
QUALITY ASSURANCE CHECKLIST 

REFERRAL/APPLICATION THROUGH ELIGIBILITY DETERMINATION

	Customer Name:
	
	Participant ID#
	

	Reviewer:
	
	Review Date: 
	

	District/Office:
	
	AWARE Data Population Date:
	

	Counselor:
	
	Case Status:
	


A. Referral

	1. Date of Referral:
	
	2.Date of Orientation:
	

	
	Meets Policy

	3. Was customer scheduled for an orientation date within 30 days of referral date?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	3a) Number of days from Referral to Orientation Date:
	
	

	3b) Number of days from Orientation to Application Date in AWARE:
	
	


B. Application

	
	Meets Policy

	1. Is there a case record reflecting that a comprehensive orientation to services was provided prior to determination of eligibility?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	1a) Where is the information  documented?
	

	1b) If the customer completed an on-line orientation does the case record contain a copy of the certification of completion?


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	2. Does the date the customer was determined to be an applicant reflect:


	

	2a) Customer completion/signature of agency application or equivalent request for services, and counselor signature designating completion/acceptance of Application
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2b) Provided information necessary to determine eligibility/priority for services.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2c) Availability to complete assessment process.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	3.  Date application signed by customer?
	
	3a) Date application signed by counselor?
	

	4.  Date application was placed into AWARE
	
	
	

	Comments: 
	

	

	


C. Eligibility Assessment
	
	Meets Policy

	1. Was existing information used, when available, to determine eligibility?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	1a) If no, why not:
	
	

	2. Were arranged / purchased services used to determine eligibility?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	2a) What is the documented necessity?
	

	Customer Name:
	
	Participant ID:
	

	3. Does the case record contain appropriate signed releases for customer information?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	4a.    Customer was receiving SSI Benefits at Application?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	4b.    Customer was receiving SSDI Benefits at Application?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	5.  Days in Application Status?
	

	6.  Was applicant found eligible for services? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	7. Was eligibility determined within 60 days of application? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	8. Was an Extended Assessment (Extended Evaluation or Trial Work Plan) completed?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	
	
	
	

	      8a) If yes, For SSI/SSDI only was the Extended Evaluation or Trial Work Plan   

       completed prior to the 60th day of application status?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	9. For applicants not SSI/SSDI beneficiaries, if there was an Extension of Eligibility beyond 60 days was there written confirmation that the customer agreed with the extension?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	9a) Date extension was agreed to:
	
	9b) End date of extension:
	
	

	9c) If determined eligible, was the subsequent date of eligibility consistent with agreed upon extensions?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	10.  If applicant is determined ineligible for services, what is the documented rational or basis for inelig
	

	what evidence is in the file to support the ineligibility determination?
	

	11. If ineligible for services is there a signed copy of the closure letter in the file?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	12.  If found eligible was a signed letter sent notifying the customer of plan options and copy retained in the file?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	13. Date of 

Eligibility
	
	14. Disability Priority
	
	
	

	Comments:

	

	


D. Establishing Eligibility
	1. Does the case file contain verification of the social security number and information verifying the client’s date of birth and legal name?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	What documents were used?
	
	

	2. Is there evidence / documentation of a physical or mental impairment for each disability listed?

	Impairment:
	What documentation was reviewed?
	
	
	

	a.
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	b.
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	c.
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	3.  Is there evidence / documentation that the impairments result in a substantial impediment to employment?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


	Customer Name:
	
	Participant ID:
	


	3a) Where in the file/AWARE are impediments documented?
	

	4.  Is there evidence / documentation that the person required vocational rehabilitation services to prepare for, secure, retain, or regain employment?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	4a) What services were estimated to be required?
	a.
	b.

	c.
	d.
	e.
	f.


	5.

