
______________________________________________________________________________________                                                                                                                     
INITIAL INFORMATION
Applicant’s Full Name: __________________________________________________________________

DOB:                  /                /_________


SS #:                       -                -    ________ 

Tribe:                                                                                       _ Enrollment No._______________________
Phone No:  (            )               -                     
 
  Message:  (             )              -____________
Physical Address: _______________________________________________________________________
Mailing: ______________________________________________________________________________
Employment goal ideas: __________________________________________________________________

Employer/Source of Income: ______________________________________________________________
Primary Disability: ______________________________________________________________________
Referred By: ___________________________________________________________________________

x_____________________________________________       _____________________________

                                 

Signature                                                                          


Date
THE FOLLOWING DOCUMENTATION IS NEEDED WITH THIS APPLICATION:

· Your Tribal ID card

· State Driver’s License or State ID card                  

· A list of your work history, as complete as possible                                      

· The name and address of the medical or mental health provider you’re seeing/have seen

· A list of any prescription medications you are taking

· A list of or copies of any income you’re receiving (check stubs or earning statements)

· Proof of Residency (utility bill or rent receipt in your name, letter from a resident stating that you are living with them and for how long along with their proof of residency). 

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 

FOR CD’A TRIBE CAREER RENEWAL STAFF USE ONLY

Appointment Date:                                          Time: ____________
FINANCIAL NEEDS ASSESMENT

Consumer’s Name: ______________________________________ IPE#: __________________

IPE Beginning Date: ____________________
IPE Ending Date: ______________________ 

Include the following: SSI, SSDI, TANIF, TAFI, VA, UI, WC, Retirement, Private Disability, Child Support

MONTHLY EXPENSES:

Rent or House Payment:




$ ___________ per month

Utilities (subtract energy assistance):


$ ___________ per month

Food (subtract food stamps):



$ ___________ per month

Vehicle payment: 




$ ___________ per month

Fuel for vehicle:




$ ___________ per month

Insurance (car/house/medical):



$ ___________ per month

Medical Expenses (medications/bills):


$ ___________ per month

Clothing (for self and dependants):


$ ___________ per month

Child support:





$ ___________ per month

Credit Cards (minimum monthly payments combined):

$ ___________ per month

TOTAL MONTHLY EXPENSES:


 $____________________    

Total Monthly Income:




$_____________________

Total Monthly Budget Surplus (left over per month):
$_____________________

I certify that this financial information is correct to the best of my knowledge                                      

x__________________________________________


    __________________________     

Signature







Date

___________________________________________


    __________________________     

CRP Counselor’s Signature






Date
******************************************************************************

Approved Expenditures: $___________________     Date of Approval: ____________________ 
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______________________________________________________________________________________                                                                                                                     
AUTHORIZATION TO RELEASE PERSONAL / CONFIDENTIAL INFORMATION

* Required Information. These sections must be filled in.

	From: ______________________________________                        -              -                                  /           /______
                              Printed Name                                                                               SS#                                         DOB


(  I grant permission for you to release to the Division of Career Renewal the following types of information:

(    I grant permission for the Division of Career Renewal to release to you the following specified information:  

	* To: ___________________________________          _________________________________________

                  Organization's / Individual's Name                         Other Identifying Information (address, phone #, title, etc)

         ________________________________________          ______________________________________________




* For the Specific Purpose of: _____________________________________________________________________

                                                                   (Determining Eligibility for Services, Determining Consumer Needs/Status, Etc.)

PART I

(Consumer is to initial in the box to the left of the record type/types required.)

Medical                                                                  Academic                          Corrections

( Medical Records      ( Psychiatric Reports/     ( School Transcripts/        ( Corrections/Arrest Records

                                          Evaluations                        Grade Reports                                                                                                            

( Hospital Records      ( Neuropsychological/    ( IEP/Special Ed               ( Furlough/Parole/Probation

                                           Psychological Testing      Reports                                Stipulations

 






Mail to:
  CDA Tribe Career Renewal Program
  ( (Specify)  _______________________________


  PO Box 408








  Plummer, Idaho 83851  

  ((Specify) ________________________________

* Information pertaining to:______________________________________________________________________

                                                                         (Specify dates of treatment, medical condition/s, etc.)
PART II
Drugs and Alcohol

( Drug and Alcohol Treatment Records                              ( Assessment Results & Recommendations

( Discharge Summary W/Treatment Dates                         ( (Specify) __________________________________
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______________________________________________________________________________________                                                                                                                     
AUTHORIZATION TO RELEASE PERSONAL / CONFIDENTIAL INFORMATION

* Required Information. These sections must be filled in.

	From: ______________________________________                        -              -                                  /           /______
                              Printed Name                                                                               SS#                                         DOB


(  I grant permission for you to release to the Division of Career Renewal the following types of information:

(    I grant permission for the Division of Career Renewal to release to you the following specified information:  

	* To: ___________________________________          _________________________________________

                  Organization's / Individual's Name                         Other Identifying Information (address, phone #, title, etc)

         ________________________________________          ______________________________________________




* For the Specific Purpose of: _____________________________________________________________________

                                                                   (Determining Eligibility for Services, Determining Consumer Needs/Status, Etc.)

