

DISABILITY LINKAGE LINE
REFERRAL FOR BENEFITS PLANNING

REFERRED BY: ________________________________________________     REFERRAL DATE: _______/________/________	
PHONE NUMBER: (_____)___________________	EMAIL: _____________________________________________________
OFFICE LOCATION: _____________________________________________________________________________________       CUSTOMER INFORMATION


CUSTOMER NAME: ___________________________________________________DATE OF BIRTH:_____/______/________
PHONE NUMBER: (____) __________________ 	ADDRESS: ___________________________________________________
GUARDIAN NAME: _________________________________________________PHONE NUMBER: (___)__________________
REP PAYEE NAME: _________________________________________________PHONE NUMBER: (___)__________________WORK GOAL


TYPE OF WORK DESIRED: _________________________________________      SELF-EMPLOYMENT?             YES            NO    · Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No


RATE OF PAY: $ _______________________PER ___________    NUMBER OF HOURS/WEEK: ____________	
EMPLOYMENT STATUS:	 CURRENTLY WORKING*	START DATE: ______/_______/__________    	· Yes
· No
· Yes
· No


			 HAS JOB OFFER; EXPECTED START DATE WITHIN A MONTH*:  ________/__________/___________· Yes
· No
· Yes
· No


EMPLOYMENT EXPECTED WITHIN A MONTH BUT NO JOB OFFER· Yes
· No
· Yes
· No


			HAS A JOB IN MIND, BUT NO JOB OFFER· Yes
· No
· Yes
· No


			INTERESTED IN WORKING BUT NO JOB IN MINDBENEFITS 
· Yes
· No
· Yes
· No


· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No


       SSDI	 	 SSI	    MA               MEDICARE            OTHER· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No


BENEFIT CONCERNS? 	YES 	BRIEFLY EXPLAIN: ___________________________________________________________· Yes
· No
· Yes
· No


			NO 	________________________________________________________________________· Yes
· No
· Yes
· No



CUSTOMER NAME: ___________________________________________________
BENEFITS, CONTINUED

COMFORT WITH BENEFITS CHANGING WHEN WORKING:	
· Fearful of benefit changes when working. Does not want to disrupt or work off cash benefits.
· Cautious about benefit changes when working. Wants to work and keep cash benefits. 
· No major concerns about benefit changes when working.  May consider working off cash benefits. 
· Wants to work off cash benefits.
DB101 ESTIMATOR SESSION DONE?          YES (ATTACH RESULTS)	NO   IF NO, REASON:_______________________________· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No


DB101 VAULT?          YES           NO· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No



ATTACHMENTS


ATTACHMENTS INCLUDED:  		PARTNER (DLL) RELEASE**      · Yes
· No
· Yes
· No


BPQY    · Yes
· No
· Yes
· No


DB101 BENEFIT LOOKUP WORKSHEET	· Yes
· No
· Yes
· No



WHO SHOULD WE CONTACT?  	CUSTOMER	PERSON MAKING REFERRAL           GUARDIAN            REP PAYEE  · Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No

· Yes
· No
· Yes
· No


				OTHER (NAME & CONTACT INFO): __________________________________________· Yes
· No
· Yes
· No



COMMENTS: __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

[bookmark: _GoBack]NOTE: IF YOU WANT US TO TALK TO SOMEONE NOT LISTED ON THE PARTNER ROI, PLEASE ATTACH A SEPARATE ROI FOR THAT PERSON/AGENCY.

*HIGH PRIORITY            **REQUIRED 					 
1
EMAIL THIS FORM TO DHS.DB101@state.mn.us
