RA-2948 (Rev 1.2009)
MICHIGAN DEPARTMENT OF LICENSING & REGULATORY AFFAIRS
MICHIGAN REHABILITATION SERVICES
INSURANCE BENEFIT RECIPIENTS

Screening Questionnaire

PARTICIPANT DATA

	Name (Last, First, Middle Initial)
	Social Security No. (last 4 digits only)
	Date of Birth

	     
	     
	     

	Address (No. & Street, Apt)
	City
	County
	Zip Code

	     
	     
	     
	     

	Area Code & Phone No.                FORMCHECKBOX 
     Voice                   FORMCHECKBOX 
     Fax                 FORMCHECKBOX 
    TTY
	E-mail Address

	     
	     


SECTION I

	1.  Are you receiving one of the following benefits:
	
	

	                                       Workers’ Compensation
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No      

	                                       Auto No-Fault Wage Loss
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	                                       Auto No-Fault Medical Benefits/Coverage
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	                                       Long-Term Disability (Not SSI or SSDI)
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	2.  Is your claim in litigation?  Do you have an attorney?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	3.  Has your claim been settled (redeemed)?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


	If you answered “yes” to question 1, please go to Section 2.  If you answered “Yes” to questions 2 or 3, please complete an application for the district office.  Should you receive benefits in the future, please notify your district office counselor.


Section II (If you answered “Yes” to any of the benefits in question 1 above, please answer the following.)

	1. Has your physician released you to participate in vocational rehabilitation

services or in returning to work and has the physician notified your claims adjuster?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	2.  Has your physician provided you and your claims adjuster with a clear outline

of your restrictions?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	3.  Have you spoken with your claims adjuster regarding your need for vocational rehabilitation services?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	4.  Are you working with another rehabilitation service provider or counselor?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


If you answered “Yes” to questions 1, 2 and 3 in Section II above, please complete the Request for Services form (RA-2947).  You may ask the district office that you are working with for this form or call toll free at 1 (877) 901-7361.  If you answered “Yes” to question 4 in Section II above, and are unhappy with the services you are receiving, please call your adjuster to discuss a change in services.  If you answered “No” to any question in Section 2, please complete these tasks and then call toll free 1 (877) 901-7361.  Thank you for your interest in our program.

Questions related to Workers’ Compensation benefits and/or rights should be directed to the Workers’ Compensation Agency at 1-888-396-5041.

Questions related to Auto No-Fault or Long Term Disability benefits and/or rights should be directed to the Consumer Services Division at 1-877-999-6442.

