ARKANSAS REHABILITATION SERVICES
REQUEST FOR ADMINISTRATIVE REVIEW

Name
SSN (Last 4 digits only):

Counselor

Please list the decision(s) you want resolved:

| have been advised that | can seek assistance from the Client Assistance Program.

Disability Rights Center

1100 N. University, Suite 201
Little Rock, AR 72207
Telephone: (501) 296-1775
1-800-482-1174

Applicant/Client Date

Due Process XIV-11 Effective 10-12-2014



ARKANSAS REHABILITATION SERVICES
REQUEST FOR MEDIATION

Name

SSN (Last 4 digits only):

Counselor

Please list the decision(s) you want resolved:

| have been advised that | can seek assistance from the Client Assistance Program.

Disability Rights Center

1100 N. University, Suite 201
Little Rock, AR 72207
Telephone: (501) 296-1775
1-800-482-1174

Applicant/Client Date

Due Process XIV-12 Effective 10-12-2014
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System 7 form

STATE OF ARKANSAS

Mike Beebe
Governor http://www.arsinfo.org
Bill Walker An Equal Opportunity Employer
Director
Arkansas Career Education
Division of Rehabilitation Services
Jonathan Bibb, Interim Commissioner
APPLICATION FOR SERVICES
NAME:

| understand that | am responsible to help the Arkansas Rehabilitation Services (ARS) to determine my eligibility within
60 days of my application. | will be an applicant when | have:

e  Signed the bottom of this form,
e Completed a ARS Intake Questionnaire, and
e Helped ARS to begin to get information that is needed to decide if | am eligible for services.

| understand that all of the information that ARS gathers about me will be confidential. This information will not be
released to anyone without my informed written consent, except where allowed or required by law. It may be released if
my actions cause serious concern about my safety or the safety of others. When ARS receives the information about me
ARS will review it to determine if | am eligible for vocational rehabilitation services.

| understand that ARS can only pay for services if ARS writes an authorization before the services begin. | will not make
promises to others that ARS will pay for any goods or services.

ARS has given me information about the Client Assistance Program (CAP) that is available in Arkansas (see reverse).
My counselor has explained the Order of Selection policy to me.

| understand that ARS may get information about my Social Security or Department of Social Services benefits, as well
as Department of Labor employment records, for purposes of my vocational rehabilitation program.

If | disagree with any decision made by ARS (see Consumer Handbook for more information):

e | should first speak with my counselor to try to work out the problem.

e | also have the right to request an Administrative Review by the District Manager, mediation and/or Impartial
Hearing.

e | must make a request for these steps within 30 days after they have notified me of the decision | disagree with.
If I want to request an Administrative Review, | must send my request to the ARS District Manager in my area.

If I want to request mediation or an Impartial Hearing, | must send my request to the ARS Commissioner,
Arkansas Career Education, Division of Rehabilitation Services.

I am applying for ARS services because | want to work, or to keep my job if | am employed.

SIGNATURE DATE




SIGNATURE DATE

Name of Counselor Office Telephone

Pg 2 Application for Services

ARKANSAS REHABILITATION SERVICES

WHEN YOU HAVE QUESTIONS:

If you do not understand what is happening with your application for services, or what is expected of you,
or you have any other questions, first talk to your counselor. If this does not solve your concerns or
answer your questions, you are then encouraged to speak to your counselor's supervisor and/or District
Manager.

You can find information about ARS services, the ARS eligibility process, and about what to do if you
disagree with ARS in the ARS Consumer Handbook.

ANOTHER SOURCE OF ASSISTANCE IS:

CLIENT ASSISTANCE PROGRAM

WHAT IS THE CLIENT ASSISTANCE PROGRAM (CAP)?

CAP is a program to help you to understand your rights under the vocational rehabilitation program or
help you if you have problems receiving services from the Arkansas Rehabilitation Services. CAP can

provide advice, representation, or legal assistance, if appropriate.

All services are free of charge and provided on a non-discriminatory basis.



ARKANSAS REHABILITATION SERVICES
REQUEST FOR AN IMPARTIAL HEARING

Name

SSN (Last 4 digits only):

Counselor

Please list the decision(s) you want resolved:

| have been advised that | can seek assistance from the Client Assistance Program.

Disability Rights Center
1100 N. University, Suite 201
Little Rock, AR 72207
Telephone: 1-800-482-1174

Applicant/Client Date

SEND THIS FORM BY MAIL, FAX OR EMAIL TO:

ARS Commissioner

525 West Capitol

Little Rock, AR 72201

Fax: 1-501-296-1141

Email: ARS.Commissioner@arkansas.qgov

Due Process XV Effective 10-12-2014



Release OF'INTOTIHATION JOKILE = IIMALI & s ey =mmes 7 s

STATE OF ARKANSAS

AERE:

Mike Beebe
Goveinor )
il Wallker hitp: e arsinfo.org
g:feb;or ani® An Equat Oppustunity Employer
Arkansas Caresy Education
Division-6f Rehabititation Services
Janatlizn Bibb, Commissioner

Authorization for Release/Disclosure of Personal Information -
Instructions to ARS staff: Origital Ac:ogy_ to information holder. Copy o recipient of inforration.

