
Housekeeping __Other

INDEPENDENT LIVING REHABILITATION SERVICES 
CONSUMER REQUEST FOR SERVICES  

DATE___/___/_____  

_____________________________________  _____/_____________ ________________ 

____/____/_____  _____-_______-________  __________________________________________ 

____________________________________________________________________________________ 

Last Name        First                Middle  Area Code/Phone Number 
(Home)   (Cell) 

Address      City      State    Zip Code      County 

Date of Birth   Social Security #            Who Referred You to Us?  (Name and Telephone Number) 

__________________________________ 

____ ___ ____ 

_____ 

E-mail address (please print):

Are you:  (Check one)     Buying your home           Renting            Living with Others 

What best describes your living situation: (Check one) Independent   ____ 
 

Dependent on others 
_____       ______ Assisted Living Facility Other  

 

  
 

__           __ __
__ __

__         __

  

Do you have a legal guardian?  (Check one)     YES     NO   If yes, please provide contact information 
(Name, Address, telephone number)  

__________________________________________________________________________________ 
(Race, Ethnic & Gender information is voluntary but helps us identify under-served or unserved populations. Your assistance is 
appreciated.)   
Race: (check one or more)  
____White  ____ Black/African American  ____American Indian/Alaskan Native   ____Asian    
____Native Hawaiian/Other Pacific Islander        Ethnicity: (check one)   ___Hispanic or Latino  ___Not Hispanic           

Gender:  ___Female  ___Male 

Please describe the nature of your disability or disabilities and how they limit your independence:  
______________________________________________________________________________________ 
 ______________________________________________________________________________________ 

How old were you when this disability began? _______________________________________________ 

Check the areas in which you have difficulties being independent: 
Self Care (Personal/Hygiene) Using Public Transportation     Communication 

__Daily Living (Dressing)               Shopping          Ability to Work  
Driving or Mobility (Walking) _________________ 

   
___________________________________________________________________________________   

__________________________________________________________________________ 
__

Please list any special equipment or adaptive devices you use: (crutches, hearing aids, wheelchair, 
etc.)

_________
Do you see a doctor regularly? No __

__ __
Yes 

Do you have health insurance? No Yes If yes, list company:    ________________________________  



The following information helps to better understand your personal situation, identify essential people in your 
life, as well as other resources possibly available.  We do take family income into account when purchasing 
services.  Your help is appreciated.  

Are you currently receiving help from another program such as Voc. Rehab, Dept of Human 
Services, or other?  If so, indicate which program and nature of help:  

  

_______________________________________________________________________________________  
  
_______________________________________________________________________________________  
  

___Marital Status: Married     ___Divorced         ___Never Married        ___Separated          ___
  

Widowed  

Total Number in Family: ________ How Many Dependent Children?  ________Ages________________  
  
Spouse’s Name & Employment Status: ______________________________________________________  
  

_______________________________________________________________________  
 

If a dependent, please identify parents/guardian: 

List Two People Who Would Always Have Your Address or Phone Number:                
  Name                             Address                                   Phone Number  
1.______________________________________________________________________________________  
  

______________________________________________________________________________________  
  

  __ __
__ __
__

2.

Do you have a valid driver’s license? Yes No  
Do you have a car you can drive?        Yes No  
Are you a veteran?                                Yes __
  

  
______ ______ _____ 
______ ______ _____ 
______ ______ _____ 

No  

Financial Resources:  
If you are requesting financial assistance you must complete the following information. 
Please insert the monthly amount you receive after the type of income (if not monthly, 
please indicate if weekly, monthly, or annually, etc):  

Your wages    Worker’s Comp      Social Security  
Spouse’s wages     VA Benefits       SSI  
Mother’s wages    AFDC/Public Assistance    Pension  

______Father’s wages  ______Social Security Disability  
  
Finally, what can we do to assist you?  
  
_______________________________________________________________________________________  
  
_______________________________________________________________________________________  
  
_______________________________________________________________________________________  
  
 Consumer Signature or Guardian ____________________________________________________  
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