{:é Missouri Application for Voeaffonal Rehahiliftation Sarvices

DEPARTMENT OF SLEMERTARY & SSCONRARTY

| EDUCATION.

fftes of Adult Eerrnig mnd i
e tom S -

‘Rlame - SSN

What Is your disabilily?

Onset of Disabilify {monthfyear)

- Pescriba how your disability impairs your ability to werk ?

What sevices do you need fo go fo work?

Have you ever applied for rehabiiifation services? [ fyes [ Ine
. If yes when?
Do yout have a Ticket o Work? ] ves [ Jro
Have you ever been convicted of a fefony? []yes {Ino
Have you ever defaulted on a student loan? { Tyes [:] no

1 hereby apply for Vocational Rehabilitation Services in orderfo be emgiﬁ oyed.

-1 also grant the Missour Office of Adult 1 eaming and Rehabilitation Services the right "co release
and ufflize information refative to my case fo further my vocafional rehabiitation as explained in the
publication, "You and Vecatienal Rehabilitation.” -

f understand that confidential information obiained by the Missouri Gfice of Adul Leaming and -
. Rehabilitation Services is profecied by federa! regulations and/or state law.

-[ understand this-information will be ufilized fo defermine my eligibility and the nature, scope and
or provislon of Vocaifonal Rehabilitation Services needed for an employment cufcome.

1 have been provided a copy of the agency publication, "You and Vocational Rehabilitation,” and
it has been discussed with me. This publicalion confains Information about the manner in which
Vecationat Rehabilitation services may be provided and my rights as an applicant, including the
opporfuniy to exercise informed choice throughout the vocationa! rehabilitation process, ‘

Client Date
Parent/Guardian/ : .
Representative ' Date

MG Bob2553 (Bev C/ZeTT)
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()S Missouri fornairs for - - ]
T DEPARTHENT G ELHENTARY & SECONDARY Quas.tragna{r e for Vocational Rehabilifation Services

| EDUCATION.

of &cule Terning and SSHN:
gﬁé&ﬁnnﬂwm ’
Flst liddile b
[ast Name - | Nams Name §
‘ Tt g
Preferred Name Honorific fiedr, 1L, M5, PhD., =ic.) ho
Male [ Female [} " Birth Dafe: 3
=1
Previous Last Name §
M
Home Address 2
{Street, Route, P.O. Box #, efc)
City: __ Stater Zip: — Cotinty:
. Mailing Address if different from above:
Primary Phone Number [ voiee []TED [ Fax
Second Phon_a [ Voice 17oD M Eax
E-Mail Address: )
RACE &ETHNICITY: 'Y pmedeanindianor ] Asian D‘Blac:k of Aftican
Alaska Nafive ' S American

] Hispanic or Latine [ ] Nalive HEI_WaiIan o [JWhite .
if Hispanic or Lafloo, check more lhanone. other Pacific islander

L8, Hispanic & Amstican Indien

What is your primary language: D English [ ] Spanish [ |American Sign Languaga 7] other

Cliizenship Status: [ ] Employment Authotized Status {7 Other
[ US. Cifizen

Will you require any accommodations?
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Please list af least Z people wiiom we may conpfact in an atiempt {o locate you, should your sumrent
contact information become culdated. Please include case managers, prebationfparcle, et

