
Maryland State Department of Education
Division of Rehabilitation Services

Individualized Plan for Employment
For draft or off-site use.  Enter information into AWARE™ by DORS staff once completed.

Participant:      

Participant ID:      


 FORMCHECKBOX 
  First IPE:  FORMCHECKBOX 
  Draft     FORMCHECKBOX 
 Approved ______


 FORMCHECKBOX 
  IPE Amendment #      :  FORMCHECKBOX 
  Draft     FORMCHECKBOX 
 Approved ______

1. General Information
Signature/Start Date:      

Expected Plan End Date:      

Supported Employment:     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

Employment Goal:      

O*NET Job Family:      

Participant's Reason for Selected Employment Goal:

 FORMCHECKBOX 
  I have a job doing this type of work already.


 FORMCHECKBOX 
  I have a job offer to do this type of work already.


 FORMCHECKBOX 
  I have completed related training successfully.


 FORMCHECKBOX 
  I have experience doing this type of work.


 FORMCHECKBOX 
  I have explored options and this is a good choice.


 FORMCHECKBOX 
  I have successfully done this type of work before.


 FORMCHECKBOX 
  I'm interested in jobs in that O*NET Career Cluster.


 FORMCHECKBOX 
  I'm interested in jobs in that O*NET Job Family.


 FORMCHECKBOX 
  The O*NET lists this as a Green Economy Sector job.


 FORMCHECKBOX 
  The O*NET lists this as a job with a Bright Outlook.


 FORMCHECKBOX 
  The O*NET lists this job as a STEM Discipline.


 FORMCHECKBOX 
  The related jobs below would be satisfactory:
Other:      

Plan Consumer Choice Statement:

 FORMCHECKBOX 
 
My counselor helped me make informed choices regarding my employment goal, services and service providers consistent with my strengths, resources, priorities, concerns, abilities, capabilities and interests. We discussed options available to me and the pros and cons of these options.
 FORMCHECKBOX 
 
My counselor provided me the list of other occupations within the O*NET Job Family indicated on this plan, and my employment goal would be satisfied if I became employed in a position found within that O*NET Job Family.
 FORMCHECKBOX 
 
The employment goal indicated on this plan is one of several occupations that I believe would be appropriate outcomes for me. For instance, the related occupations listed above would be satisfactory employment outcomes.
2.  Planned Services
	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

	Service #
	Description
	Anticipated
Start Date
	End Date/
Event

	     
	     
	     
	     


My Chosen Provider:      

Estimated Service Costs:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total Service:  
$
     
Comparable Benefits:      

Measure of Success/Other Comments:      

TOTAL COSTS:

Participant: 
$
     
Others/Comparable Benefit:

     
Agency: 

     
Source to be Determined:

     


Total:  
$
     
3.  Participant Responsibilities

Check all that apply.  (At least one check box OR narrative is required.)

 FORMCHECKBOX 

I understand that it is my responsibility to complete this plan and I will inform my counselor of changes or problems affecting my ability to do so.

 FORMCHECKBOX 
  
I will not quit my program or make any changes without contacting my counselor first.

 FORMCHECKBOX 
  
I will attend all scheduled meetings and appointments.

 FORMCHECKBOX 
  
I understand the importance of attendance and punctuality.

 FORMCHECKBOX 
  
I will report any address or telephone number change to my counselor immediately.

 FORMCHECKBOX 
  
I have a responsibility to return any equipment purchased for me by the agency if I no longer use it as planned.

 FORMCHECKBOX 
  
I will achieve satisfactory academic progress.

 FORMCHECKBOX 
  
I will apply for and use comparable benefits.

 FORMCHECKBOX 
  
I will apply for financial aid each academic year.

 FORMCHECKBOX 
  
I will attend my program and be on time. 

 FORMCHECKBOX 
  
I will consistently look for employment.

 FORMCHECKBOX 
  
I will cooperate with my job coach to learn my job.

 FORMCHECKBOX 
  
I will follow my treatment program. 

 FORMCHECKBOX 
  
I will follow up on all employment leads provided.

 FORMCHECKBOX 
  
I will maintain sobriety.

 FORMCHECKBOX 
  
I will pay toward my services if required to do so.

 FORMCHECKBOX 
  
I will present my term/semester grade report.

 FORMCHECKBOX 
  
I will stay in touch with my DORS counselor.

 FORMCHECKBOX 
  
I will take my medications as prescribed.

 FORMCHECKBOX 
  
This plan agrees with my draft IPE (in the file).

Other:      

4. Documentation
A. Criteria for evaluating progress toward my (participant's) employment goal:
      


B. Participant Comments:      

Ticket to Work Holders: According to the Social Security Administration, if your Ticket is not already assigned to an Employment Network (EN), it will be placed “In Use” with DORS as of the date you sign this Individualized Plan for Employment (IPE).  DORS will notify the Ticket Program Manager that you have signed an IPE with DORS and your signature date.
Supervisor's Signature

Date


Counselor Signature

Date


Participant Acknowledgement:  My signature indicates I agree with this Plan. I understand that the Plan is not final and services will not begin unless DORS approves of the Plan and my DORS counselor signs it.
Participant’s Signature

Date

Participant’s Representative
See your DORS counselor to obtain this form in Braille, in large print, on disk or in another format.
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