Seven Functional Capacities 
	Noted as Serious  

Limitation
	If YES,
Source and Description of Limitation

	Mobility
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Communication
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Self-Care
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Self-Direction
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Interpersonal Skills
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Work Tolerance
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Work Skills
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	6. Is there significant documentation to substantiate the disability priority classification?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Comments:

	

	


Final Comments and Recommendations for Follow Up Actions (Reviewer)

	

	

	

	

	


Required Follow up Actions (District / Site Manager only)

	

	

	

	

	

	

	Due Date
	
	Completion Date
	
	Completion Verification (initials)
	


Quality Assurance Checklist
Establishing and Receiving Services, IPE
	Customer Name:
	
	Participant ID#
	

	Reviewer:
	
	Review Date: 
	

	District/Office:
	
	AWARE Data Population Date:
	

	Counselor:
	
	Case Status:
	


A.  Vocational Needs Assessment

	
	Meets Policy

	1. Did documentation of the vocational needs assessment consider / address the customer’s primary employment factors when selecting the desired vocational goal?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	1a)List Employment Factors:
	

	2. Did the vocational needs assessment include disability related issues relevant to the disability?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2a)Case note(s) date(s) where information is noted:
	

	3. Were additional vocational assessment services provided after eligibility and prior to the development of the IPE?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	3a)Example of services provided (i.e. community based assessment, psych/clinical, rehab engineering, TWE etc.) ):
	
	,
	
	,

	
	,
	
	,
	
	

	4. Does the file contain a comprehensive IPE counseling summary?
	
	
	

	Plan Number
	1
	,
	Date
	
	,
	Complete IPE Counseling Summary
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Plan Number
	2
	,
	Date
	
	,
	Complete IPE Counseling Summary
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	Plan Number
	3
	,
	Date
	
	,
	Complete IPE Counseling Summary
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	5. Is there evidence the customer exercised informed choice in development of a employment goal / selecting services, service providers and settings for services leading to the IPE?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Comments: 
	

	

	


B. IPE
	Number of days from Eligibility to IPE:
	
	

	
	Meets Policy

	1. If not completed in 90 days, is there a case note documenting the need for delay/ activities needed to complete the IPE, and anticipated IPE completion date?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	End date of current IPE:
	
	
	


	Customer Name:
	
	Participant ID:
	


	Meets Policy

	2. Does the current IPE document a specific vocational goal consistent with employment factors identified through the vocational needs assessment?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	If not, why?
	

	3. Were disability related / treatment intervention services incorporated into the plan?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	4. Are the services identified on the IPE essential toward achievement of the employment outcome?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Comments:
	

	5.  Were comparable benefits explored for each IPE service as appropriate?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	6. Does the case file indicate that services were provided within the time frames identified on the IPE?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	6a) If NO, are there reasons for any delays documented?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	7. Does the IPE include a description of the criteria to evaluate progress toward achievement of the employment outcome?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	8. Was the IPE signed/dated by the customer (or guardian) and the VR Counselor
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	9. Were any services identified in the IPE authorized prior to a signed (both customer and counselor) IPE?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	10. Were there any changes in the employment goal, substantial services to be provided, or service providers requiring an amended IPE?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	11. Have annual reviews been conducted as required?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	12. Does the case record contain appropriate signed releases for customer information specific to that of service delivery / referral and IPE services?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	13. Is there documentation of ongoing vocational counseling, case management and employment focus?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


	Customer Name:
	
	Participant ID:
	


C. Financial


1.  Authorization Review Questions
A. Was the purchased services necessary to achieve the employment goal as identified on the IPE?

B. Was a thorough search for comparable services and benefits conducted?
C. Was the customer’s ability to contribute considered/documented within the authorization process?
D. Does the case record contain supporting documentation for expenditures such as: receipts / invoices, service provider reports, financial aid exchange forms, grades and / or, purchase agreements?
	List of Authorizations Reviewed:
	Y=yes N=No

    X=Not Applicable 

	Begin date
	
	Authorization #
	
	Vendor
	
	Service Category
	
	A
	B
	C
	D

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Comments (see case review guide)

	

	

	
	Meets Policy

	1. Were there any purchased services authorized prior to the service date? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	If yes, does proper documentation explain the rationale for services and management approval?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a


