	DEPARTMENT OF HEALTH SERVICES

STATE OF WISCONSIN

	Division of Long Term Care

DHS 103.03(1)(g)1.b.

	F-00004  (12/2008)  

	HEALTH AND EMPLOYMENT COUNSELING (HEC) APPLICATION


	Completion of this form is mandatory to enroll in the Health and Employment Counseling Program and receive Medicaid coverage. The Personally Identifiable information collected here will be used to establish your eligibility for the HEC program.

	APPLICANT INFORMATION

	Name – Applicant

     
	Disability

     
	Date of Application

     

	Address

     
	City

     
	Zip Code

     

	County of Residence

     
	Telephone Number

     

	SCREENER INFORMATION (Or other person, if any, assisting you with development of the employment plan)

	Name –HEC Regional Screener

     
	Telephone Number

     

	Address

     
	City

     
	Zip Code

     

	If you have already spoken with a benefits counselor, case manager or vocational rehabilitation expert about one or more of these areas, please attach a copy of the written plan or analysis to this Employment Plan. You may attach these written copies in place of some or all of the following categories below.

	CAREER PLANNING

	A.
Employment—List any jobs you might like to have in the next nine months. (These could be short-term or long-term career goals. Potential employment areas include: light manufacturing, health care, teaching, counseling, library sciences, farming, computer industry such as programming or web page maintenance, business, accounting, food services, hospitality industry, engineering, sales, and so on.)



	
Rank jobs 1-3, with 1 being the best.

	
	1.
	     
	
	 FORMDROPDOWN 

	(rank 1-3)

	
	2.
	     
	
	 FORMDROPDOWN 

	(rank 1-3)

	
	3.
	     
	
	 FORMDROPDOWN 

	(rank 1-3)

	

	B.
Skills and Personality—What skills and personality traits do you have that make this a good job choice for you? (For example, good attitude, people person, good listener, willing to take on responsibility, good at asking questions, or good with numbers.)

	
	1.
	     
	

	
	2.
	     
	

	
	3.
	     
	

	
	4.
	     
	


	
	5.
	     
	

	
	6.
	     
	

	

	C.
Developing Skills—What skills do you need to develop or attain to help you achieve employment in the job you listed in A. (Examples: education, typing.) 

	
	     

	
	     


	
	     


	D.
Employment Barriers—Think about your job goal(s) from question A. What is stopping you from going to work now? (Examples of barriers include: transportation, equipment, lack of education or skills, attendant care, need for work breaks because of your disability.) 


Keep in mind that these barriers may change as you find and start a job. This list is meant to help you think about how to overcome these challenges. You may need to come back to this table from time to time to list other problems you experience as you pursue employment.


If you have trouble with this step, ask someone (a case manager or counselor) to help.



	
	Employment Barriers
	Steps to Remove Barrier
	Who Can Help?

	1.
	     
	     
	     

	2.
	     
	     
	     

	3.
	     
	     
	     

	4.
	     
	     
	     

	5.
	     
	     
	     

	
Feel free to attach a page if you run out of room.

	E.
Barriers Team—Who are the people or agencies that can help you overcome your employment barriers? (If you have a case manager or vocational counselor, he/she may help you identify these individuals. If you don’t know where to start, the HEC screener can provide you with contact names.)



	
	Name
	Role
	Telephone Number

	1.
	     
	     
	(     )      

	2.
	     
	     
	(     )      

	3.
	     
	     
	(     )      

	4.
	     
	     
	(     )      

	5.
	     
	     
	(     )      

	6.
	     
	     
	(     )      

	F.
Benefits Counseling—Have you received Benefits Counseling Services in the past?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	Name – Benefit Specialist

     
	Name – Agency

     

	Address

     
	City

     
	Zip Code

     

	E-mail Address

     
	Telephone Number

     

	Do you have an updated benefits summary (i.e., less than 12 months)?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If no, did you receive benefits counseling from your HEC Regional Screener?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
Additional Comments

	
	     

	
	     

	
	     


	
What benefits do you receive? (SSI, SSDI, Food stamps, etc.)

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	G.
Networking With Existing Community Resources—What resources, if any, have you already met with to discuss your employment goals and outline plans to overcome employment barriers?



	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	What other community resources, if any, do you plan to contact to address additional employment barriers, and when do you plan to contact them?

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	H.
Create a Plan—Take you number one job from question C and sketch out the steps needed to land a job in this career. Keep in mind, these steps may change as you gather information.



	Steps Needed
	When?
	Who?

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	APPLICANT RESPONSIBILITIES

	 FORMCHECKBOX 

I understand that I need to take my HEC enrollment letter to my Economic Support Worker, in order for my enrollment in MAPP to begin.

	 FORMCHECKBOX 

I understand that when I reach employment I must report that I am working to my Economic Support worker and to The Department of Health Services.

	AGREEMENT TO COMPLETE EMPLOYMENT PLAN

	The undersigned agrees to complete the tasks outlined in this worksheet in a timely manner.

	
	     
	
	
	

	
	Name – Participant - PRINT
	
	
	

	
	
	
	
	

	
	SIGNATURE – Participant
	
	Date Signed
	

	
	
	
	
	

	
	SIGNATURE – Person (other than screener) who helped with this form
	
	Date Signed
	

	


Disclaimer 

Whenever a person with a disability considers employment, it is vitally important to understand how work may affect public and private benefits. Participation in the Health and Employment Counseling Program of the Medicaid Purchase Plan does not hold you harmless from the potential negative effects of increased income on your benefits. It is up to you to learn and understand how employment and increased income may impact your benefits, and to make an informed choice about pursuing employment. Further, by participating in the Health and Employment Counseling Program, the Department makes no guarantee that you will have a job at the end of the 9-month period. Many factors may affect your success in finding employment including job environment, career goals, transportation availability, etc.
THIS SECTION MUST BE COMPLETED BY A HEC SCREENER ONLY
	
	Yes
	No

	1.
Has the applicant contacted the Economic Support Worker to discuss eligibility for MAPP? (If not, refer consumer to his/her Health and Human Service Agency to discuss eligibility for MAPP.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Name – Economic Support Worker

     
	County

     
	Telephone

     

	2.
Can elements of the employment plan be initiated within the next two to three weeks? (If not, it may be in the best interest of the applicant to delay enrollment in HEC until he/she begins pursuing this plan.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
I have reviewed this employment plan and based on the requirements of the HEC process, this plan is consistent with achieving employment within nine (9) months.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
Has the applicant been made aware of the employment-related resources?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
Has the applicant been referred to appropriate community resources, as necessary?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Additional Notes / Comments

	     

	     

	     

	     

	     

	     

	SIGNATURE – HEC Screener (Required)
	Date Signed

	Send copy of HEC Screening form to:

DHS/OIE/HEC Manager

1 W. Wilson, Rm. 951 

Madison, WI 53703-7851

	
	DHS OFFICE USE ONLY – Do not write in this box
	

	
	Date Received
	Date Notified
	

	
	Check Status

 FORMCHECKBOX 
 Enrolled
 FORMCHECKBOX 
 Not Enrolled (reasons attached)
	Initials
	

	
	Comments
	


1