"} guthorize: (name & addiess of persaniorganization that wil release the information) Date:
Name:
Organization:
Street: . .
SuitefApt#: o . Zip:
City: . - State:  ___

to release ihe infonmation indicated below fo:
{nama & address of personforganization to'which information is to be released)

Narne:

Organization:

Street: s

Suite/ApH: - — . Zip:
City: . State:

Purpose(s) of this release {check onej: . _ _

r This information is-being sent or requested by ARS for purposes associated with my eligibility for the provision of vocational
J . rehabilitation services.

[~ Otherpurpose:

Additional Information:

I al;iso_ g_t_:th_n‘riz‘ershared disclosure between both parties named above for all of the information approved by this
Reledse/Disclosure form, for purposes of coordinated planning. :

[Consumer name ' [Date of Birth " [SENA (Last 4 digits only)

Signed (Consumert

iid min"dr, sigﬁamre o‘;‘ reﬁtor uardian:'ccns'erv'amr i ' T v
A plicatile A guardy it Relationship to cansumer

T release 1s ot rolaied To my obtaming ARS Services, my fefusal to sign will not 2 ~abiity 1o receive services | L
28se 15 Not ralate ) s gn will not affect my ability to receive services from ARS
« 1 understand that the informati ize ity to receive may be re-disciosed an rotected by priva
raulations, ation [ authorize a person or entity to receive may be re-disciosed and no longer profected by privacy
+ This authorization may be revoked by me at any time by notifyin 3 in writig, ex - t action Has be
s @ ton I ‘ g ARS in writirig, except to the extent that action has been taken
in reliance on it. Unless expressly revoked earlier, this authorizéation expires as 'oted h :
SPECIFY DATE, EVENT, OR GONDITION i " ere (box below)




information’ Typas:

Type of Information:
Date of Authorization: L Consomer's Initiats:
|c:nnéun_té§- name "~ |Date of Bih ' ' 155N (Last 4 digis only)

Signed (Consumer)

of miner. sianare of sarntar auardian; conservatar, f applicabia Iiié!aﬁbﬂ's_hip'ib tonsumsr

_ L

« I releass is not related to my obtaining. ARS services, my rafusal to sign will not atfect my ability o recelvi services from ARS.
« 1 understand {hat the irformation 1 suthierize 8 person ar enlity o receive may bs re-disclosed and no longer protected by privacy Tegulations.
« This autharization mia be revoked by me at any time by riofifying ARS in writing, except fo the extent that action has been taken in rellance on it. Unless|
expressly feviked eatlier, this authorizetion expires as notad here (box below) ’
SPECIFY DATE, EVENT, OR CONDITION

Mote to Recipient of Information: ) )
“The corffidertiality of this fecord Is regiret uriddr chagter B88-of ihe Cannectiout general statues. This material shall not ke trangmitiad to anyons withaut wriden conseint or oiher
authorizalion gs provided in tfie shremantioned staties.

* Aleohol andfor dnig treatinent records: o
This iriformetion Lk Baen disctesad b you rem records protectéd by Fadaral confidentiality nules{ 42 CFR Part 2). Tha Federat nites prohiit you fram fnaking any further disclosure
of this infarratiohinless furiher disclosure is euprégsly permitfsd by the writien consent of the persan i whem it pettains or as oiherwise permitied by 42 CFR Part3. A generat
authorization for the Teléate 6f metical-or other information i NOT sufficient for this purpose. The Federal nules restrict any use of the fiarmation t criminaliy investigate or
progsiuls iy sloohol or dhig abise pitisn, <

= HIV Related Information: - :
Thils infarmeliars hias beeridisclosed to you fiom records whase confidariiality is-protected by state law. State {aw prahibits yau fram taking dny further aclosure-of it withbut the
sﬁmﬁ‘mm tifthe Perkon towhon i peitsins, or as otherwiza parrittad by stata law. A genaral authorization %t i release of medical or othet ifarmation is NOT
sufficiant for this putpeee; v



ARKANSAS REHABILITATION SERVICES
REQUEST FOR AN IMPARTIAL HEARING

Name

SSN (Last 4 digits only):

Counselor

Please list the decision(s) you want resolved:

| have been advised that | can seek assistance from the Client Assistance Program.

Disability Rights Center
1100 N. University, Suite 201
Little Rock, AR 72207
Telephone: 1-800-482-1174

Applicant/Client Date

SEND THIS FORM BY MAIL, FAX OR EMAIL TO:

ARS Commissioner

525 West Capitol

Little Rock, AR 72201

Fax: 1-501-296-1141

Email: ARS.Commissioner@arkansas.qgov

Due Process XV Effective 10-12-2014
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