Exhibit I1
HAWAII DEPARTMENT OF HUMAN SERVICES - Division of Vocational Rehabilitation
Benefits Planning and Counseling Services
INTAKE FORM

[bookmark: Text1][bookmark: bookmark=id.gjdgxs]Intake Meeting Date:            
[bookmark: Text2]Intake Start Time:           
[bookmark: Text3]Intake End Time:            

[bookmark: _heading=h.30j0zll][bookmark: Text4]Vendor Company Name:            
[bookmark: Text5][bookmark: bookmark=id.1fob9te]Benefits Counselor Name:             

[bookmark: Text6][bookmark: bookmark=id.3znysh7]VR Participant Name:            
[bookmark: Text7][bookmark: bookmark=id.2et92p0]VR Counselor Name:            
[bookmark: Text8][bookmark: bookmark=id.tyjcwt]DVR Purchase Order #:             

Confirmed Information/Demographics
VR Participant Mailing Address:      
City:      
State:      
Zip Cide:      
Phone Number:      
Email Address:      
Date of Birth (MM/DD/YYYY):      
Age:      
Gender: |_| Male |_| Female
Martial Status: |_| Single  |_| Married  |_| Divorced  |_| Separated  |_| Widow(er)

Representative Payee: |_| Yes  |_| No If yes, Payee Name:      
Payee Mailing Address:      
City:      
State:      
Zip Code:      
Payee Phone Number:      
Payee Email Address:      

Highest Level of Education Attained:
|_| Less than High School
|_| High School Diploma or GED
|_| HIDOE Certificate of Completion 
|_| Some college
|_| College Degree
|_| Current student - Describe:      
|_| Other - Describe:      

Does the VR Participant have goals to further their education? |_| Yes  |_| No

Primary Disability and/or Disability on Record:      
Onset Date:      
Statutory Blindness? |_| Yes  |_| No
Language/Accommodation Needs: 

DVR Information - DVR Branch: 
|_| Hawaii Branch select DVR Office: |_| Hilo Office    |_| Kona Office
|_| Kauai Branch 
|_| Maui Branch select DVR Office: |_| Maui Office    |_| Molokai Office  
|_| Ho’opono Services for the Blind Branch 
|_| Oahu Branch select DVR Branch Section: |_| Deaf Services Section 
            |_| Section 1 (formerly Kapolei)  
					            |_| Section 2 (formerly Transition) 
   					            |_| Section 3 (formerly Honolulu)
Participant ID:      
Does the VR Counselor have permission from the VR Participant to attend Benefits Planning and Counseling Services meetings? |_| Yes  |_| No
Has the VR Participant provided permission to release benefits information to the DVR Branch? |_| Yes  |_| No

Current Employment Status
Is the VR Participant currently working? |_| Yes  |_| No
If yes and is working through an employer, please provide the following information:
	State date:      
	Job Title:      
	Employer:      
	Hours per week:      
	Pay rate:      
	Frequency of pay (i.e., bi-weekly, monthly, etc.):      
Is VR Participant Self-Employed? |_| Yes  |_| No
If yes, please provide the following information:
	Start date:      
	Business structure:      
	Hours per month:      
Net income:      
	
Describe the VR Participant’s current employment goal(s):      
How many hours per week would the VR Participant like to work?      
What hourly wage would the VR Participant like?      
	Estimated monthly income:      
Does the VR Participant have an alternate employment goal?  |_| Yes  |_| No
If yes, please provide the following information:
	How many hours per week would the VR Participant like to work?      
	What hourly wage would the VR Participant like?      
	Estimated monthly income:      

Work History since Entitlement
Has work been reported to Social Security? |_| Yes  |_| No
	If so, when was it reported and how was it reported?      

Employer Name:      
Job Title:      
Start Date:      
End Date:      
Hourly Pay Rate:      
Hours per Week:      

Employer Name:      
Job Title:      
Start Date:      
End Date:      
Hourly Pay Rate:      
Hours per Week:      

Employer Name:      
Job Title:      
Start Date:      
End Date:      
Hourly Pay Rate:      
Hours per Week:      

Employer Name:      
Job Title:      
Start Date:      
End Date:      
Hourly Pay Rate:      
Hours per Week:      

Employer Name:      
Job Title:      
Start Date:      
End Date:      
Hourly Pay Rate:      
Hours per Week:      

Benefits Received
Identify and describe the Social Security benefits the VR Participant receives, including the amounts received:      

Select which Social Security Benefits and Related Health Insurance Benefits the VR Participant receives: 
|_| SSI  |_| SSDI  |_| CDB  |_|DWB  |_| Child’s Benefits  |_| Other:      
|_| Medicare Part A  |_| Medicare Part B  |_| Medicare Savings Programs (QMB/SLMB/QI)
|_| Medicare Part D  |_| Medicare Part D (Low Income Subsidy – Indicate percentage level):      
|_| Medicaid (Check for involvement in Medicaid waiver program and identify all categories):      
|_| Auxiliaries (Include all with payment amounts):      

Select if the VR Participant receives other Federal, State, or Local benefits and include their amounts:
|_| Food Stamps (SNAP) - Amount:         |_| TANF - Amount:      
|_| HUD Housing Subsidy (identify type):       - Amount:      
|_| Unemployment Insurance - Amount:         |_| Worker’s Compensation - Amount:        
|_| Veteran’s Compensation (Indicate percentage level):       - Amount:      
|_| Veteran’s Pension - Amount:           |_| Private Disability Insurance - Amount:           
|_| Alimony/Maintenance - Amount:         |_| Child Support - Amount:         
|_| Energy Assistance - Amount:           |_| SSI State Supplement  
|_| Other:       - Amount:         
 
Excluded Savings:
|_| IDA  |_| ABLE  |_| Trust

Does the VR Participant have private health coverage? |_| Yes  |_| No
If yes, how much is the premium for this insurance?      

