RA-2947 (Rev. 05/2011)


MICHIGAN DEPT. OF LICENSING & REGULATORY AFFAIRS
MICHIGAN REHABILITATION SERVICES

Business Network Unit/Disability Management Program
REQUEST FOR SERVICES

Referral Source

	Name

     
	Telephone No.

     
	Referral Date

     


Claimant

	Name

     
	Social Security No.

     

	No. & Street Address, Apt.

     
	City

     
	State

     
	ZIP Code

     

	County

     
	Telephone No.

     
	Date of Birth

     

	Disability (Insurance Companies must provide medical documentation with each referral)
     
	Last date worked

     

	Date of Injury

     
	Employer

     
	Seniority Date

     


Insurer

	Name

     

	No. & Street Address, Apt.

     
	City

     
	State

     
	ZIP Code

     

	Claim Representative 

     
	Telephone Number

     

	Claim No.
     

	Type of Coverage
 FORMCHECKBOX 
 Workers Compensation               FORMCHECKBOX 
 No-Fault Auto               FORMCHECKBOX 
 LTD              FORMCHECKBOX 
 Other (specify)      


Medical/Legal Information
	Physician’s Name

     
	Telephone Number

     

	No. & Street Address, Apt.

     
	City

     
	State

     
	ZIP Code

     

	Attorney’s Name

     
	Telephone Number

     

	No. & Street Address, Apt.

     
	City

     
	State

     
	ZIP Code

     


Services Requested

	 FORMCHECKBOX 
 Work Site Evaluation (where work is done)          FORMCHECKBOX 
 Return to Work Evaluation (Accommodations)    FORMCHECKBOX 
 Task Chair Evaluation (employee specific)

 FORMCHECKBOX 
 Job Analysis (employee specific-what they do)     FORMCHECKBOX 
 Accommodation Request                              FORMCHECKBOX 
 Other (please specify below)

	     


Additional Information

	     

	     


INSTRUCTIONS: MRS and Business Services, please complete the second portion of this form, all others, please fax or e-mail completed copy of this form and medical documentation to the office listed below:

● Mich. Dept of Licensing & Regulatory Affairs, Michigan Rehabilitation Services, Business Network Unit, Disability Management Program, 25900 Greenfield Rd., Suite 150, Oak Park, MI 48237, Phone/TTY: (248) 968-3686, Fax: (248) 968-3699, E-Mail: AyersC1@michigan.gov

MRS/BUSINESS SERVICES
ADDITIONAL INFORMATION

Medical Information

	Diagnosis (Please list all)
     

	Medical History (Please provide documentation) 
     

	Medical/Functional Restrictions (Please provide documentation from Physician)
     

	Date

     
	Source

     
	 FORMCHECKBOX 
 Permanent
	 FORMCHECKBOX 
 Temporary: Date of Expiration:                  


Services Requested
	 FORMCHECKBOX 
 Strength, range of motion, sensation, etc.
	 FORMCHECKBOX 
 Return to Work
	 FORMCHECKBOX 
 Work Site

	 FORMCHECKBOX 
 Home/Business Evaluation
	 FORMCHECKBOX 
 Accommodation Request
	

	 FORMCHECKBOX 
 Other (Please specify)      

	Statement of Functional Skills

     
	Source (i.e., participant report, counselor observation, etc.)

     


Personal Daily Living Skills (Dressing, bathing, toileting, grooming, etc.)

	 FORMCHECKBOX 
 Independent (0% assistance)
	 FORMCHECKBOX 
 Minimal assistance (up to 25% assistance)
	 FORMCHECKBOX 
 Maximum assistance (50-75% assistance)

	 FORMCHECKBOX 
 Independent with Equipment/Modifications
	 FORMCHECKBOX 
 Moderate assistance (25-50% assistance)
	 FORMCHECKBOX 
 Dependent (100% assistance)


Advanced Daily Living Skills (Cooking, housekeeping, money management, time management, etc.)
	 FORMCHECKBOX 
 Independent (0% assistance)
	 FORMCHECKBOX 
 Minimal assistance (up to 25% assistance)
	 FORMCHECKBOX 
 Maximum assistance (50-75% assistance)

	 FORMCHECKBOX 
 Independent with Equipment/Modifications
	 FORMCHECKBOX 
 Moderate assistance (25-50% assistance)
	 FORMCHECKBOX 
 Dependent (100% assistance)


Transportation

	 FORMCHECKBOX 
 Drive own car
	 FORMCHECKBOX 
 Public Transportation

	 FORMCHECKBOX 
 Dependent on others to drive
	 FORMCHECKBOX 
 Special transportation required


	Participant’s vocational goal

     

	Counselor’s expectation for service

     
	Report of counselor’s visit

 FORMCHECKBOX 
 Work site               FORMCHECKBOX 
 Home (please attach)

	Essential functions of job (please attach job description, Open Options description, etc.)

     


Education

	Highest Grade

     
	Date

     
	Name of School

     
	City and State

     

	Degree and certificates earned

     
	Field of study

     

	Have your earned a General Education Development Certificate (GED)?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Are you a veteran?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Other training or job skills

     


Additional Information

	     


For assistance in filling out this form, please contact the Business Network Unit, Disability Management Program.

