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MIW, INC.                                       
APPLICATION FOR SERVICES
909 SOUTH 14TH AVENUE      P.O. BOX 966     MARSHALLTOWN, IOWA 50158

TELEPHONE:  (641) 752-3697      FAX:  (641) 752-1614      E-MAIL: adeterman@miwi.org  

PERSONAL INFORMATION
Applicant:
Name:  __________________________________________________________________________

Address:  ________________________________________________________________________  

City:  ____________________________________________________________________________

State:  ___________________________________Zip:_____________________________________
 
Phone:  _________________________________
Date of Birth:  ____________________________  Social Security Number:  ____________________________________________________________ 

County of Residence:  _________________________________________________________
Parents:
Father’s Name:____________________________________________________________________

Address: _________________________________________________________________________

City:  ____________________________________________________________________________

State:  ___________________________________Zip:  ____________________________________ Home Phone:  ____________________________Cell Phone:  ______________________________

Employer’s Phone:  _______________________

Mother’s Name:____________________________________________________________________

Address: _________________________________________________________________________


City:  ____________________________________________________________________________


State:  ___________________________________Zip:  ____________________________________ Home Phone:  ____________________________Cell Phone:  ______________________________


Employer’s Phone:  _______________________
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LEGAL AND FINANCIAL INFORMATION

Do you have a Legal Guardian?       
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
 No
If Yes, who has legal custody or guardianship:   FORMCHECKBOX 
  Mother
 FORMCHECKBOX 
Father         FORMCHECKBOX 
  Other
If other than parents, please specify:

Name:  __________________________________
Current Address:  _________________________ 

City:  ___________________________________ 
State:  __________________Zip:  ____________
 

Phone:  _________________________________
Relationship:  _____________________________

Do you have a payee for SSI or SSDI?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No

If Yes, who is the payee? 

Name:  __________________________________
Address:  ________________________________ 

City:  ___________________________________ 
State:  __________________Zip:  ____________
 

Phone:  _________________________________








MEDICAL AND EMERGENCY INFORMATION
Primary Physician:
________________________________________________________________________________
Name                                                  Address

   

Phone
Mental Health Services:
________________________________________________________________________________
Name                                                  Address

   

Phone
________________________________________________________________________________
Name                                                  Address

   

Phone
Persons to Contact In Case of Emergency:
________________________________________________________________________________
Name                                                  Address

   Home Phone                    Work Phone 
________________________________________________________________________________ 
Name                                                  Address

   Home Phone                    Work Phone
SERVICES INFORMATION

Do you have a Case Manager or Social Worker?   

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

________________________________________________________________________________
Case Manager / Social Worker                Address
Phone
email

Do you receive residential / SCL services?        

 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
________________________________________________________________________________

Provider                                                     Address            Phone
email
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EDUCATION HISTORY

Last School Attended:

________________________________________________________________________________

Name
     Location
Last Year and Grade Attended: ________________________ Special Education?
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

WORK HISTORY

Previous work experience – please list most recent first:

1.  Employer _____________________________
Address: ________________________________
     From/To  _____________________________
Reason for Leaving  _______________________ 

2.  Employer _____________________________
Address: ________________________________
     From/To  _____________________________
Reason for Leaving  _______________________ 

3.  Employer _____________________________
Address: ________________________________
     From/To  _____________________________
Reason for Leaving  _______________________ 
4.  Employer _____________________________
Address: ________________________________
     From/To  _____________________________
Reason for Leaving  _______________________ 
Do you have any concerns/behaviors we should be aware of? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any restrictions that may apply to a work environment? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If “Yes”, please list: _________________________________________________________________
________________________________________________________________________________
Reason for restrictions that may apply to a work environment: _______________________________ ________________________________________________________________________________
Do you use any assistive devices or need special accommodations? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If “Yes”, please list: _________________________________________________________________
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Do you have any of the following impairments? (explain)

   
Hearing 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No _________________________________________________________

Speech  
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No _________________________________________________________

Visual
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No _________________________________________________________

Physical
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No _________________________________________________________








What is your disability and why are you seeking Supported Employment Services?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
To the best of my knowledge the information given on this application is complete and accurate.
________________________________________________________________________________
Signature of Applicant


Date
________________________________________________________________________________

Signature of Parent (when applicable) 

Date
________________________________________________________________________________

Signature of Guardian (when applicable)

Date
                                                                                                                                                  SERVICES
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