PART I

(Consumer is to initial in the box to the left of the record type/types required.)

Medical                                                                  Academic                          Corrections

( Medical Records      ( Psychiatric Reports/     ( School Transcripts/        ( Corrections/Arrest Records

                                          Evaluations                        Grade Reports                                                                                                            

( Hospital Records      ( Neuropsychological/    ( IEP/Special Ed               ( Furlough/Parole/Probation

                                           Psychological Testing      Reports                                Stipulations

 






Mail to:
  CDA Tribe Career Renewal Program
  ( (Specify)  _______________________________


  PO Box 408








  Plummer, Idaho 83851  

  ((Specify) ________________________________

* Information pertaining to:______________________________________________________________________

                                                                         (Specify dates of treatment, medical condition/s, etc.)
PART II
Drugs and Alcohol

( Drug and Alcohol Treatment Records                              ( Assessment Results & Recommendations

( Discharge Summary W/Treatment Dates                         ( (Specify) __________________________________


WORK HISTORY

START WITH YOUR PRESENT OR MOST RECENT EMPLOYER: 

Job Title/Position: _______________________________________________________________________ Employer/Company: _____________________________________________________________________

Date Started:              /            /             Date Ended:              /           /             Salary: $_____________/hour
Reason For Leaving: _____________________________________________________________________
Skills and Duties: _______________________________________________________________________

______________________________________________________________________________________
Job Title/Position: _______________________________________________________________________ Employer/Company: _____________________________________________________________________

Date Started:              /            /             Date Ended:              /           /             Salary: $_____________/hour
Reason For Leaving: _____________________________________________________________________
Skills and Duties: _______________________________________________________________________

______________________________________________________________________________________
Job Title/Position: _______________________________________________________________________ Employer/Company: _____________________________________________________________________

Date Started:              /            /             Date Ended:              /           /             Salary: $_____________/hour
Reason For Leaving: _____________________________________________________________________
Skills and Duties: _______________________________________________________________________

______________________________________________________________________________________
Job Title/Position: _______________________________________________________________________ Employer/Company: _____________________________________________________________________

Date Started:              /            /             Date Ended:              /           /             Salary: $_____________/hour
Reason For Leaving: _____________________________________________________________________
Skills and Duties: _______________________________________________________________________

______________________________________________________________________________________
Job Title/Position: _______________________________________________________________________ Employer/Company: _____________________________________________________________________

Date Started:              /            /             Date Ended:              /           /             Salary: $_____________/hour
Reason For Leaving: _____________________________________________________________________
Skills and Duties: _______________________________________________________________________

______________________________________________________________________________________
If you have more to add to this list please attach a list to the application
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______________________________________________________________________________________                                                                                                                     
RIGHTS & RESPONSIBILITIES

MY RESPONSIBILITIES:
· Participate actively in my vocational rehabilitation

· Comply with reasonable requirements and keep appointments
· Cooperate and follow through with my plans to achieve employment.                                                                  

· Notify the counselor of any changes that might effect my vocational rehabilitation.                                                

· Apply for and utilize comparable benefits when available.                                                                          

· Participate financially as negotiated through the financial needs assessment.                                                      

· Ask questions when I do not understand information and be sure I am informed about services.

· Responsible for making sure any paperwork requested of me is properly filled out and returned to CRP as soon as possible.
· Must check in with counselor(s) every two weeks either by phone or with an office visit

· Understands the Career Renewal Program WILL NOT pay for goods or services without prior written approval from your counselor.
Any debt I incur without this approval will be my responsibility to pay back.
MY RIGHTS: 

· CRP services will not discriminate on the basis of sex, race, color and creed, home of national origin, age, disabling status or veteran status.                                                                                         

· A written eligibility determination within sixty (60) days unless I agree to an extension in writing.                         

· Eligibility will be determined based solely on the existence of:                                                              

· Documented physical or mental impairment (disability)                                                                 

· Substantial impediment (barrier) to employment.                                                                       

· Requires Vocational Rehabilitation Services to become employed.                                                       

· Ability to benefit in terms of an employment outcome.                                                                 

· Enrolled in a federally recognized tribe living on the CD’A Reservation.                                  

· An appropriate mode of communication (signing, interpreter, etc.)                                                             

· Appropriate assistive technology for evaluation or services leading to employment.                                            

· Receive information on available services and venders; make informed choices about services I receive.                        

· Full involvement in all decisions. Participation in writing my rehabilitation plan, amendment or changes.                     

· Be informed about Post Employment Services and closure decisions.                                                             

· All CRP information is confidential and can only be released with my written permission, except for audited, mandated research efforts, law enforcement investigations, court subpoena, judicial order or other releases required by law or formal agreement.                                                                               

· To access information from my file.                                                                                           

· Request a resolution of disagreements, through either, Administrative Review or Fair Hearing.                                 

