Notification of Transfer to Extended Services

This form is to be completed when the consumer, Vocational Rehabilitation Counselor, and provider staff agree that the named individual has benefited from VR funded Supported Employment services and is stabilized (consumer has achieved his/her highest level of independence) on the job.
	Consumer Name
	[bookmark: Text9][bookmark: _GoBack]     
	   Consumer ID
	[bookmark: Text10]     

	Social Security Number (last 4 digits)
	[bookmark: Text11]     
		
	

	

	Source of Extended Services  (i.e. BDDS waiver, MRO, Natural Supports, other):

	[bookmark: Dropdown1]   
	[bookmark: Text8] If Other, please specify:      

	

	If applicable, Agency providing extended services:

	[bookmark: ServicesAgency]
	     

	
	
	
	

	Employment Consultant Name
	[bookmark: Empconsultant]     

	
Employer
	
     

	Average hours of extended services intervention per week
	[bookmark: AvgFAHours]     

	Average work (paid) hours per week
	     
	

	Average wage per hour
	[bookmark: AvgWagePerHour]     
	

	
	
	
	

	Provide a detailed description of the types of supports needed through Extended Services:

	
	[bookmark: Text7]     

	Stabilization Date (into VR status ‘22’)
	     
	

	
	
	

	Date Extended Services will start
	     
	

	*Extended services cannot be billed until case is eligible for VR case closure. Enclose Employment Support and Retention Plan.




Distribution:
When provider is a CRP:  VRC emails to local BDDS District Manager and to CRP. 
When provider is a CMHC: VRC emails to local CMHC.