1. Last Name: ~ First Name:
Relationship: Address/City/Zip ok
Home phone: Mobils or worlc phone: ) '
E-Mail address: ‘
2. Last Name: First Name:
Relzationship: Address/Ciy/Zip
Home phone: Mobile or work phone:
E-Mzi] address:
T x % % = %
=
=
é Da you Jive in a private residence? [T yes e
= _
= ¥ oo, please describal
5
o
k=]
=
< Marifal Stafus: [ divorced (] married
[
£ [ nevermamied [ ] separated [ ] widowed
< . s o
\Who referred you o us?
Numbet of family living in your household; Number of dependents: Monthly Amount
What is your total Gross Family Menfhly Income amount? -3 _
Whio Is your Primary Source of financial support ?
Pleasa check yes or no and provide mesbly amoink i yot raceive any of e folowing Public Support Types,
Do you reseive Supplemenital Secuity Income Aged benefits (SS1-A)7 [ Jves { Ine $
Do yout receive Supplemental Ssaity Income Disability beneftts {SS1-5)? [yes [ Ino [
Da you recefve Soca] Sscurity Disablity Insurance benefits (SSDH)7 D yes D no %
Do vou recefve diszbliy henefits fom the Velerans Adrainisfration (VAY? _yes D no &
Do you receive TANF benefits Fom the Famdly Support Division? ves [ Jno $
Do you receive Genera! Assistance benefits from the Family Support Division? yes (o $
Dn you recelve Workers Cormpensafion Benefits due to a work injury? ' { Jyes 'loo $
. Do vou recetve Offier Disability cash benefis from any ofher sourrs? D yes Dno g
Do you have any Other Public rash bensfits ot isted above? Flyes T %

Totel Household Monthly Income §

WO 5000298 {1-11)
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Health Insurance, please check if you have:
L1 Medicaid (Le. MO Heaifibtey)

[} Medicare [T Nene

- [ Pyivale [nsirance thiough other means [ Prvate insurance throtigh own employment
[:l Public Insurzince from offier sources §.e. Workers Compensation, VA Healthcare, B}

What s your level of Education?
Have you recefved services under an Individualized Educesfion Program (EP)? [ ves Mno

Are vou currently = high school student ? [T ves [] no  wosss
Transistion Program Parficipant [ ves [] no
Highk Schoof
School Nams City & State
Highest Grade Completed Dafes Affended
Other Training
School Neme Clly & Site. |
Craduated / Complefed [J ves [ no
Areag of Siudy _
Degres/Ceriiicate Eamed Dafes Attended

MO SD0.0288 (14113 - ) - : Page 3



Lict Your i ast Fwo Jobsy

1

" {Erployer Name & Addiess) {Joh i) {Weskly Hours and Salary)
‘ (Dzfes Ermployed: MMYY — MM/YY) {Disabiliy Related Froblems Affecing joS}
2.
[Empioyar Name & Address} . (Job Title) (Weekly Salary)
{Dates Employed: MBIYY — MMAY) {Reason Tor leaving)

3. Other Work Expeiierice:

AWARE Spgolal Programs

S S E = &
Have you-bean referred by or receiving services from the following programs? ifso check box.
1 CcoOP Program { High School) [7] Center for Independant Living (CIL} Referal

Are you g Veieran? . { Jves o
(if yes, -iist dates of service ) ‘
Do you have a Miitary Service Connected [?isabiiﬁy? [lyes Moo
Migratory or Seasonal Farm Werker Program? [Tyes [ n{;
Projects with [ndustry? ' ) ' [Jyes Mac

WO Shp2E9 (1-11) Page 4‘_
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A CONSENT FOR RELEASE OF INFORMATION ,
(Use this form for information SSA generates and includes on a BPQY)
S84 will not honor this form unless afl required flelds have been completed (*signifies required field)

TO: Social Security Adrministration

* Date of Birth * Sodial Securify Number

f authorize the Social SecuﬁtyAdministra.tion to release information or records about me via fa csimife,

phone, emait or postal correspondence, t0: (name, address, agency, contact information including phone and emai)

*Name

- Contact Information-

ocational Rehabilitation

900 Page Ave., Suite 104

t. Louis, MO. 63132

Hele: 314-587-4866 Fax: 314-877-1530

{ want this information refeased for benelit planning purposes. | want accurafe and current information about my
benefits to fearn how they would be affected b y work. This is a “program-related” purpose., :

Please release the following information selected from the list below: _ .
- You rmuest check at least oné box. dlso, SS4 will not disclose records unless applicoble date ranges are Included

Cutrent monthly Social Securily beriefit amount

Current monthly Supplemental Security Income payment amount
My Medicare enfitlement

Otfrer {specify below)

Cash: Type of Benefit(s), current payment status, statutory blindness, date of disability onset, date of enfitlement,
others paid on the record, fotal family cash beneflt, overpayment balance, monthly amount withheld.

