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Virginia Department for Aging and Rehabilitative Services

Division of Rehabilitative Services
Individualized Plan for Employment (Employment Plan)


	Name
	     
	Participant ID
	     

	Case Status  Eligible (IPE is a draft)  FORMCHECKBOX 
        Service (IPE is signed)   FORMCHECKBOX 

	Case Type
	VR

	1 General Information

	Plan #
	     
	Signature/Start Date
	     
	Expected Plan End Date*
	     

	Plan Type*  C&G  FORMCHECKBOX 
    Training   FORMCHECKBOX 
    Phys Res  FORMCHECKBOX 

	

	Supported Employment  FORMCHECKBOX 

	Small Business Enterprise  FORMCHECKBOX 

	Financially Eligible  FORMCHECKBOX 


	

	Employment Goal*
	     
	

	Reason for Selecting this Employment Goal Checkbox List:

	
	A good choice given my abilities and disability.  FORMCHECKBOX 


	
	I am currently doing this type of work.  FORMCHECKBOX 


	
	I explored options and feel this is a good choice.  FORMCHECKBOX 


	
	I have a job offer to do this type of work.  FORMCHECKBOX 


	
	I have successfully completed related training.  FORMCHECKBOX 


	
	I have successfully done this type of work before.  FORMCHECKBOX 


	
	It agrees with my IEP plan through my high school.  FORMCHECKBOX 


	
	It matches my interests, abilities and strengths.  FORMCHECKBOX 


	
	The job outlook for this type of work is good.  FORMCHECKBOX 


	Other  FORMCHECKBOX 
 (Specify)
	     

	

	2 Planned Services (At least one is required)

	
	Assistive Technology services anticipated  FORMCHECKBOX 


	
	Service Category
	Procedure Code
	Procedure Description
	Est. Start Date

	
	Counseling & Guidance
	000001
	Counseling & Guidance
	Plan Start Date

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     


	Name
	
	Participant ID
	

	

	Total Costs
	
	
	

	Participant
	$      
	
	

	Others/Comp Benefit
	$      
	
	

	Agency
	$      
	
	

	To Be Determined
	$      
	
	

	TOTAL PLAN
	$      
	
	

	

	Source Of Comparable Benefits

	
	DBHDS  FORMCHECKBOX 

	DBVI  FORMCHECKBOX 


	
	DOE/LEA  FORMCHECKBOX 

	Employer Medical Insurance  FORMCHECKBOX 


	
	Family  FORMCHECKBOX 

	Higher Education Institution  FORMCHECKBOX 


	
	JTPA  FORMCHECKBOX 

	Medicaid  FORMCHECKBOX 


	
	Medical Insurance  FORMCHECKBOX 

	Medicare  FORMCHECKBOX 


	
	None  FORMCHECKBOX 

	Other  FORMCHECKBOX 


	
	PELL Grant  FORMCHECKBOX 

	Pending Litigation  FORMCHECKBOX 


	
	Private Insurance  FORMCHECKBOX 

	Social Services  FORMCHECKBOX 


	
	SSDI  FORMCHECKBOX 

	SSI  FORMCHECKBOX 


	
	VA Grant  FORMCHECKBOX 

	VA Medical (Veterans Admin)  FORMCHECKBOX 


	
	Worker’s Compensation  FORMCHECKBOX 


	3 Participant Responsibilities

	
	Participant Responsibilities Checkbox List:

	
	I have a responsibility to return any equipment purchased for me by the agency if I no longer use it.  FORMCHECKBOX 


	
	I understand that it is my responsibility to complete this plan and I will inform my counselor of any changes.  FORMCHECKBOX 


	
	I understand the importance of attendance and punctuality.  FORMCHECKBOX 


	
	I will attend all scheduled meetings and appointments.  FORMCHECKBOX 


	
	I will not quit my program or make any changes without contacting my counselor first.  FORMCHECKBOX 


	
	I consent for DRS and vendors to share information needed to provide, prove and report services.  FORMCHECKBOX 


	
	I will dress as if going to work for all appointments with DRS staff.  FORMCHECKBOX 


	
	I will be on time for all scheduled meetings and appointments.  FORMCHECKBOX 


	
	I will complete my GED.  FORMCHECKBOX 


	
	I will complete my high school program and graduate as scheduled.  FORMCHECKBOX 


	
	I will complete my school/college program and graduate as scheduled.  FORMCHECKBOX 


	
	I will complete my training program and graduate as scheduled.  FORMCHECKBOX 


	
	I will consistently pass my pre-employment drug screens.  FORMCHECKBOX 


	
	I will contact my counselor as often as my counselor requires.  FORMCHECKBOX 


	
	I will contact my counselor before making any changes or stopping my program.  FORMCHECKBOX 


	
	I will follow my treatment program.  FORMCHECKBOX 


	
	I will follow through with my doctor’s recommended treatment in a timely manner.  FORMCHECKBOX 


