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	Department of Assistive and Rehabilitative Services
Work Experience—Referral   

	Instructions: 

Follow the instructions below when completing this form.   
· Refer to the DRS Standards for Providers for additional details.

· Complete the form electronically, answering all questions.  

· Before faxing, emailing encrypted, or mailing to the provider, review this form to ensure that all questions have been answered.   
Note: The DARS staff collects the information and completes all sections of this form.

	Date of the referral: 

	Referral for: 
	

	   Work Experience—Volunteer
	   Work Experience—Internship
	   Work Experience—Temporary Paid Work

	   Work Experience Placement
	   Work Experience Placement
	   Work Experience Placement

	   Work Experience Monitoring 
	   Work Experience Monitoring 
	   Work Experience Monitoring 

	Note: Work Experience Training and/or Coaching for services provided must address the goals on the DARS1636, Work Experience Training and/or Coaching Referral. The referral must be completed to establish the goals to be addressed. 

	

	A. Consumer Identification Information  

	Consumer’s name: 

	DARS case ID: 
	Date of birth: 

	Street address (include apartment number, if any):


	City: 
	State: 
	ZIP code: 

	Primary contact number: (
	Secondary contact number: (

	Email address: 

	Consumer’s disability: 

	B. Alternate Contact Person Identification Information  

	Alternate contact’s name: 

	Relation to the consumer: 

	Primary contact number: (
	Secondary contact number: (

	Email address: 

	C. Additional Information Provided by DARS at Referral  

	Enter X to select all that apply. 

	    IPE copy
	    School records

	    Medical and/or psychological reports
	    Vocational testing

	    Case notes
	    Functional Capacity Exam results

	    Results of career exploration
	    Person Center Plan

	    Other:      
	    Other:      

	D. Counselor Contact Information  

	Counselor’s name: 

	Counselor’s primary DARS office:

	Counselor’s DARS office street address (include suite number, if any):



	City: 
	State: 
	ZIP code: 

	Counselor’s primary contact number:

(
	Counselor’s secondary contact number:

(

	Email address: 

	E. Provider Chosen by the Consumer for Work Experience Services  

	Provider’s name:

	Email address:

	Provider’s phone number: (
	Provider’s fax number: (

	G. Work Experience Service—Plan Meeting 

	Location: 

	Date: 
	Time:      

	H. Additional Comments 

	Additional comments:
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