
1. NAME 3. SSN

4. MAIDEN NAME 5. E-MAIL ADDRESS

6. ADDRESS CITY ZIP CODE

7. COUNTY CODE

8. PHONE # (H) (W) 9. GENDER FEMALE

10. DIRECTIONS TO HOME  
 
11. RACE White Black/ African American Native American/ Alaska 

Native
Asian

Native Hawaiian/ Pacific Islander

12. ETHNICITY:    HISPANIC/ LATINO LANGUAGE PREFERENCE

13. DATE OF BIRTH AGE 14. VETERAN

15. MARITAL STATUS 1- Married 2- Widowed 3- Divorced 4- Separated 5- Single

16. NUMBER IN FAMILY 17. CONTACT PERSON(S)

18. LIVING ARRANGEMENT/ CODE REGISTERED TO VOTE

19. REFERRAL DATE 20. REFERRAL  SOURCE CODE

21. MAJOR DISABILITY CODE

CODE22. SECONDARY DISABILITY

23. VISION Right Left 24. FIELDS LeftRight

25. SIGNIFICANTLY DISABLED 26. MOST SIGNIFICANTLY DISABLED

27. INCOME INFORMATION
A. WAGES 
      Applicant Earnings Week Before Application Gross Net Hrs. Worked

Person

Person

Amount

Amount

B. SOCIAL SECURITY (SSDI,  SSI, OASI)

Applicant Type Amount

Person Type Amount

C. PUBLIC ASSISTANCE (DSS Assistance from state/ local gov't, TANF)

TypePerson

TypeApplicant

Amount

AmountMonths

Months

D. OTHER Amount
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MALE

28. PRIMARY SUPPORT CODE

29. TOTAL MONTHLY INCOME AVAILABLE ASSETS

30. ECONOMIC NEED Yes No (If No, Complete DSB-4040)

2. INDIVIDUAL NO.

REHABILITATION APPLICATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  

DIVISION OF SERVICES FOR THE BLIND 
VOCATIONAL REHABILITATION

NoYes

FINANCIAL ELIGIBILITY DETERMINATION (Complete one of the following):

Yes, Meets Economic Needs Test Yes, SSI/SSDI Recipient Yes, Eligible for Extenuating Circumstances

Yes, Applied Excess Income No, Doesn't Meet Economic Needs Test No, Didn't Report Income

No, Doesn't Meet Economic Needs Test, No Cost Services

NoYes NoYes

NoYes

NoYes



31. MEDICAL INSURANCE COVERAGE AT APPLICATION YesNone

32. MEDICAL INSURANCE THROUGH WORK Available Not Working

33. MEDICAL INSURANCE COMPANY NAME POLICY

Type of Policy:

Not Available

BothHospital OnlyDoctor Only

34. MEDICARE AppliedNone Receiving If Receiving, Medicare Number

Indicate Type: Physician & Outpatient HospitalInpatient Hospital Both Inpatient & Outpatient

35. MEDICAID If Receiving, Medicaid NumberReceivingAppliedNone

/

/

/

/

36. EDUCATION 0- No Formal Schooling       1- Grades 1-8 2- Grades 9-12, No Diploma

4- High School Graduate/ Equivalency Certificate 5- Post-Secondary Education, No Degree

3- Special Education Certificate of Completion/ Attendance

6- A.S. Degree or Vocational Certificate 7- Bachelor's Degree 8- Master's Degree

37. SERVICES UNDER INDIVIDUALIZED EDUCATION PLAN

39. WORK STATUS 01- Employment w/o Supports in Integrated Setting 02- Extended Employment

03- Self-Employed 04- BE Stand Operator 05- Homemaker 06- Unpaid Family Worker

07- Employment w/ Supports in Integrated Setting 08- Not Employed: Student in Secondary Education

09- Not Employed: All Other Students 10- Not Employed: Trainee, Intern or Volunteer

11- Not Employed: Other

40. PREVIOUS EMPLOYMENT STATUS Currently/ Previously Employed Last Year Employed

No Previous Employment

41. WORK HISTORY

42. CONVICTIONS

I understand that the purpose of receiving Vocational Rehabilitation services is to enable me to retain 
or secure employment.  I understand that this document is my application for services from N.C. 
Division of Services for the Blind and that this application demonstrates my desire to achieve an 
employment outcome.  I certify that the information in this application is correct.

