
 No, I’m not enrolled in high school
	 FORMCHECKBOX 
 No, I’m older than 21


If you are currently enrolled in high school, in which school district do you attend?

	     


Please indicate any current educational enrollment:

	 FORMCHECKBOX 
 Enrolled in 1-8th Grade
	 FORMCHECKBOX 
 Enrolled in 9th Grade

	 FORMCHECKBOX 
 Enrolled in 9th Grade with 504 Plan
	 FORMCHECKBOX 
 Enrolled in 10th Grade

	 FORMCHECKBOX 
 Enrolled in 10th Grade with 504 Plan
	 FORMCHECKBOX 
 Enrolled in 11th Grade

	 FORMCHECKBOX 
 Enrolled in 11th Grade with 504 Plan
	 FORMCHECKBOX 
 Enrolled in 12th Grade

	 FORMCHECKBOX 
 Enrolled in 12th Grade with 504 Plan
	 FORMCHECKBOX 
 Enrolled in High School with an IEP

	 FORMCHECKBOX 
 Enrolled in Adult High School
	 FORMCHECKBOX 
 Enrolled in High School Equivalency Prep

	 FORMCHECKBOX 
 Enrolled in 1st year of post-secondary ed
	 FORMCHECKBOX 
 Enrolled in 2nd year of post-secondary ed

	 FORMCHECKBOX 
 Enrolled in 3rd year of post-secondary ed
	 FORMCHECKBOX 
 Enrolled in 4th year of post-secondary ed

	 FORMCHECKBOX 
 Enrolled in post-secondary ed beyond 4th year
	 FORMCHECKBOX 
 Enrolled in Career/Technical ed

	 FORMCHECKBOX 
 Not currently enrolled
	


	Please indicate your current area of study:
	     

	When did you begin this training?
	     

	When do you expect to complete your training?
	     


Medical Information

	Name of the treatment provider (doctor, psychologist, other) who knows about your disability
	     

	Doctor’s phone
	     
	Doctor’s fax
	     

	Doctor’s address
	     
	Date of last visit
	     

	Type of treatment
	     
	Reason for treatment
	     

	Counselor notes
	     


	Name of the treatment provider (doctor, psychologist, other) who knows about your disability
	     

	Doctor’s phone
	     
	Doctor’s fax
	     

	Doctor’s address
	     
	Date of last visit
	     

	Type of treatment
	     
	Reason for treatment
	     

	Counselor notes
	     


	Name of the treatment provider (doctor, psychologist, other) who knows about your disability
	     

	Doctor’s phone
	     
	Doctor’s fax
	     

	Doctor’s address
	     
	Date of last visit
	     

	Type of treatment
	     
	Reason for treatment
	     

	Counselor notes
	     


Workers’ Compensation Information

	Date of injury
	     
	Attorney
	     
	Phone
	     
	Fax
	     

	Name of the treatment provider (doctor, psychologist, other) who knows about your claim
	     

	Provider’s phone
	     
	Provider’s fax
	     

	Provider’s address
	     
	Date of last visit
	     

	Type of treatment
	     
	Reason for treatment
	     

	Counselor notes
	     


	Describe any other physical, mental, emotional or learning problems which have not been treated: 

	     


Hospitalization

	Date of last hospitalization
	     
	What hospital?
	     

	Reason
	     


What medications have you been prescribed and what are the side effects (if any)

	Prescribed medications
	     

	Reason Prescribed
	     

	Side Effects
	     

	Are you currently taking your medications?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If you’re not currently taking your medications as prescribed, describe reason for not taking prescribed medication(s):

	     


Describe below any substance abuse issues (if applicable)

	How long have/did you use drugs and/or alcohol?
	     

	What is the drug of choice?
	     
	Last date used?  
	     

	Are you willing to receive treatment?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



Legal Information

	Have you ever been on probation, parole or incarcerated?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If yes, please explain
	     

	Current legal status (check all that apply)
	Charges Pending  FORMCHECKBOX 

	Probation  FORMCHECKBOX 


	Parole  FORMCHECKBOX 

	Work Release  FORMCHECKBOX 

	Community Corrections  FORMCHECKBOX 


	Completed Sentence  FORMCHECKBOX 

	Other  FORMCHECKBOX 
 (describe): 
	     

	Please provide an explanation
	     

	Department of Corrections # (if applicable)
	     

	Probation/parole officer's name
	     
	Phone
	     

	Case manager's name
	     
	Phone
	     


Your DVR counselor will complete all of the following pages in this packet, but may ask you questions about these areas during your appointment to ensure accurate information.
Functional Capacity Loss Areas

Describe how the individual’s disability(ies) limits his/her ability to function in the following areas:

	Mobility:  the physical or psychological ability to move from place to place inside and outside the home to the degree necessary to work.

