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Money Follows the Person
Quality of Life Surveyor
APPLICATION FORM
(PLEASE PRINT)
Name:
_________________________________________________________________________
Address:
___________________________________________________________________
___________________________________________________________________

County:
___________________________________________________________________

E-mail Address:  _________________________________________________________________
Telephone:
(home) _____________________________________________________________
(work) ______________________________________________________________
(cell – optional) _______________________________________________________
Best time(s) to call:  ______________________________________________________________

Please list any special requirements you may have:  ___________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Occupation:  ____________________________________________________________________
Date of Birth:  ______________________     Social Security #  ___________________________
Please list any life experience you feel would be an asset to administering the Money Follows the Person Quality of Life Survey.  (Please include areas of specialty such as being familiar with alternative communication systems, knowing Sign Language, familiar with various medical equipment, assistive technology, etc.):

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
Please check the days of the week and hours of the day that you prefer to assist in Money Follows the Person:

(  Monday    (  Tuesday     (  Wednesday    (  Thursday     (  Friday  

(  Saturday    (  Sunday

Hours of Day ________
________
________
________

Please list the geographic areas you prefer to work:
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
How did you find out about Money Follows the Person?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Please list the names, addresses and phone number of 3 references.  

Name:  _______________________________________________________________________________

Address:  _______________________________________________________________________________
_______________________________________________________________________________
Phone:  ( ______ )  __________ - ____________

**********
Name:  _______________________________________________________________________________
Address:  ________________________________________________________________________________________________________________________________________________________________
Phone:  ( ______ )  __________ - _____________
**********
Name:  _________________________________________________________________________

Address:  _______________________________________________________________________

________________________________________________________________________________

Phone:  ( _____ )  __________ - _____________
NOTE:  This application is available in alternate formats.  If you need an alternate format or assistance in completing this application, please call (573) 751-4093, or toll free-800-207-9329, or write to the Division of Mental Retardation and Developmental Disabilities, PO Box 687, Jefferson City, MO  65102
FOR OFFICE USE ONLY

Date of Training: __________________ Location of training: ______________________ Approved date:__________
