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	Division for Rehabilitation Services

Application for Services  

	Initial Contact Information   

	Bolded items are required.   

	Social Security number:

     
	Contact date:

     

	Last name:

     
	First name:

     
	Middle Name:

     

	Date of birth:

     

	Address: 

     
	ZIP: 
     
	ZIP suffix:
     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type:

     
	Telephone number 2: 

(       )       
     Ext:      
	Type:

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type:

     

	Video relay service IP address:

      
	Two-way pager address:

     

	Email address:

     

	Disaster victim? 

   Yes     No
	Reported disability:

     
	Program:

     

	Initial Case Note Information    

	Do you want DRS services to help you go to work or keep a job?
	   Yes     No

	If no, do you want DRS services to help you live more independently?
	   Yes     No

	Do you have needs for reasonable accommodations, language preferences, etc.?
	   Yes     No

	Do you have any medical or psychological records you can bring with you?
	   Yes     No

	Will you give DRS permission to request these records?
	   Yes     No

	Are you currently or have you ever been a DRS consumer?
	   Yes     No

	Additional information:

     

	Referral Source Information    

	Referral category: 

     
	Referral source:

     

	Last name:

     
	First name:

     
	Organization name:

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number:  

(       )       
Ext:      
	Type:

     

	Contact Information    

	Last name 1:

     
	First name:

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Relationship:

     
	If relationship “other,” define:

     

	Last name 2:

     
	First name:

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Relationship:

     
	If relationship “other,” define:

     

	Last name 3:

     
	First name:

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Relationship:

     
	If relationship “other,” define:

     

	Personal Information    

	Gender:

   Female     Male
	Marital status (divorced, married, never married, separated, or widowed):      

	Living arrangements:

     

	Currently attending grades 7–12?

   Yes     No
	Expected high school completion or graduation date:

     

	Level of education: 

     

	Individualized Education Plan:
   Yes     No
	504 Plan:
   Yes     No
	Driver’s license or state ID number: 
     
	State:

     

	Language preference:
     
	Does the consumer live in a colonia?

   Yes     No
	Lawsuit pending?

   Yes     No

	Race and Ethnicity Information    

	Select the consumer’s preferred racial or ethnic designation.    

	    American Indian/Alaskan Native 

    Asian

    Black or African American
	    Hispanic or Latino

    Native Hawaiian or other Pacific Islander

    White 

	Is the consumer a Certified Degree of Indian Blood Card holder?
	   Yes     No

	Is the consumer a U.S. citizen?
	   Yes     No

	Is the consumer an immigrant alien?
	   Yes      No

	Does the consumer have a work permit?
	   Yes     No

	Texas residence: Is the consumer’s current address in Texas?
	   Yes     No

	Is the consumer a migrant or seasonal farm worker? 
	   Yes     No

	Has the consumer or the primary caregiver been a Texas resident for at least 6 months? (CRS only)
   Yes      No

	Insurance Information    

	    No insurance

    Medicaid

    Medicare

    Private insurance through own employment

    Private insurance through other means

    CHIP

    Texas Healthy Kids

    Children with Special Health Care Needs (CSHCN)

    Public insurance through other means

	Medicaid Status Information    

	Medicaid number:
     
	Verification source and status:
     
	Verification date:

     

	Workers’ Compensation  

	Is the consumer seeking services due to an injury on the job?
	   Yes      No

	Is the consumer receiving medical benefits or income benefits or both from a worker’s compensation case?     Yes       No

If yes, check all that apply below:

    Texas Division of Workers’ Compensation

    Federal Workers’ Compensation

    Workers’ compensation agency other than Texas or federal

	Disability Information    

	Primary Disability    

	Category: 

     
	Impairments:

     

	Cause: 

     

	Additional information: 

     

	Secondary Disability    

	

	Category: 

     
	Impairments: 

     

	Cause: 

     

	Additional information: 

     

	Tertiary Disability    

	Category: 

     
	Impairments: 

     

	Cause: 

     

	Additional information: 

     

	Insurance Policy    

	Insurance carrier 1: 

     

	Policy number: 

     
	Group number:

     

	Insurance carrier 2: 

     

	Policy number: 

     
	Group number: 

     

	Insurance carrier 3: 

     

	Policy number: 

     
	Group number: 

     

	Monthly Financial Information    

	Consumer refused to disclose financial information:  
	   Yes      No

	Consumer Income    

	Net wages: 

$     
	Net income if self-employed:  