Rehabilitation Counselor ApplicantDate Date

38. UNITED STATES CITIZEN NoYes

REHABILITATION APPLICATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  

DIVISION OF SERVICES FOR THE BLIND 
VOCATIONAL REHABILITATION

NoYes

43. COMMENTS
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N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLIND VOCATIONAL REHABILITATION

REHABILITATION APPLICATION



1. NAME        

2. INDIVIDUAL NO.        

3. SSN      

4. MAIDEN NAME        

5. E-MAIL ADDRESS      

6. ADDRESS        CITY        ZIP CODE      

7. COUNTY        CODE      

8. PHONE # (H)        (W)        


9. GENDER  FORMCHECKBOX 
 MALE  FORMCHECKBOX 
 FEMALE


10. DIRECTIONS TO HOME      

11. RACE   FORMCHECKBOX 
 White   FORMCHECKBOX 
 Black/ African American  


 FORMCHECKBOX 
 Native American/ Alaska Native 


 FORMCHECKBOX 
 Asian Native Hawaiian/ Pacific Islander


12. ETHNICITY: HISPANIC/ LATINO   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


LANGUAGE PREFERENCE      

13. DATE OF BIRTH        AGE     


14. VETERAN   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


15. MARITAL STATUS  


 FORMCHECKBOX 
 1- Married   FORMCHECKBOX 
 2- Widowed   FORMCHECKBOX 
 3- Divorced   FORMCHECKBOX 
 4- Separated

 FORMCHECKBOX 
 5- Single


16. NUMBER IN FAMILY      


17. CONTACT PERSON(S)      

18. LIVING ARRANGEMENT/ CODE       

REGISTERED TO VOTE  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

		19. REFERRAL DATE 





20. REFERRAL SOURCE        CODE      

21. MAJOR DISABILITY         CODE      

22. SECONDARY DISABILITY        CODE      

23. VISION Right        Left      

24. FIELDS Right        Left      

25. SIGNIFICANTLY DISABLED   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No


		26. MOST SIGNIFICANTLY DISABLED  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No





27. INCOME INFORMATION


A. WAGES       

Applicant Earnings Week Before Application


Gross       Net        Hrs. Worked    

Person        Amount      

Person        Amount      

B. SOCIAL SECURITY (SSDI, SSI, OASI)


Applicant        Type        Amount       

Person        Type        Amount      

C. PUBLIC ASSISTANCE (DSS Assistance from state/ local gov't, TANF)


Applicant        Type        Months        Amount      

Person        Type         Months        Amount      

D. OTHER        Amount      

28. PRIMARY SUPPORT        CODE      

29. TOTAL MONTHLY INCOME        


AVAILABLE ASSETS      

30. ECONOMIC NEED   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (If No, Complete DSB-4040)


FINANCIAL ELIGIBILITY DETERMINATION (Complete one of the following):


 FORMCHECKBOX 
 Yes, Meets Economic Needs Test


 FORMCHECKBOX 
 Yes, SSI/SSDI Recipient


 FORMCHECKBOX 
 Yes, Eligible for Extenuating Circumstances


 FORMCHECKBOX 
 Yes, Applied Excess Income


 FORMCHECKBOX 
 No, Doesn't Meet Economic Needs Test


 FORMCHECKBOX 
 No, Didn't Report Income


 FORMCHECKBOX 
 No, Doesn't Meet Economic Needs Test, No Cost Services


31. MEDICAL INSURANCE COVERAGE AT APPLICATION


 FORMCHECKBOX 
 None   FORMCHECKBOX 
 Yes


32. MEDICAL INSURANCE THROUGH WORK


 FORMCHECKBOX 
 Not Available   FORMCHECKBOX 
 Available   FORMCHECKBOX 
 Not Working


