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Referral for Benefits Counseling
Consumer name: _____________________________________________________________
SS#__________________________________ Phone #_______________________________
Referring staff member’s name __________________________________________________

agency ________________________________contact # ______________________________ 

Consumer is: (check all that apply)

 FORMCHECKBOX 
   At least 16 but not yet full retirement age;

 FORMCHECKBOX 
   Has a disability per SSA’s definition, and

 FORMCHECKBOX 
    Is already receiving Social Security benefits based on disability (SSI or SSDI)     

 FORMCHECKBOX 
    Is receiving services from DDS
 FORMCHECKBOX 
    Is working with a DDS-funded employment provider.  Name and contact information of 
employment staff person:  _______________________________________________________                                        

____________________________________________________________________________
Consumer is a Social Security recipient (SSDI or SSI) who plans to go to work or change work hours and is requesting a referral for the following reasons: (check all that apply)
  FORMCHECKBOX 
  How work will affect his or her benefits
  FORMCHECKBOX 
 What work incentives are available to him or her
  FORMCHECKBOX 
 What other services/resources are available to help with achieving

        employment goals

  FORMCHECKBOX 
 How to handle problems that have occurred with benefits because of earnings  
I give permission for the Connect to Work Project to obtain further information regarding benefits in preparation for our discussion. 
Signature_____________________________________  Date_______________
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