
WORK (Work Opportunities Reward Kansans)        
 
  Plan for Independence 
 
 
 
 
 
Contact Information: 

Name:  
 

Address:  
 

  
 

Street:  
 

City, State:  
 

Zip:  
 

Phone: 
 

 

Initial Plan Date:  
 

Revision Date:  
 

 
Social Security 
Number: 

 
 

Medicaid ID Number:  
 

Birth date:  
 

Gender:  
 

County:  
 

SRS Regional Area:  
 

SRS HSS Worker:  
 

Annual Assessment 
for WORK Date: 

 
 

Annual Medicaid 
Eligibility review Date: 

 



Alternative Personal Services 
Alternative personal services are things that you can purchase and would provide support in place of 
personal assistance hours?  The use of these funds should be reflected by a reduction of allowed 
personal assistance hours on the Individualized Budget Form.  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Possible Remaining Funds 
WORK allocation funds are primarily to be used to provide personal assistance but there may be 
some savings at the end of some months.  If there are remaining funds from the allocation they will 
be moved to a savings account to be used only for approved use. The remaining funds may be used 
for things that will improve retention of competent staff (e.g. paid vacation time, or financial with 
health insurance), provide funds to pay emergency back-up care, or in ways that will increase 
independence and decrease reliance on PAS services.  Please list some of the ways that you would 
plan to use any remaining allocation funds.   
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Independent Living Counseling (check yes or no)           Yes               No 
 
I choose to use Independent Living Counseling service 

  

Note: Independent Living Counseling has a cap of 480 units (120 Hours) annually  
 
IL Counseling Agency Name: 

 

 
IL Counselor Name 

 

 
Address 

 

 
City 

 

 
State 

 

 
Zip 

 

 
Phone 

 

 
Email Address 

 



Assistive Services  
What types of Assistive Technology and services do you currently use to support your 
independence? ____________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Briefly describe any Assistive Technology services you need this year, how this will increase your 
independence, employment, health and safety or prevent institutionalization, and an estimated 
overall cost. 
 

Technology Justification statement Estimated 
Cost 

Estimated PAS 
savings 

 
 

   

 
 

   

 
 

   

 
 
 
 
Allocation Total 
 
Total Weekly hours 

  
                                   Hrs. 

Total Weekly hours x 4.33 =                                         Hrs. (Total Monthly hours) 
Total Monthly hours X $13.25   $                .     (Total Allocation) 
Calculation: 
         
Total Weekly hours x 4.33 = Total Monthly hours  
Total Monthly hours x $13.25 = Total Allocation 
 
 
 
 
 
 
 
 
 
 
 



Signatures: 
The times and activities on this form are estimates of the times and activities necessary to support 
my independence. I participated in the development of this document, and agree that it reasonably 
reflects my support needs. 
 
 
 
_________________________________ 
Signature of Beneficiary 
 
 
_________________________________ 
Date 
 
 
Approval of this Plan for Independence 
 
 
Signature of WORK Program Manager 
 
 
Date 
 
 
 
 
 