33. MEDICAL INSURANCE COMPANY NAME        


POLICY      

Type of Policy:  FORMCHECKBOX 
 Doctor Only   FORMCHECKBOX 
 Hospital Only   FORMCHECKBOX 
 Both


34. MEDICARE


 FORMCHECKBOX 
 None   FORMCHECKBOX 
 Applied   FORMCHECKBOX 
 Receiving  


 FORMCHECKBOX 
 If Receiving, Medicare Number      

Indicate Type:   FORMCHECKBOX 
 Inpatient Hospital  


 FORMCHECKBOX 
 Physician & Outpatient Hospital   FORMCHECKBOX 
 Both Inpatient & Outpatient


35. MEDICAID   FORMCHECKBOX 
 None   FORMCHECKBOX 
 Applied   FORMCHECKBOX 
 Receiving

If Receiving, Medicaid Number      

		36. EDUCATION





 FORMCHECKBOX 
 0- No Formal Schooling   FORMCHECKBOX 
 1- Grades 1-8


 FORMCHECKBOX 
 2- Grades 9-12, No Diploma


 FORMCHECKBOX 
 3- Special Education Certificate of Completion/ Attendance


 FORMCHECKBOX 
 4- High School Graduate/ Equivalency Certificate


 FORMCHECKBOX 
 5- Post-Secondary Education, No Degree


 FORMCHECKBOX 
 6- A.S. Degree or Vocational Certificate


 FORMCHECKBOX 
 7- Bachelor's Degree   FORMCHECKBOX 
 8- Master's Degree


37. SERVICES UNDER INDIVIDUALIZED EDUCATION PLAN


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


38. UNITED STATES CITIZEN   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


39. WORK STATUS


 FORMCHECKBOX 
 01- Employment w/o Supports in Integrated Setting


 FORMCHECKBOX 
 02- Extended Employment   FORMCHECKBOX 
 03- Self-Employed


 FORMCHECKBOX 
 04- BE Stand Operator   FORMCHECKBOX 
 05- Homemaker


 FORMCHECKBOX 
 06- Unpaid Family Worker   FORMCHECKBOX 
 06- Unpaid Family Worker


 FORMCHECKBOX 
 07- Employment w/ Supports in Integrated Setting


 FORMCHECKBOX 
 08- Not Employed: Student in Secondary Education


 FORMCHECKBOX 
 09- Not Employed: All Other Students


 FORMCHECKBOX 
 10- Not Employed: Trainee, Intern or Volunteer


 FORMCHECKBOX 
 11- Not Employed: Other


40. PREVIOUS EMPLOYMENT STATUS


 FORMCHECKBOX 
 Currently/ Previously Employed   FORMCHECKBOX 
 Last Year Employed


 FORMCHECKBOX 
 No Previous Employment


41. WORK HISTORY      

42. CONVICTIONS      

43. COMMENTS      

I understand that the purpose of receiving Vocational Rehabilitation services is to enable me to retain or secure employment.  I understand that this document is my application for services from N.C. Division of Services for the Blind and that this application demonstrates my desire to achieve an employment outcome.  I certify that the information in this application is correct.

		Rehabilitation Counselor

		Date      





		



