CLIENT ASSISTANCE PROGRAM

    3108 MAIN STREET

    BUFFALO, NEW YORK 14214

    PHONE: 716-836-0822 ext. 114 


                                                        FAX: 716-835-3967





    EMAIL: mostrowski@wnyil.org

                                                        www.wnyil.org/cap
​​​  e of _______________________________________


















































































Name:_______________________________________________________
Address:_______________________________________________________________
City:


  
      State:   
     NY                     Zip Code:__________        
Primary Phone:____________ Other : __________ County:_____________
Social Security #: ___________________ Date of Birth:_____________​__
Are you registered to vote? Y___ N___ Would you like to register? Y__N__
What is your:    Age:________     
Gender:__________   Ethnicity:___________
  
Who referred you to CAP? __________________________________
Do you receive services from: ______ACCES-VR (Formerly VESID)        
______CBVH
______ WNYIL
 _______ ILNC
_______ ILGR
Name of counselor or staff person assisting you:  _________________________
What is your primary disability? __________________________________
Do you receive any type of Social Security?     ______YES        ______ NO
If YES, what do you receive?
                           ______ SSDI       ______ SSI
List the services that you are currently utilizing on a regular basis due to your disability?  (Ex. Doctors, treatment providers, service coordination)
1.______________________




3.______________________


2.______________________




4._____________________
Why are you contacting CAP?  How long has this been an issue?
_____________________________________________________________

_____________________________________________________________
What have you done to try to resolve this issue on your own? 
____________________________________________________________
NOTICE
CAP services are based on legal merit and must follow appropriate due process.

AUTHORIZATION FOR RELEASE OF RECORDS
I, ______________________​​​​____________  authorize my advocate Megan Ostrowski of the Client Assistance Program (Client Assistance Program 3108 Main Street, Buffalo, New York 14214 716-836-0822 ext. 114) to have access to any and all records relevant to my pursuit of vocational rehabilitation and job placement.  This authorization may be revoked at any time upon request.

_____________________________


___________________

Signature






Date

______________________

Social Security Number




