Medical Reviews: Next medical review, medical re-exarn cysle )

Represenfafion: Representative payee, authorized representative

Title XVi ($81) Work Exclusion: Blind work expenses, impaimentrelated work expenses, student eared income

exclusions, pass exclusion, SSf eamings;

Titte [t (SSDE} Work Exclusion: TriabWork Period start/e

rd date, menths used, month of cessation, and last work

: review action.
SSUSSDI Posfed Monthly Earnings for last 5 years

Additional lformation Requested:
IRWE andfor Subsidy Information: Please provide specifics for any [RWE andfor subsidy, if applicable
T'_eket-tﬂ-wwk:.lf a “ticket” is assigned, please indicate when was it assigned, and include the EN's contact

inforrmation. . _
619b Status: If the person is in nei-pay due to wages, do they have 1619b sfatus?
What is the disabling eonditionfs) for which | recefve : benolits?

Ottier necessary information requested:

| am the individua, fo whom the requested irfomalionirecord applies, or i parent or fega guardian of & minor, or the legal guaidian
- oFa Jegally icompeient adult. | declare under pekalty of pegury-fit accordatice Vit 28 CFR. § ?ﬁiﬁgﬁwﬁﬂ thet | hewe axamipedall
the information: on fis fori, abd on any acbompanying statemsnts or faints; aid iis fiue ad cotrect te- the Biest of my inbiviidgs, £
il ; 5540 reconis‘about anoffor Pescn under false pretensos is

3 K

tiderstind thaf 2ayoné who knowingly or willlly seeking.oF ebtaliniag: acoitfo Fecords abou ans
—puristiable by 2 firg: efup 6 $5,000. [ alsyonderst nd A Sy, applicable fé8 must be pald by ine, . - - . S
. N oL T U (Sﬁnw&mm@nwﬂmaesamaﬁﬁmefmwtem@edﬁmmm

Dagter e, ' “Reletionship; @arts ndidesy . -

“Daytime Pheﬂﬁ -




CONSENT FOR RELEASE oF InrormaTION
{(Use this farm for the non-certified yearly earnings provided on fhe BPQY)

554 will ot honor this form unless all required fields huve been completed (Ssignifies required field)

TO: Social Secarity Administration

* Date of Birth - Suciai Security Number

“Name
Administration to refease information or records about me via facsimile,

[ authorize the Social Securify
ondence, £0: (name, address, agency, contact information including phone and emaif)

phone, email or postal comresp

L Name, Titin Contact Information

Vocational Rehabilitation

900 Page Ave., Suife 104

St Louis, MO. 63132 _

Tele: 314-587-4866 Fax: 314-877-1530

béngﬁt planning purposes. | wanf;a‘ccgmée and current information about my
“programe-refated” purpose.

{ want this information released for
" henefits t‘o fearrr how they would be affected by work. Thisisa

Please release the folHowing information Yisted below:

K Non-certified vearly fofals of my earnings from: my date of birth to the present.

Other necessary information requested:

}.am the individual, fo when. the requested: infortnation/record applies, oF the parsnt or-legal guardias; of & mirier, of the legal guardian
of a legally compaterit agult. | declare under penaliy of peury in accordance vith 28 € F.R. § 16.41(d{2004) that | have Sxamined 4l
the information of this fopm, and on any. accompanying statements or forgis, anditis trut’and eorrsiito the'biest of my knowledge, |
-understand that anyohe-wiio knowingly or willilly secking or obtaining aceess fo.fcoids about anciher persor under filse pretensesis

punishable by a-fine.of irfo $5,000. I ateo-urdsistand Sat any applicable fees inust be paid by me. Co LT

. Signature:

(gt eiduaty _

.