· The Client Assistance Program (CAP) has been received and reviewed by me.                                                     

· You have the right to utilize traditional Native American Medicine practices to diagnose or treat a disability or medical condition. 

x________________________________________________

____________________________                                                                                                                                   

    

 
Signature






Date 
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______________________________________________________________________________________                                                                                                                     
AGREEMENT OF SERVICES

Date: _____________________________                               

Client Name: ___________________________________

Client Number:______________________ 

I, ____________________________ do hereby agree to the following terms: Any funds, services or resources afforded me by the CD’A Tribe Career Renewal Program (Vocational Rehabilitation), will be used towards and for no other purpose than what has been agreed upon by my counselor, _____________________ and myself on my Individual Plan for Employment.
I agree that if I violate these terms that I will be subject to criminal charges, and/or will have to pay back any monitorial value, or give back said items or resources purchased by the Career Renewal Program.   

If said violation does occur, I hereby give permission to release all said file information to the proper authorities if necessary, hereby known as a release of information. 

Furthermore, I agree that if said violation does occur I may not have the affordability of accessing services to the Career Renewal Program if so deemed by the Director of the Career Renewal Program or above-mentioned counselor.                                        

x_____________________________________
        ___________________________________  

Printed Name





Signature
On this __________day of __________________________, 20________. 

_____________________________________
        ___________________________________

CRP Employee Signature




 Printed Name 

Required by the Health Insurance Portability and Accountability Act (HIPAA)

1.
You have the right to revoke this release by notifying the Career Renewal Program in writing unless information has already been received.

2.
Your refusal to sign the release form may jeopardize CRP services, as you are expected to comply with reasonable requirements.
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______________________________________________________________________________________                                                                                                                     
MEDICAL/ PSYCHOLOGICAL REFERRAL CONSULTATION

(THIS FORM TO BE FILLED OUT BY PROFESSIONAL ONLY)

Name: ______________________________ ____________   SSN: ____ ______-_______-__________
Is applying to the Career Renewal Program, stating that their disability or barrier to employment is:

______________________________________________________________________________________

Name of Consultant: _____________________________________________________________________

Please list signs and symptoms:

____________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Last Date Seen for these Symptoms: ________________________________________________________

Recommendations for treatment:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would you as a professional consultant refer client to Vocational Rehabilitation (CRP)? YES or NO

If no, what is the reason that you would not refer client to the CRP?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

Narrative:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical/Psychological Consultant: ____________________________________ Date: ________________

Career Renewal Counselor: ____________________________________Date Received: ______________

1





Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202 x 6802


 Fax: (208) 686-2059





first			middle			last








street				city		state		zip








street/po				city		state		zip








2





3





Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202 x 6802


 Fax: (208) 686-2059





PROHIBITION ON RE-DISCLOSURE: This information has been disclosed from records whose confidentiality is protected by Federal Regulations (42 CFR Part 2) prohibiting any further disclosure except with the specific written consent of the person to whom it pertains. A general authorization for the release of medical or other information if held by another party is NOT sufficient for this purpose. Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient. Note* this consent is subject to revocation at any time except to the extent that the program which is to make the disclosure has already taken action in reliance on it. If not previously revoked, this consent will expire I year from date of signature.








x_____________________________________    _________________        __________________________________    ________________


                   	Signature                                                Date                                       * Parent or Guardian Signature                             Date





_____________________________________     __________________        __________________________________    _______________


                 Witness' Signature                                                     Date                                        * Witness’ Signature                                             Date





* If a consumer is a minor, signature of a parent or guardian is required.


*If unable to write his/her name consumer must enter an ‘X’ or other mark. Signatures of two witnesses are required.
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Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202 x 6802


 Fax: (208) 686-2059





PROHIBITION ON RE-DISCLOSURE: This information has been disclosed from records whose confidentiality is protected by Federal Regulations (42 CFR Part 2) prohibiting any further disclosure except with the specific written consent of the person to whom it pertains. A general authorization for the release of medical or other information if held by another party is NOT sufficient for this purpose. Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient. Note* this consent is subject to revocation at any time except to the extent that the program which is to make the disclosure has already taken action in reliance on it. If not previously revoked, this consent will expire I year from date of signature.








x_____________________________________    _________________        __________________________________    ________________


                   	Signature                                                Date                                       * Parent or Guardian Signature                             Date





_____________________________________     __________________        __________________________________    _______________


                 Witness' Signature                                                     Date                                        * Witness’ Signature                                             Date





* If a consumer is a minor, signature of a parent or guardian is required.


*If unable to write his/her name consumer must enter an ‘X’ or other mark. Signatures of two witnesses are required.








5
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Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202 x 6802


 Fax: (208) 686-2059
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Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202 x 6802


 Fax: (208) 686-2059
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Career Renewal Program


845 P. Street #3 PO Box 408


Plummer, Idaho  83851


Ph: (800) 829-2202x6802


Fax: (208) 686-2059








