Request for MRS Services
It is assumed the customer has barriers to applying, interviewing, accepting or maintaining employment.
Referring CMH Staff________________________     Date____________     Phone Number________________

Customer_________________________________     DOB____________   Phone Number________________  
Address__________________________________________________     E-Mail_________________________
Guardian name and telephone number___________________________________________________________
Currently working? __________     Where? _____________________     Hours/Week? ______________

Job in jeopardy? __________ if yes, explain: _____________________________________________________

Interested in Full time or Part time Employment? ___________________

Desired Income:     Week__________________     Month__________________     Year__________________

Does referral source want to be contacted to attend intake meeting?     Yes_____     No_____
Does customer have approval for extended services for employment such as job coaching or direct employer follow up that would be funded by CMHCM? This is separate from CLS support the customer may have. 
 Yes_______ No________
Interests:

_____ Job Placement

_____Vocational Training/College

_____Michigan Career and Technical Institute

_____Micro-Enterprise

_____Unsure

_____Other

Comments:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Include copies of the following with referral packet:

_____ Mental Health Report
_____ Psychiatric Evaluation if available
_____ Psychosocial Assessment
_____ Treatment notes related to functional limitations or information that may impact employment (for example unable to work with people of certain race, gender, etc. or certain situations trigger panic attacks, etc.)

_____ Copy of MI driver’s license or state ID

_____ Copy of Social Security Card

_____ Copy of guardianship papers if applicable
HEALTH QUESTIONS
A. What is your disability(s)? _________________________________________________________________

B. What medications are you taking currently? ____________________________________________________

__________________________________________________________________________________________

C. Do you have any other medical concerns? _____________________________________________________

__________________________________________________________________________________________

D. Check any of the following that you cannot do because of your disability:


__ Walking
__ Pushing
__ Learning
__ Hearing
__ Work full-time

__ Sitting
__ Squatting
__ Reading
__ Vision
__ Handle stress

__ Standing
__ Crawling
__ Writing
__ Making Change
__ Work where it’s dusty

__ Kneeling
__ Climbing
__ Spelling
__ Concentration
__ Work where it’s humid

__ Pulling
__ Bending
__ Speaking
__ Operating Machinery
__ Work where it’s cold

__ Lifting
__ Grasping
__ Memory
__ Keeping my balance
__ Work around people

__ Other: _____________________________________________________________________________
E. Are you medically cleared to work? ……………………………………………………           Yes__
No__


If yes, do you have any restrictions or limitations? ………………………………………
Yes__
No__


If yes, what are they: ________________________________________________________

F. Have you ever had a substance abuse/addiction problem? ……………………………………
Yes__
No__


If yes, please explain: _____________________________________________________________


Have you successfully completed a treatment program? ………………………………
Yes__
No__

            If yes, Where? ___________________________________________________________________


Are you currently involved in an outpatient program or AA/NA? …………………………
Yes__
No__


How long have you been substance free? _______ Could you pass a drug screen today? ...
Yes__
No__

G. Do you have an active Workers Compensation or Auto No Fault case? ……………………
Yes__
No__

WORK HISTORY

A.  What are your work interests?  _____________________________________________________________

B.
When did you last work? Date: ________________________________________________________

C.
Why did you leave your last job? _______________________________________________________

D.
What type of work do you usually do? ___________________________________________________

E.
Why aren’t you working now? _________________________________________________________

F.
Why do you think you cannot find a job? ________________________________________________

G. What are the 3 main problems you have in getting and keeping a job? 


1. ____________________________________________________________________________


2. ____________________________________________________________________________


3. ____________________________________________________________________________

          Additional Barriers not listed above: _________________________________________________

H.
Are you worried that you may lose your Social Security or DHS benefits if you go to     work?………………………………
Yes__
No__

I.
Check any of the following that might cause you problem in getting or keeping a job:

__Child Care
__Pending legal matter
__Work skills are outdated



__Moving
__On probation or parole
__Lack of interview skills

__Family problems
__Need an interpreter
__Trouble with applications

__Uniform/clothing
__No job skills
__Trouble completing a task

__Depression/anxiety
__No resume
__Drug and alcohol problems

__Transportation
__Poor work record
__Don’t know how to look for jobs

__No driver’s license
__Little or no experience
__Disability is getting worse

__Other_______________


__Medical concerns cause me to miss work

__Concern that I will not get along with my supervisor


__Uncomfortable asking for “reasonable accommodations” during an interview


__Uncomfortable answering questions about my disability during an interview
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