%‘peégl?-‘ ifgig@eg; by matk §. .



STATE OF MISSOURI .
AUTHORIZATION FOR DISCLOSURE OF CONSUMER MEDICAL/HEALTH INFORMATION

l, authorize and request
{NAME OF CONSUMER, PARENT, GUARDIAN/LEGAL REPRESENTATIVE)

Check all that apply:

[ Department of Mental Health (DMH) L] Department of Health and Senior Services (DHSS)
O Department of Social Services (DSS) [} Department of Elementary and Secondary Education (DESE)
L] Other

{NAME OF FACILITY, AGENCY, MENTAL. HEALTH CENTER, PERSON)
to disclose/release the below specified information of:

NAME DATE OF BIRTH S0CIAL SECURITY NUMBER

WHO RECEIVED SERVIGES FROM (DATES)

to {check all that apply)

| Department of Mental Healtty (DM [ Department of Health and Senior Services {DHSS)
| Department of Social Services {DSS) O Department of Elementary and Secondary Education (DESE)
] Other

(NAME OF FACILITY, AGENCY, MENTAL HEALTH CENTER, PERSON)

(ADDRESS, GITY, STATE, ZIF)

THE PURPOSE OF THIS DISCLOSURE IS (CHECK ALL THAT APPLY)

U] Eligibility Determination | [ Assessment [ 1 Attercare
[J Placement {1 Transfer/Treatment (] Treatment Planning
] Continuity of Services/Care [ Conditional/Unconditional Release Hearing ] At Consumer’s Request

L1 To share or refer my information to other Missouri state agencies (such as DMH, DHSS, DSS, DESE, etc.) to obtain services

consistent with the program (please complete the name of the
program in which you want to participate)

L] other {specify)

THE SPECIFIC INFORMATION TO BE DISCLOSED IS (CHECK ALL THAT APPLY)

[ bischarge Summary [] Progress Notes LI Treatment Plan and/or Review
[ Soclal Service Assessment [J Educational testing, IEP, transcript, and/or grading reports
L] Medical/Psychiatric Assessment(s)

[ psychometric testing, including intelligence quatient (IQ} results, neurological testing, or other developmental test results.

U other

MQ B50-2616 (1-03)



1. READ CAREFULLY: | understand that my medical/health information records are confidential. | understand that by signing this autho-
rization, | am ailowing the release of my medical/health information, The protected health information (PHI) in my medical record includes
mental/behavioral health information. In addition, # may include information relating to sexually transmitted diseases, acquired immun-
odeficiency syndrome (AIDS), human immunedeficiency virus (HIV], other communicable diseases, and/or alcchol/drug abuse.

2. Aleohol and drug abuse information records are specifically protected by federal reguiations (42 CFR 2) and by signing this authorization
without restrictions | am allowing the release of any afcohol and/or drug information records (if any) to the agency or person specified
above. Please sign if you are authorizing the release of alcohol and drug abuse information:

3. This authorization includes both information presently compiled and information to be compiled during the course of treatment at the
above-named facility or agency paying for services, during the specified time frame.

4. This authorization becomes effective on - This authorization automatically expires on the following
date, event or special condition

5. If 1 faif to specify an expiration date, this authorization will expire in one year.

6. | understand that | have a right to revoke this autherization at any time. | understand that if | revoke this authorization | must do =0 IN
WRITING and present my written revocation to the health information management department {medical records) or client information
center at this facility. | further understand that actions already iaken based on this authorization, ptior to revocation, will NOT be affected.

7. lunderstand that | have the right to receive a cepy of this authorization. A photographic copy of this authorization is as valid as the
original.