$     

	Other income (include child support interest, rent, dividends, trust royalties, retirement other than SS retirement, etc.): 

$     

	SSDI income:  

$      
	SSI disabled/blind income: 

$     

	SSI aged income:  

$        
	TANF income: 

$     

	General assistance (include payments from state or local government):  

$     

	Unemployment compensation: 

$     
	Veteran’s disability benefit:  

$     

	Total savings and liquid assets (include savings account, stocks, bonds, etc.):  

$     

	Primary Support
   Family and friends 

   Other sources (for example, private insurance or private charities)

   Personal income (wages, interest, dividends, rent)

   Public support (any SSI, SSDI, TANF, etc.) 

	Veteran Status

   Dishonorably discharged 

   Not a veteran

   Any discharge other than dishonorable

	Employment    

	Employment status

   Extended employment (nonintegrated or sheltered)

   Homemaker

   Integrated employment

   Not employed: all other students

   Not employed: other

   Not employed: student in secondary education

   Not employed: trainee, intern, or volunteer

   Self-employment (except BET)

   Supported employment

   Unpaid family worker

	Family Income    

	Spouse’s net income (enter net wages including other income, SSI aged benefit, blind/disabled benefit, SSDI, TANF, general assistance, workers’ comp, veteran’s disability benefit, etc.):

$      

	Parent or guardian’s income, if the consumer is a dependent (enter net wages and other monthly income excluding public support):  

$      

	Adjustments to Income    

	Mortgage or rent:  

$      
	Other expenses (include medical or court related):  $      

	Allowances   

	Number of dependents (number of people who are dependent on the consumer’s and/or family’s income and liquid assets): 

     

	Employment Status Case Note (Not Working)  

	Have you ever worked?
	   Yes      No

	Has or will your disability interfere with your ability to get a job?
	   Yes      No

	Have you lost a job due to your disability?
	   Yes      No

	Has or will your disability interfere with training or preparation for a job?
	   Yes      No

	Has or will your disability cause you to need special assistance to perform job duties?
	   Yes      No

	What services do you need from DARS?

     

	Comments: 

     

	Employment Status Case Note (Working)  

	Are you in danger of losing your job because your disability prevents the performance of essential job functions?
	   Yes      No

	Do you need services, special assistance, or accommodations to keep your job?
	   Yes      No

	Do you think your current job is below your abilities?
	   Yes      No

	What services do you need from DARS?

     

	Comments: 

     

	Information Request   

	Source name 1:

     
	From date: 

     
	To date:

      

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Comments:  

     

	Source name 2: 

     
	From date: 

     
	To date: 

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Comments:  
     

	Source name 3: 

     
	From date: 

     
	To date: 

     

	Address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number 1:  
(       )                Ext:      
	Type: 

     
	Telephone number 2: 

(       )       
     Ext:      
	Type: 

     

	Telephone number 3: 
(       )                Ext:      
	Type: 

     
	Telephone number 4:  

(       )       
     Ext:      
	Type: 

     

	Comments: 
     

	Work History Information  

	Employer name 1:       

	Is this a pre-eligibility trial work experience?     Yes      No

	Occupation:       
	Hire date (month and year):       

	Termination date (month and year):       
	Number of months employed:       

	Reason for leaving:  
     

	Employer address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number:

(       )        
	Extension:

     

	Employer name 2:      

	Is this a pre-eligibility trial work experience?     Yes      No

	Occupation:       
	Hire date (month and year):       

	Termination date (month and year):       
	Number of months employed:       

	Reason for leaving: 
     

	Employer address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number:

(       )      
	Extension:

     

	Employer name 3:      

	Is this a pre-eligibility trial work experience?     Yes      No

	Occupation:       
	Hire date (month and year):       

	Termination date (month and year):       
	Number of months employed:       

	Reason for leaving:  

     

	Employer address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number:

(       )        
	Extension:

     

	Current Employment Information (complete only if employed at time of application)  

	Job title: 

     

	Weekly hours worked:  

     
	Gross weekly earnings:  

     

	Hire date (month, day, and year):  

     

	Employer name:  

     

	Employer address: 

     
	ZIP:

     
	State:

  

	City:

     
	County:

     

	Telephone number:

(       )        

	Employer additional information or comments:  

     

	Information source: 

     
	Employer contact okay?


    

   Yes      No

	Employed with no earnings (does not apply to homemaker or unpaid family worker):  
	   Yes      No
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