Complete for SSI/Medicaid recipients only – Other Income Received
Identify and describe all income or in-kind support the VR Participant received, including the source of income and amount:      

Other Agency Involvement 
|_| EN or Community Rehabilitation				|_| American Job Center
	    Contact:      						     Contact:      
      Phone #:      				 		     Phone #:      
|_| Protection & Advocacy 					|_| Development Disability Division
	    Contact:      					 	     Contact:      
	    Phone #:                                                                  	     		     Phone #:      
|_| Other Agency:      
	    Contact:      
	    Phone #:      
|_| Other Agency:      
	    Contact:      
	    Phone #:      

Potential Use of Work Incentives: Discuss the potential use of work incentives with the VR Participant based on their current or future employment goal(s):      

Provisions Applicable to Title II Disability Benefits:
|_| Trial Work Period/Extended Period of Eligibility
|_| Impairment Related Work Expenses (if selected, please complete the below)
1. Is the VR Participant paying for any medication expenses that are not covered by Medicaid, Medicare, or other insurance? |_| Yes  |_| No
2. Is the VR Participant paying for any treatment, therapies, case management, etc. that is not covered by Medicaid, Medicare, or other insurance? |_| Yes  |_| No
3. Is the VR Participant payment for attendant care, medical devices, residential modifications, or prosthetic devices? |_| Yes  |_| No
4. Does the VR Participant’s disability prevent the VR Participant from driving or taking public transportation?
  |_| Yes  |_| No
5. Does the VR Participant drive a modified vehicle? |_| Yes  |_| No
|_| Subsidy and/or Special Conditions (if selected, please complete the below):
1. Does the VR Participant need extra time to complete work, or work duties? |_| Yes  |_| No
2. Does the VR Participant need modifications and/or special equipment to complete work tasks due to their disability? |_| Yes  |_| No
3. Will the VR Participant have special job carving, fewer, or modified job duties due to their disability? |_| Yes  |_| No
4. Is Job Coaching necessary for the VR Participant to learn and/or perform job duties? |_| Yes  |_| No
5. Has the VR Participant missed work, or needed special arrangements with work hours, due to the use of special transportation? |_| Yes  |_| No
6. Could the VR Participant be absent more often than other employees because of their disability? |_| Yes  
|_| No
7. Is a government agency paying part of the VR Participant’s wage? |_| Yes  |_| No
|_| Subsidy for Self-Employment (e.g., unpaid help, unincurred business expenses, etc.)
|_| Unsuccessful Work Attempt (UWA)
|_| Extended Period of Medicare Coverage
|_| Medicaid Buy-In
|_| Expedited Reinstatement (EXR)
|_| Section 301
|_| Other:      

Provisions Applicable to SSI:
|_| General income exclusion and earned income exclusion
|_| Student Earned Income Exclusion (SEIE)
|_| Impairment Related Work Expenses
|_| Blind Work Expenses (BWE) (if selected, please complete the below):
1. Is the disability on record with Social Security statutory blindness? |_| Yes  |_| No
2. If yes, describe examples of BWE Expenses (e.g., Guide dog expenses, Licensure fees, professional expenses, union dues, attendant care, vehicle modification, prosthesis, transportation to and/or from work, Federal and/or State and/or Local taxes, training to use a work-related item, physical therapy, work-related equipment and/or supplies, non-medical equipment and/or supplies, drug and/or medical services necessary to work, expendable medical supplies, meals consumed during work hours, mandatory pension contributions, etc.):      
|_| 1619(b) Extended Medicaid
|_| Achieving a Better Life Experience (ABLE) Account (if selected, please complete the below):
1. Was the VR Participant determined to be disabled before the age of twenty-six (26)? |_| Yes  |_| No
2. Does the VR Participant have earnings or unearned income that can be set aside in an ABLE Account? 
|_| Yes  |_| No
|_| Plan for Achieving Self-Support (PASS) (if selected, please complete the below):
1. Does the VR Participant have an approved PASS? |_| Yes  |_| No
2. Does the VR Participant have earnings, unearned income (not SSI), and/or resources that can be set aside in a PASS? |_| Yes  |_| No
If yes, what are the earnings, unearned income, and/or resources and their corresponding amounts?      
3. Does the VR Participant have an employment goal that will need to use earnings or unearned income and/or resources to meet that goal? |_| Yes  |_| No
If yes, what is the employment goal?      
4. Are there goods or services that would help the VR Participant reach the employment goal that they would purchase if the money was available? |_| Yes  |_| No
5. Will the VR Participant have a specific savings and/or spending plan for work-related items and/or services for employment? |_| Yes  |_| No
6. Will the VR Participant have a clearly identifiable accounting of the funds to set aside in a PASS? 
|_| Yes  |_| No
|_| Medicaid Buy-In
|_| Expedited Reinstatement (EXR)
|_| Section 301
|_| Other:      

Employment and Non-Employment Related Benefits Issues – Follow Up and/or Action Items:     

VR Participant Signature: ____________________________________________________________ Date:      


Benefits Counselor Signature: _________________________________________________________Date:      
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