8. | understand that authorizing the disclosure of this medical/health information is voluntary. | can refuse to sign this authorization. | need
not sign this form in order to assure treatment. | understand that | may request to inspect or request a copy of information to be used or
disclosed, as provided in 45 CFR Section 164.524. | understand that any disclosure of information carries with the patential for an unau-
thorized redisclosure and the information may not be protected by federal confidentiality rules. If [ have questions about disclosure of my
medical/health information, t can contact the health information management director {medical records director) or client information cen-
ter, or designee, or the Privacy Officer for this covered entity.

THE FOLLOWING APPLIES TO ALCOHOL AND/OR DRUG ABUSE TREATMENT INFORMATION RECORDS: Prohibition of
Redisclosure: This information has been disclosed to you from records whose confidentiality is protected by Federal law. Federal regulations
(42 CFR Part 2) prohibit you from making further disclosure of it without the specific written authorization of the person to whom it pertains,
or as otherwise specified by such regulations. A general authorization for disclosure of medical or other information is NOT sufficient for this

purpose.

My signature below acknowledges that | have read, understand, and authorize the release of my PHL

SIGNATURE OF CONSUMER DATE

WITNESS DATE

SIGNATURE OF PARENT/LEGAL GUARDIAN/REPRESENTATIVE

{Please include a Description of Authority to Act on Consumer's Behalf and attach a copy of the Document Granting Authority, where applicable)

NOTICE OF REVOCATION _

DATE

I, . (Consumer) hereby revoke my authorization of this disclosure of information
to the agency/person listed above. This revocation effectively makes null and void any parmission for disclosure of information expressly
given by the above authorization. | understand that any actions based on this authorization, prior to revocation, will not be affected.

SIGNATURE OF CONSLUMER DATE
WITNESS DATE
SIGNATURE OF PARENT/LEGAL GUARDIAN/REPRESENTATIVE DATE

[f you choose to revoke your authorization, please provide a copy of the completed revocation to the health information management
director {(medical recerds director), or the client information center, or to the Privacy Officer of this facility.

MC 650-2615 (1-08)



——a,

MISSOURI DEPARTHENT DF ELEMENTARY AND BECONDARY EDUCATION
%’_g‘gﬁ DIVISION OF VOGATIONAL REHABILITATION.
&@&é? HEALTH ASSESSMENT QUESTIONNAIRE

FLIRTHER REDICAL INFORMATION.

ATICNIRFORMATI

WHAT IS YOUR DISASRITYY

N YDUR DWW WORDS, HOW DDES YOUR DIEABLITY INTERFERE WITH YO GETTING OR HOLDING A JDB?

NAME OFDOGTOR PATECF LAST VISIT
ADDRESS ’ HERSON
DATES DF TREATMENT TELEPHONE

-

ARE YOU CURRENTLY RECEIVING TREATMENT FOR ANY PHYSICAL DR MENTAL PROBLEME
{[dves [ONO IFYES, PROVIDE A BRIEF DESCRIFTION

ARE YO CURBENTLY TAKNE ANY MEDICATIONST
Cyes [InD IFYES LUSTMEDICATIONS .

LIST ALE MEDICAL PROFESSIONALS FAMILIAR WITH YOUR DISABILITY.

NAHE OF DOCTORIE) RAME OF DOCTORE)
ADDRESS APDRESS
DATES OF TREATMENT TELEPHONE TATES OF TREATHENT TELEFHONE

LIST ANY HOSPITALS WHERE YOU HAVE RECEVED TREATHENT FOR YOUR DISABIITY,

RAME OF HDSPITAL (MDST RECENT HOSPITALZATION) NANE DF HOSPTIAL
ADDREES ADDRESS
DATES OF TREATMENT . : DATES OF TREATMENT

S Sep s iz IRETACH ADDITIONAL SHEETS I NEEDED,) -(CN‘EH}

NOTE - THIS QUESTIONNAIREWILL BE LISED Y VOCATIONAL REHARE [TATIDN TO ASSESS YOUR CURRENT HEALTH AND TO EVALUIATE THE NEED FOR

VO

wrrmmenaEEat 2 e Gb s et



' DUHWE"HE PASFTWDYEARS thE.YDU HE:EWED TREATHERT FOR ANY OF THE FOLLOWNG AREAS:

A ENT: EYES, EARS, NOSE, THROAT. . e oviivniiraicncacee e (AR Oves [Ino
. B. HEURCLOGIGAL: FREQUENT HEADACHES, DIZZINESS, STROKE, EPILEPSY, SEZURE DISORDER ... I1ves Ino

HAVE YOU EVER HAD A HEAD INJURY OR CONCUSSION? - - oo iieeiiccaicaecens, e Hyes DOno
C. RESFIRATORY: BREATHING, CHEST/LUNGS, GHF{DNID COUGH, SHORTNESS OF BREATH,

EMPHYSEMA, ASTHMA. .. cocene B P b e m byt et reeran i, Oyes Ono
D. CABDIOVASCULAR: HEART, BLOOD VESSELS, RHEUMATIC FEVER, MURMUR, PALPTTATION,

CHEST FAINS, HIGH BLOOD PRESEURE. .. insiiti it criciaiaa st st at e mmrcamrrs e aes yes Ono
E  INTERMAL: STOMACH, CHRONIC INDIGESTION, ULCERS, COLITIS, GALL BLADDER, LIVER,

KIDNEY, BLADDER, PROSTATE, GENITOURNARY . oovnvee- ... b e am e eareaeann. Ldves [Owno
F  ERDOCRINE: DIABETES, THYROIY - ..o iiieimincmiieaeen e raecnan e ane e Fives One
G. ORTHOPEDIC: NEURITIS, ARTHRITIS, GOUT, ANY DISGRDER OF THE MUSCLES, BONES, )

ORJOINTS o e oeees e e e e e e e e ey e e s Oves Ono
b, CHODLOGY: CANCER, TUMOR, CYST, OR ANY OTHER DISORDER OF THE SKIN OR LYMPH GLANDS .. [dves  DIno
I PSYCHIATRIC: DEPAESSICN OR OTHER EMOTIONAL DISORDER « e concnvceiicaceimennrrenen.. . L1YES [INO
4. MEECTIOUS DISEASES: HEPATTTS, TUBERCULOSIS, HIVIAIDS . <0 vvr e ccaeamae e e aenenannn s Oyes Ono
K SUBSTANCE ABLSE: ALCOHOLISM, DRUGS .o« .ot otim i oo icaacae s e am o camvaaancnnnss Oyss [no
1. OTHER: HAD, OR BEEN ADVISED TO HAVE, ANY SURGICAL PROCEDURES, HOSPITALIZATIONS, ‘

MEDICAL EXAMINATIONS OR CONSULTATIONS NCOT ALREADY MENTIONED .. ... ... ... rerrienn Cves Ono

CONSULTED A PHYSICIAN, PSYCHIATRIST, PSYCHOLOGIST, OR OTHER PRACTITIONER FOR

ANY BEASON NOT MENTIONED ABOVE . ... A Fves Bno

IF THE ANSWER i5 YES TO ANY OF THE ABOVE, PROVIDE A BRIEF EXPLANATION. INCLUDE NAME AND ADDRESS OF THE
DOCTOR(S} AND HOSPTTAL(S}

PLEASE LIST (DESCRIBE} ANY OTHER DISABILITY{ES) E\iOT LISTED ABCOVE SUCH AS ADHD, LEAHNWE PROBLEWS, § EARNING
DISABRITY, DYSLE}-GA EiC : -

REVIEWED MEDICAL INFORMATION WITH CLIENT: DATE COUNSELOR'S INITIALS

[ CERTIFY THAT THE ASDVE INFORMATION 15 TRUE, ACCURATE AND COMPLETE TO THE BEST OF MY KNDSE.

SIGNATURE {iF LR THE ASE DR T8, PARENTOR SUARDIH MUSTSIEn) DATE PARENT OR GUARDIAN SIGNATURE DAIE

M0 SCO-{ESE {110

" e —— ) 42

un