	     

	Motor Skills:  the purposeful movement and control of the body to accomplish work tasks. 

	     

	Self-Care:  the ability to care for self and own living environment to the degree necessary to engage in work.

	     

	Self-Direction:  the ability to organize, structure and manage activities to the degree necessary to engage in work.

	     

	Interpersonal Skills:  the ability to establish and maintain positive personal relationships to engage in work.

	     

	Communication:  The ability to give and receive information.

	     

	Work Tolerance:  the capacity to meet the physical and psychological demands of work.

	     

	Work Skills:  the capacity to learn and/or perform job tasks.

	     


Employment Impediments Supplement
Educational and Occupational Factors
Work History
Does the individual lack recent work history, or have inconsistent work history with frequent short term employment or frequent changes in occupation?

	 FORMCHECKBOX 
 Yes, has poor work history
	 FORMCHECKBOX 
 No, does not have poor work history


Lack of Education or Occupational Skills Attainment
Does the individual have the basic skills needed to be successful in an educational or occupational setting?

	 FORMCHECKBOX 
 Skills deficient
	 FORMCHECKBOX 
 No, skills are adequate


Limited English Proficiency

Does the individual speak, read, write, or understand English?  Is English his or her native language? Does he or she live in a family or community where English is the dominate language? 

	 FORMCHECKBOX 
 Limited English proficiency
	 FORMCHECKBOX 
 Individual is English proficient


Limited Literacy Skills

Is the individual able to compute and solve problems at a level necessary to function on the job, in the family, or in society?  Is the individual able to read, write, and speak English? 

	 FORMCHECKBOX 
 Limited literacy skills
	 FORMCHECKBOX 
 Does not have low literacy skills


Cultural Barriers

Does the individual experience cultural barriers that inhibited his or her ability to work?

	 FORMCHECKBOX 
 Perceives self as possessing cultural barriers

	 FORMCHECKBOX 
 Does not self-identify, but barriers may be present

	 FORMCHECKBOX 
 Does not have cultural barriers that inhibit ability to work


Basic Skills

Is the individual able to compute and solve problems at a level necessary to function on the job, in the family, or in society?  Does the individual possess basic computer literacy? Is the individual able to read, write, and speak English at the 8th grade level? 

	 FORMCHECKBOX 
 Basic skills deficient
	 FORMCHECKBOX 
 Does not have basic skills deficiency


Financial Factors

Dislocated from high-wage/high-benefit employment

Did the individual recently lose employment from which he/she earned high wages and/or benefits, through no fault of his/her own? 

	 FORMCHECKBOX 
 Dislocated from high-wage and/or high-benefit employment

	 FORMCHECKBOX 
 Not dislocated from high-wage and/or high-benefit employment


Single Parent

Is the individual single, separated, divorced, or widowed (including pregnant women), who has primary responsibility for one or more dependent children under the age of 18?

	 FORMCHECKBOX 
 Single parent of dependent child
	 FORMCHECKBOX 
 Not a single parent


Displaced Homemaker

Has the individual been providing unpaid homemaker services to family members in the home and has been dependent upon the income of another family member, but is no longer supported by that income and is having difficulty obtaining or upgrading employment?

	 FORMCHECKBOX 
 Displaced homemaker
	 FORMCHECKBOX 
 Not a displaced homemaker


Low Income

Is the individual low income? 

· Receives SSI, Colorado Works (TANF), SNAP or other Federal, State, or local income-based public assistance

· Family income does not exceed the Federal Poverty Line  or 70% of Lower Living Standard

· Homeless

· Foster child

· Youth: Receives or eligible to receive a free or reduced price lunch or lives in a high poverty area

	 FORMCHECKBOX 
 Individual is low income
	 FORMCHECKBOX 
 Not low income


Dislocated Worker
Was the individual recently terminated, laid off, or received notice of such and unlikely to return to previous occupation? 

	 FORMCHECKBOX 
 Dislocated worker 

	 FORMCHECKBOX 
 Was self-employed, but is no longer due to economic conditions

	 FORMCHECKBOX 
 Not a dislocated worker


Other Factors

Foster Care Youth

Is the individual a youth who is currently in foster care or was in foster care, but aged out of the foster care system?

	 FORMCHECKBOX 
 Never been in foster care
	 FORMCHECKBOX 
 Previously or currently in foster care


Application Documentation

 What does the participant expect from VR to gain or maintain employment?
	     


  Describe employment needs

	     


 Describe the next steps in establishing eligibility.

	     


Other participant information or comments. 

	     


AWARE
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