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	DEPARTMENT FOR THE BLIND AND VISION IMPAIRED


	SUPPORTED EMPLOYMENT MONTHLY REPORT 








MONTH/YR _____  CLIENT NAME: ________________________  SS#: ___________________________





INTERVENTION HOURS reported are ____. If client is working, the intervention hours are ____% of the  _____ total work hours this period.  Total authorized Intervention Hours remaining (after deduction of intervention hours this report period) are _____. (Please provide a copy of the Intervention Time Sheet or computerized breakdown of time used for the report period.)





TYPE OF INTERVENTION: __Assessment __Job Development __Job Site Training __Extended Support Services





JOB TITLE:                          HOURS WORK PER WEEK           HOURLY WAGE:            


EMPLOYER/ADDRESS:                                                                         


�


SECTION I NARRATIVE INFORMATION:  (Please respond to the listed items under the "AREAS TO BE ADDRESSED BY THIS REPORT" on the reverse side.)






























































SECTION II


VR COUNSELOR ASSISTANCE needed in the following area(s):                                                                                                                            





EXTRAORDINARY HOURS      # hours used when not at the job site.  Explanation for these hours:                                                                                    





INTERVENTION HOURS NEEDED for the period          to          =           hours.


(Please provide justification for these hours)                                                                                                            





ADDITIONAL COMMENTS:                                                                                                                               
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