Disability Support Center for Families
Employment Assessment

Name____________________________

Date__________________________

Are you currently employed?




            Yes __ No __
Are you eligible to work (US citizen, work permit)


Yes __
No __

What type of work would you like to do or maybe willing to do?
What is more important to you, the type of work or the wage?




Where have you worked before?

Employer 




Employer






Job Position




Job Position






Dates 





Dates







Reason for Leaving



Reason for Leaving





Do you need help with writing a resume, filling out job applications, or finding a new job?









Yes __ No __

Would you like to work:            Full Time __ or Part Time __ Hours per week _____?
Are you, or have you ever received Employment Supports?

Yes __ No __

If Yes, from where?










What skills, experience, trainings, degrees or qualifications do you have that may help in determining the type of employment you seek? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you need any special accommodations?  If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any fear of losing Social Security Benefits, housing, food stamps, medicaid/medicare, if you work? 
(Discuss possible Benefits Specialist resource if yes)?


Yes __ No __