	
	I will follow-up on all employment leads provided.  FORMCHECKBOX 


	
	I will get my driver’s license.  FORMCHECKBOX 


	
	I will maintain regular contact with my counselor while this plan is in place.  FORMCHECKBOX 


	
	I will maintain sobriety and participate in a recovery plan.  FORMCHECKBOX 


	
	I will not loan, pawn, or sell any tools and equipment provided by DRS.  FORMCHECKBOX 


	
	I will obtain a photo ID and required documentation for employment.  FORMCHECKBOX 


	
	I will participant in a counseling and guidance session at least once every 90 days.  FORMCHECKBOX 


	
	I will participate in assessments of my abilities to confirm that my final vocational choice is a good one.  FORMCHECKBOX 


	
	I will perform duties to employer standards and will ask for help if I am unsure of policy or procedure.  FORMCHECKBOX 


	
	I will provide a copy of my class list/course schedule before each semester starts.  FORMCHECKBOX 


	
	I will report any address or telephone number changes to my counselor immediately.  FORMCHECKBOX 


	
	I will report any problems that are keeping me from succeeding in my plan.  FORMCHECKBOX 


	
	I will report my income to my counselor and other appropriate agencies, i.e., Social Security, Social Services.  FORMCHECKBOX 


	
	I will return to DRS any equipment purchased for me by the agency if I no longer use it as planned.  FORMCHECKBOX 


	
	I will share my employer and income/benefits information with my DRS counselor.  FORMCHECKBOX 


	
	I will show up on time for work, dress appropriately to employer standards.  FORMCHECKBOX 


	
	I will stay employed for at least 90 days before my DRS case is closed successfully.  FORMCHECKBOX 


	
	I will take care of the medical or work tools and equipment provided by DRS.  FORMCHECKBOX 


	
	I will take my medications as prescribed.  FORMCHECKBOX 


	
	I will tell my counselor when I go to work/as soon as I have a job.  FORMCHECKBOX 


	

	
	Participant Responsibilities Narrative

	
	     

	
	

	
	

	4 Documentation

	
	Criteria for evaluating progress towards my (participant) employment goal*

	
	     

	

	
	Other Comments (Is Printed on Plan)

	
	     


	Name
	
	Participant ID
	

	5 For Supported Employment

	
	We agree that I will most likely require the following extended services for Supported Employment:

	
	Follow-along minimum 1 contact a month per agreement with provider

	
	Other services (Specify)
	     

	
	Extended services will most likely be provided by (Provider(s))
	     

	6 Statements and Certifications

	
	1
	We agree that my Plan services are vocationally necessary to achieve my Employment Goal.  I made informed decisions in choosing my (Check all that apply):
Employment goal  FORMCHECKBOX 
     Evaluation/Progress Measures  FORMCHECKBOX 
     Services  FORMCHECKBOX 
     Service Providers  FORMCHECKBOX 


	
	2
	Every effort is made to provide services in the most integrated setting that is appropriate for the service.  All of my Plan services are being provided in an integrated setting.  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	
	
	If ‘No,” (Explain)
	      

	
	3
	Applicable only for a student who has IEP: This Plan is consistent with my Individual Education Program (IEP), including Transition objectives.  IEP attached (Is required): Yes  FORMCHECKBOX 
    N/A  FORMCHECKBOX 


	7 Rights, Terms, and Conditions

	
	A
	I can ask that my Plan be changed.  Before any amendment becomes effective, my counselor and I must both agree to it, and both of us must sign and date a substantial amendment.

	
	B
	If I need assistance with my Vocational Rehabilitation program or I disagree with a DRS decision about my VR case, I may discuss it with my counselor, the supervisor, and the regional director.  I also have the right to ask the supervisor for an informal administrative review, ask the regional director for formal mediation facilitated by a qualified mediator, or proceed directly to a fair hearing conducted by an impartial hearing officer.  My counselor can help me make the request.  I may also request assistance from the Client Assistance Program by calling the disAbility Law Center of Virginia toll-free  at (800) 552-3962 (Voice/TTY).

	
	C
	This Plan is not a legal contract and DRS will pay for services as long as there is money available to do so, the laws affecting this program do not change, and I make satisfactory progress toward reaching my established Employment Goal.

	
	D
	Applicable only for SSI recipients and SSDI Claimants: DRS policy may require my participation in Employment and Benefits Counseling for work incentives.

	By signing, I agree that I understand the Plan development process and the contents of this Plan; I have received a copy of the Plan; and I agree to everything in this Plan.
If I have a Ticket to Work that has not been assigned to another Employment Network, I acknowledge that the Social Security Administration will automatically enroll me in the Ticket to Work program if I am eligible, and I will assign my Ticket to DRS.
Parent or guardian must sign only if the client is under 18 years old or has a legal guardian.
Client must sign name EXACTLY as it appears on your Social Security card.

	Client Name
	     
	Sign
	
	Date
	     

	Counselor Name
	     
	Sign
	
	Date
	     

	Parent/Guardian (Print)
	     
	Sign
	
	Date
	     


Give client a copy of the signed Plan, keep signature page in client file, and complete AWARE Plan screen

