4/1/2020
SUPPORTED EMPLOYMENT			   	STATE OF CONNECTICUT
COMMITMENT OF EXTENDED SERVICES			BUREAU OF
								REHABILITATION SERVICES
==========================================================================
Name:		


					



	Extended Services Provider:	____________________________________________________
	(name and address)
					____________________________________________________

						
	
THE PARTIES TO THIS AGREEMENT HEREBY COMMIT, IN GOOD FAITH, TO THE PROVISION OF SUPPORTED EMPLOYMENT SERVICES FOR THE ABOVE-NAMED CONSUMER, AS DESCRIBED BELOW.
==========================================================================================
Time-Limited Services
The Bureau of Rehabilitation Services (BRS) will provide the initial intensive time-limited supported employment services, as follows:
		____________________________________________________________________

		________________________________________________________________________

Signature:	________________________________		_________________________________
		Vocational Rehabilitation Counselor*				Date

Address:	________________________________

		________________________________		* BRS commitment may be contingent on supervisory approval

==========================================================================================
Extended Services
Extended services will be provided, as needed by the individual, for the duration of employment as follows:

Amount/Level of services to be made available: ______________________________________________________

Date or criteria to be met for extended services to begin: ______________________________________________

Name (print)	_______________________________________
Signature:	_______________________________________		Date:	 ____________________

Source of extended services:	  DDS  	  DMHAS  		  EOP  	  ABI Waiver  
                                     Autism Waiver
			  Family and Individual (IRWE, PASS – out of pocket)
			
Amount authorized:		/month	OR	Number hours authorized:		 /month
Distribution:	1. BRS Case File	2. Source of On-Going Support
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