		Applicant

		Date      
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[image: image1.jpg]1. NAME
1. Name
3. SSN
3. Social Security Number
4. MAIDEN NAME
4. Maiden Name
5. E-MAIL ADDRESS
5. E-mail Address
6. ADDRESS
6. Address
CITY
City
ZIP CODE
Zip Code
7. COUNTY
7. County
CODE
Code
8. PHONE # (H)
8. Phone Number- Home
(W)
Work Phone Number
9. GENDER
9. Gender
FEMALE
Female
10. DIRECTIONS TO HOME
10. Directions to Home
11. RACE
11. Race
White
White
Black/ African American
Black, African American
Native American/ Alaska Native
Native American, Alaska Native
Asian
Asian
Native Hawaiian/ Pacific Islander
Native Hawaiian, Pacific Islander
12. ETHNICITY:    HISPANIC/ LATINO
12. Hispanic, Latino
LANGUAGE PREFERENCE
Language Perference
13. DATE OF BIRTH
13. Date of Birth
AGE
Age
14. VETERAN
14. Veteran- (Yes, No)
15. MARITAL STATUS
15. Marital Status
1- Married
Married
2- Widowed
Widowed
3- Divorced
Divorced
4- Separated
Separated
5- Single
Single
16. NUMBER IN FAMILY
16. NUMBER IN FAMILY
17. CONTACT PERSON(S)
17. CONTACT PERSON(S)
18. LIVING ARRANGEMENT/ CODE
18. Living Arrangement, Code
REGISTERED TO VOTE
Registered to Vote (Yes, No)
19. REFERRAL DATE
19. Referral Date
20. REFERRAL  SOURCE
20. Referral Source
CODE
Code
21. MAJOR DISABILITY
21. Major Disability
CODE
Code
CODE
Code
22. SECONDARY DISABILITY
22. Secondary Disability
23. VISION       
23. Vision
Right
Right
Left
Left
24. FIELDS
24. Fields
Left
Left
Right
Right
25. SIGNIFICANTLY DISABLED
25. Significantly Disabled (Yes, No)
26. MOST SIGNIFICANTLY DISABLED
26. Most Significantly Disabled (Yes, No)
27. INCOME INFORMATION
27. Income Information
A. WAGES
      Applicant Earnings Week Before Application
A. Wages- Applicant: Earnings Week Before Application
Gross
Gross
Net
Net
Hrs. Worked
Hours Worked
Person
Person
Person
Person
Amount
Amount
Amount
Amount
B. SOCIAL SECURITY (SSDI,  SSI, OASI)
B. Social Security  (SSDI,  SSI, OASI)
Applicant
Applicant
Type
Type
Amount
Amount
Person
Person
Type
Type
Amount
Amount
C. PUBLIC ASSISTANCE (DSS Assistance from state/ local gov't, TANF)
C. PUBLIC ASSISTANCE (DSS Assistance from state/ local gov't, TANF)
Type
Type
Person
Person
Type
Type
Applicant
Applicant
Amount
Amount
Amount
Amount
Months
Months
Months
Months
D. OTHER
D. Other
Amount
Amount
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MALE
Male
28. PRIMARY SUPPORT
28. Primary Support
CODE
Code
29. TOTAL MONTHLY INCOME
29. Total Monthly Income
AVAILABLE ASSETS
Available Assets
30. ECONOMIC NEED
30. Economic Need
Yes
Yes
No
No
(If No, Complete DSB-4040)
(Complete DSB-4040)
2. INDIVIDUAL NO.
2. Client Number
REHABILITATION APPLICATION
REHABILITATION APPLICATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLIND
VOCATIONAL REHABILITATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLINDVOCATIONAL REHABILITATION
Division of Services for the Blind logo
No
No
Yes
Yes
FINANCIAL ELIGIBILITY DETERMINATION (Complete one of the following):
FINANCIAL ELIGIBILITY DETERMINATION (Complete one of the following):
Yes, Meets Economic Needs Test
Yes, Meets Economic Needs Test
Yes, SSI/SSDI Recipient
Yes, SSI/SSDI Recipient
Yes, Eligible for Extenuating Circumstances
Yes, Eligible for Extenuating Circumstances
Yes, Applied Excess Income
Yes, Applied Excess Income
No, Doesn't Meet Economic Needs Test
No, Doesn't Meet Economic Needs Test
No, Didn't Report Income
No, Didn't Report Income
No, Doesn't Meet Economic Needs Test, No Cost Services
No, Doesn't Meet Economic Needs Test, No Cost Services
No
No
Yes
Yes
No
No
Yes
Yes
No
No
Yes
Yes
No
No
Yes
Yes
PURPOSE - The Rehabilitation Application is used to record a complete history on an individual making
application for Vocational Rehabilitation (VR) Services with North Carolina Division of Services for the
Blind (DSB). Once an application is completed, signed and dated, the VR Counselor has 60 calendar
days to approve or deny services. If extenuating circumstances exist, complete with the individual  DSB 4041-Extension of Time to Determine Eligibility.  PREPARED BY - Vocational Rehabilitation Counselor.  DISTRIBUTION- Original PINK copy:     Individual File
