ESRD Referral to DARS 
Fax Number:___________________________  DARS Area Representative: _____________________ 

Date __________   Name of Treatment center___________________________

Consumer Name _________________________ Date of Birth __________

Social Security #  ___________________ Eligible to work in US ? _____
Address     _______________________Phone number __________________

City  _________________________ Zip Code ______________ County_______

Diagnosis _______________________________________________________
Weekly Ongoing medical treatment (please circle days in treatment) 

Shift :  Early Morning / Mid Day / Afternoon Evening _______
Monday       Tuesday       Wednesday     Thursday   Friday 
Has consumer been a prior TRC/DARS consumer?  _______________

Currently Employed?    Yes     no   support needed to retain job _________
If Yes where employed ___________________

Where / When last worked  __________________

Do you Have a HS or GED ?  __________________
Do you Receive SSI / SSDI /WIA/ TANF/UI / Workers comp / veteran? 
Are you on probation / parole? ______________________

Services requested: Job Placement /assistive Technology /Employment
Please include any medical reports that you feel will assist in establishing impediment to employment 

How would you describe the consumer’s stamina? 