	Comments (see case review guide)

	

	

	


	Final Comments and Recommendations for Follow up Actions (reviewer)

	

	

	

	


Required Follow up Actions (District / Site Manager only)

	

	

	

	

	Due Date
	
	Completion Date
	
	Completion Verification (initials)
	


QUALITY ASSURANCE CHECKLIST
CLOSURE
	Customer Name:
	
	Participant ID#
	

	Reviewer:
	
	Review Date: 
	

	District/Office:
	
	AWARE Data Population Date:
	

	Counselor:
	
	Case Status:
	


A. All Closed Cases

	Case Closure Outcome:
	
	

	
	Meets Policy

	1. Copy of written notification of case closure in file (including basis for closure, right to appeal, availability of the Client Assistance Program, and opportunity to discuss case closure prior to the closure? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Date of closure letter
	
	
	

	2. Was closure discussed with the customer prior to closure of the case?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2a) Case note(s) date(s) where information is noted:
	

	3. Does the rationale for case closure in AWARE match the closure reason provided to the customer in the closure letter?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	4.  For cases closed prior to eligibility and other than rehabilitated, was the customer referred to other agencies for services as appropriate?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


*If Case was closed other than rehabilitated complete “Comments” section, review is complete.
*If Case was closed rehabilitated, continue to part B.
B. Case Closed Rehabilitated Only

	IPE Job Goal
	
	Hourly Wage
	

	Hours per/wk
	
	
	

	
	Meets Policy

	1. Is employment consistent with the vocational services provided?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2. Did the services provided contribute substantially to the achievement of an employment outcome?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	If “NO”, explain:
	
	

	3. Was the need for post employment services discussed prior to closure?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	3a) If post employment services were requested, was a post employment plan developed?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 n/a

	4. Is there documentation that the customer has the personal resources to meet ongoing needs, or that they are available through other programs?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


	Customer Name:
	
	Participant ID:
	


	Comments (see case review guide)

	

	

	

	


	Final Comments and Recommendations for Follow up Actions (reviewer)

	

	

	

	

	

	


Required Follow up Actions (District / Site Manager only)

	

	

	

	

	

	

	

	


	Due Date
	
	Completion Date
	
	Completion Verification (initials)
	


QUALITY ASSURANCE CHECKLIST
TRANSITION YOUTH & YOUNG ADULT SERVICES
	Customer Name:
	
	Participant ID#
	

	Reviewer:
	
	Review Date: 
	

	District/Office:
	
	AWARE Data Population Date:
	

	Counselor:
	
	Case Status:
	


A. Transition Youth Services
	1. Customer is a Transition Youth with a disability (age 14-26) enrolled in K-12 or State approved educational program at the date of application.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2. Customer is a Young Adult with a disability (age 14-26) NOT enrolled in K-12 or State approved educational program at the date of application.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	


B. Transition Youth Services
1.  The service record indicates that the customer AT THE DATE OF THIS REVIEW is:

	 FORMCHECKBOX 

	a) A student in school receiving special education services.

	 FORMCHECKBOX 

	b) Student exited from K-12 with GED, Diploma, or Certificate of Completion.

	 FORMCHECKBOX 

	c) Other – Please specify
	


*If you checked a), this review is complete. If you checked b) or c)please answer the remaining questions. 

	
	Meets Policy

	1. Was the IPE in place prior to customer exiting school setting?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	2. Is there record that the school IEP (long-term vocational interests, capabilities, skills and choice) was considered towards development of the IPE employment goal and services?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Employment Goal:
	
	
	


	Comments (see case review guide)

	

	

	

	


	Customer Name:
	
	Participant ID:
	


	Final Comments and Recommendations for Follow up Actions (reviewer)

	

	

	

	

	

	


Required Follow up Actions (District / Site Manager only)

	

	

	

	

	

	

	

	


	Due Date
	
	Completion Date
	
	Completion Verification (initials)
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