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State of Utah 
Department of Workforce Services 

CONFIRMATION OF EXTENDED SERVICES FUNDING 

To be completed by the Extended Services (ES) representative. This form confirms that this individual 
has funding available for long term support once the individual reaches 20 percent or less coaching 
intervention OR 24 months on the job. 

CLIENT INFORMATION 

Client Name: 

Address: 

City: State: Zip: 

Phone:  Date of Birth: 

Anticipated Extended Services Provider: 

 DSPD  DSAMH  Natural Supports  TTW  Private Pay 

SECTION 1: To Be Completed for clients eligible for DSPD supports: 
Division of Services for People with Disabilities (DSPD) Information (if applicable) 

Status with DSPD: 

 Waitlist (Support Work Independence Funds)  Waiver (Medicaid Funds) 

 Applicant with DSPD  Not eligible for support with DSPD 

Note:  Waitlist clients have a SWI worker assigned while the Waiver clients have a Support 
Coordinator assigned. 

Reported DSPD Functional Limitations (Check all that apply): 

 Activities of Daily Life  Capacity for Independent Living 

 Communication  Control of Emotion 

 Economic Self-Sufficiency  Employment 

 Judgment and Self Protection  Learning 

 Memory or Cognition  Mobility 

 Physical Health  Receptive and Expressive Language 

 Self-Care  Self-Direction 

Services receiving from DSPD (For description of services go to www.dspd.utah.gov) 

Check all that apply: 

 Behavioral  Day Program  Supported Employment  Transportation 

 Facility-Based Work (sheltered workshop-client is receiving sub-minimum wages) 

 In Home. If yes, provider info: 

 Respite  Family Support  Supported Living  After School 

 Residential. If yes, residential info: 

 24 hour Residential  Professional Parent  Supported Living 

 Other: Specify:  

http://www.dspd.utah.gov/


Signature of DSPD Representative Verifying Ongoing Funding: 

Signature: /s/ Date: 

Title of Representative:  

Contact Information of Representative: 

Email:  Phone: 

SECTION 2: To be completed for clients eligible for Individual Placement and Support: 
Division of Substance Abuse and Mental Health Information (DSAMH) (if applicable) or Other 
Funding Support (natural support, private pay, SSA work incentive, etc): 

Individual Placement and Support Provider or OTHER Support Provider: 

Extended supports available: 

Signature of IPS Representative: /s/ Date: 

Title of Representative: 

Contact Information of Representative: 

Email: Phone: 

SECTION 3: To be completed by DSPD or DSAMH/IPS Provider: 

Form sent via:  Fax  Email 

To VR Counselor name: 

Email:  Phone: 

Fax: Date sent: 

Equal Opportunity Employer/Program 
Auxiliary aids and services are available upon request to individuals with disabilities by calling 801-526-9240. Individuals 

who are deaf, hard of hearing, or have speech impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.
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