Please complete the following information:

Name:
Date:

SSN:

DOB:

Address:

Phone#

Email:

Have you served in the Military: OYes ONO

I’m here to:

[ ] Lookfora job/Use the resource room.
Attend a job fair

Unemployment Insurance

[ ] RESEA appointment

[ ] Take an Assessment

|l am a:

O Veteran

O Adult 55+ with limited skills/work experience

O Youth (16-24)

(O Dislocated Worker (People who have been laid off)
(O Adultin need of training and/or a job

VIRGINIA
CAREER WORKS

NEW RIVER | MOUNT ROGERS REGION

Category of Disability:
[CINo Disability
[CIPhysical/Mobility Impairment
[ Vision Related Disability
[[]Learning Disability
[ Physical/Chronic Health Condition
[CJMental or Psychiatric Disability
[JHearing Related Disability
[] Cognitive/Intellectual Disability
[ Participant Did Not Disclose Type of Disability

Migrant and Seasonal Farmworker Status: O Yes Ono
Unemployed for 27 or more weeks (Long Term): OYesO No
Job Title of most recent job

SSI Recipient: OYes O No
Low Income: QYes O No
Homeless:  (QYes Q) No

Runaway Youth: OYes ONO

Ex-Offender - individual has been arrested/convicted of a crime: OYeS ONO
English Language Learner OYes ONo

Basic skills deficient/Low levels of literacy OYes ONO

Cultural Barriers: O Yes O No

Single Parent: O Yes O No
Displaced Homemaker: () Yes (O No

Highest School Grade completed:
Highest Education Level completed:
Number of months worked for last/current employer:

If you are a Veteran or a Spouse of a Veteran

THANK YOU FOR YOUR SERVICE
Please answer the following questions for additional services.

Branch: Dates of Service:

Type of Discharge

Check all that apply:
[ 1Spouse/Widow of 100% Disabled Vet
[ITransition Service Member
[]Service Connected Disability
[ 118-24 years of age
[CJHomeless
[JLow Income

to

[CJUnemployed for 27 or more weeks within the last year

[IFormally Incarcerated
[ILack High School Diploma/GED
[ ]Vietnam Era Veteran

Please note: Virginia Career Works Center programs may have some requirements to qualify.
The NR/MR Region Centers and its partners are equal opportunity employers/programs.
Auxiliary aids and services are available upon request to individuals with disabilities.
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