31. MEDICAL INSURANCE COVERAGE AT APPLICATION
31. Medical Insurance Coverage at Application
Yes
Yes
None
None
32. MEDICAL INSURANCE THROUGH WORK
32. Medical Insurance Through Work
Available
Available
Not Working
Not Working
33. MEDICAL INSURANCE COMPANY NAME
33. Medical Insurance Company Name
POLICY
Policy
Type of Policy:
Type of Policy
Not Available
Not Available
Both
Both
Hospital Only
Hospital Only
Doctor Only
Doctor Only
34. MEDICARE
34. Medicare
Applied
Applied
None
None
Receiving
Receiving
If Receiving, Medicare Number
If Receiving, Medicare Number
Indicate Type:
Indicate Type:
Physician & Outpatient Hospital
Physician & Outpatient Hospital
Inpatient Hospital
Inpatient Hospital
Both Inpatient & Outpatient
Both Inpatient & Outpatient
35. MEDICAID
35. Medicaid
If Receiving, Medicaid Number
If Receiving, Medicaid Number
Receiving
Receiving
Applied
Applied
None
None
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36. EDUCATION
36. Education
0- No Formal Schooling
No Formal Schooling
1- Grades 1-8
Grades 1-8
2- Grades 9-12, No Diploma
Grades 9-12, No Diploma
4- High School Graduate/ Equivalency Certificate
High School Graduate/ Equivalency Certificate
5- Post-Secondary Education, No Degree
Post-Secondary Education, No Degree
3- Special Education Certificate of Completion/ Attendance
Special Education Certificate of Completion/ Attendance
6- A.S. Degree or Vocational Certificate
Associate Degree or Vocational Certificate
7- Bachelor's Degree
Bachelor's Degree
8- Master's Degree
Master's Degree or Higher
37. SERVICES UNDER INDIVIDUALIZED EDUCATION PLAN
37. Services Under Individualized Education Plan (Yes, No)
39. WORK STATUS
39. Work Status
01- Employment w/o Supports in Integrated Setting
Employment with out Supports in Integrated Setting
02- Extended Employment
Extended Employment
03- Self-Employed
Self-Employed
04- BE Stand Operator
BE Stand Operator
05- Homemaker
Homemaker
06- Unpaid Family Worker
Unpaid Family Worker
07- Employment w/ Supports in Integrated Setting
Employment with Supports in Integrated Setting
08- Not Employed: Student in Secondary Education
Not Employed: Student in Secondary Education
09- Not Employed: All Other Students
No Formal Schooling
10- Not Employed: Trainee, Intern or Volunteer
Not Employed: Trainee, Intern or Volunteer
11- Not Employed: Other
Not Employed: Other
40. PREVIOUS EMPLOYMENT STATUS
40. Previous Employment Status
Currently/ Previously Employed
Currently/ Previously Employed
Last Year Employed
Last Year Employed
No Previous Employment
No Previous Employment
41. WORK HISTORY
41. Work  History
42. CONVICTIONS
42. Convictions
I understand that the purpose of receiving Vocational Rehabilitation services is to enable me to retain or secure employment.  I understand that this document is my application for services from N.C. Division of Services for the Blind and that this application demonstrates my desire to achieve an employment outcome.  I certify that the information in this application is correct.
I understand that the purpose of receiving Vocational Rehabilitation services is to enable me to retain or secure employment.  I understand that this document is my application for services from N.C. Division of Services for the Blind and that this application demonstrates my desire to achieve an employment outcome.  I certify that the information in this application is correct.
Rehabilitation Counselor
Rehabilitation Counselor
Applicant
Applicant
Date
Date
Date
Date
38. UNITED STATES CITIZEN
38. ARE YOU AUTHORIZED TO WORK IN THE UNITED STATES?
No
No
Yes
Yes
REHABILITATION APPLICATION
REHABILITATION APPLICATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLIND
VOCATIONAL REHABILITATION
N.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF SERVICES FOR THE BLINDVOCATIONAL REHABILITATION
Division of Services for the Blind logo
No
No
Yes
Yes
43. COMMENTS
42. Convictions
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