
ALL TRIBE VOCATIONAL REHABILITATION PROJECT
APPLICATION

I. PERSONAL INFORMATION: Date:

Name: DOB:
First MI Last

Address:
(P.O. Box or Street) (City) (State) (Zip Code)

Directions to home:

Martial Status: Names of Dependent(s) in Household:

Telephone No: Age: Tribal Membership: Enrollment No:

Who referred you for services?

Have you previously applied for or received vocational rehabilitation or independent living services, or
utilized a community rehabilitation facility/center? Yes No
If yes, please complete the following: Date:

II. Please describe your physical or mental impairment(s) and limitations, and how they prevent you
from getting a job or interfere with your independent living situation(s):

Name and address of doctor, physician, hospitals, or clinics that have treated your physical or mental
impairment(s).

Name Address Date Last Seen Hospital

III. EDUCATIONAL BACKGROUND:
Completed (circle one)

 High School: Y N
 Special Education Y N
 GED Equivalency Y N
 Vocational Training(s): Date of Training Certification Completion Date


 College/University: Years Attended: Yr. Graduated:

--Major or Minor: # of Credits Hr.



IV. WORK/VOCATONAL HISTORY & EXPERIENCES:

Date of Empl Name of Employer Occupation Reason for leaving

Military Service: Yes No Branch: Dates:
Service Number: Type of Discharge:

Current Work Status:
Full Time Part Time Self Employed Not Employed

V. INCOME INFORMATION:

Amount Receiving Applied Denied Terminated
 Social Security Disability Benefits $
 Supplemental Security Income $
 General Assistance $
 Temporary Assistance to Needy Families $
 Veteran’s Benefits $
 Worker’s Compensation $
 Unemployment Benefits $

I wish to apply for vocational rehabilitation. I understand the explanation of services, Client Assistance
Program (CAP), client rights, informed choice, and that the ALL TRIBE Tribal VR Project will maintain
CONFIDENTIALITY of all pertinent information obtained during the vocational rehabilitation eligibility
procedures. I agree to the use of such information only for purposes directly connected with the
administration of the VR project.

Participant Signature or Thumbprint Date of Application

Participant’s Representative Date

Vocational Rehabilitation Counselor Date


