Referral to the Mashantucket Pequot

Vocational Rehabilitation Program
1.) Reason for referral: __________________________________________________________________________________________________________________________________
2.) How can we best contact this individual? ______________________________________________________________________________________________________________________________________________

3.) What is his/her DSMIV diagnosis and if medical records are available please provide?
____________________________________________________________________________________________________________________________________

4.) Is he/she able to work full-time or part-time?
____________________________________________________________________________________________________________________________________

5.) If part-time, how many hours per day would you advise at a maximum?
____________________________________________________________________________________________________________________________________

6.) How many days per week would you advise at a maximum?
____________________________________________________________________________________________________________________________________

7.) Are there any restrictions you would place on his/her work capabilities as a result of his/her diagnosis?  If so please provide medical records.
____________________________________________________________________________________________________________________________________

8.) Are there any restrictions you would place on his/her work capabilities as a result of any medication you have prescribed for him?  If so please provide medical records.
____________________________________________________________________________________________________________________________________

9.) Are there any other comments you have regarding his/her capacity to work at this time?

______________________________________________________________________________________________________________________________________________________________________________________________________








_______________________________








(Your Name and Signature)
Please feel free to contact the Vocational Rehabilitation Program with

any questions you may have at 860-396-2281 or 860-396-2283.

PLEASE FAX DOCUMENT AND MEDICAL RECORDS TO (860) 396-2282. THANK YOU.

