

Exhibit AB3
ARIZONA DEPARTMENT OF ECONOMIC SECURITY-Rehabilitation Services Administration
Customized Employment Services 
CLIENT SERVICE PLAN

[bookmark: bookmark=id.75ugx3y2mzwi][bookmark: Text1][bookmark: bookmark=id.30j0zll][bookmark: bookmark=id.gjdgxs]Client Service Plan Meeting Date (MM/DD/YYYY):                      
[bookmark: _heading=h.30j0zll]                                                                             |_| Revised Client Service Plan. Date Revised (MM/DD/YYYY):            
Vendor Company Name:                      
[bookmark: bookmark=id.1fob9te]Vendor Representative’s Name:                       

[bookmark: bookmark=id.3znysh7]VR Client Name:                      
[bookmark: bookmark=id.2et92p0]VR Counselor Name:                     
RSA Authorization #:                     

Has the MSP New Client Referral Form been reviewed with the VR Client, VR Counselor, and VR Client’s Customized Employment Team? |_| Yes   |_| No

Has the VR Client’s physical address changed? |_| Yes   |_| No
Has the VR Client’s mailing address changed? |_| Yes   |_| No
Has the VR Client’s phone number changed? |_| Yes   |_| No

VR Client’s preferred method of contact:
|_|  Email
|_|  Phone Call
|_|  Text Messages
|_|  Print/Hard Copy/Paper Communication
|_|  In-Person
|_|  Braille
|_|  Other:      

During the Client Service Plan Meeting, facilitate a collaborative, person-centered approach that includes reviewing and discussing the following:
|_|  Introduction to Customized Employment Services, including review of the Customized Employment 
     Experience Orientation video, if not previously viewed
|_|  Overview of Customized Employment Services, timelines, and expected outcomes
|_|  Initial discussion of the potential impact of employment wages on disability benefits
|_|  Clear definitions of the roles, expectations, and time commitments for the VR Client and each    
     Customized Employment Team Member
|_|  Identification of immediate support needs and next steps to initiate Discovery
|_|  Review of potential ongoing job coaching needs and Extended Services and/or Supports
|_|  Confirmation of the VR Client’s decision to move forward with Customized Employment Services

VR Client’s Customized Employment Team: Identify the individuals, outside of the VR Client and VR Counselor, who will be involved with the VR Client’s Customized Employment Services:
	Team Member Role
	Included in VR Client’s Customized Employment Team
	Name
	Contact Information (email address and phone #)

	Parent and/or Guardian/Representative
	|_| Yes |_| No
	     
	     

	Family Member
	|_| Yes |_| No
	     
	         

	Individual who lives with VR Client
	|_| Yes |_| No
	     
	     

	Trusted Individual identified by VR Client
	|_| Yes |_| No
	     
	     

	DDD Support Coordinator
	|_| Yes |_| No
	     
	     

	DDD Employment Services Specialist
	|_| Yes |_| No
	     
	     

	Behavioral Health Provider or Case Manager
	|_| Yes |_| No
	     
	     

	Tribal VR Specialist
	|_| Yes |_| No
	     
	     

	Secondary or Post Secondary schools
	|_| Yes |_| No
	     
	     

	       
	|_| Yes |_| No
	     
	     

	     
	|_| Yes |_| No
	     
	     

	     
	|_| Yes |_| No
	     
	          



Cross Agency Collaboration(s): Identify the current supports, services, and key partners involved in the VR Client’s employment planning (e.g., relevant agencies, providers, etc.):
	Agency Name
	Type of Support
	Name
	Contact Information (email address and phone #)

	      
	      
	      
	      

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          

	          
	          
	          
	          




Identified Next Steps: List the actions needed to initiate and continue Customized Employment Services, including support needs, coordination challenges, etc., and identify the party responsible for each step:
	Next Steps
	Details
	Individual/Responsible Party

	|_| Benefits Counseling
	          
	          

	|_| Transportation
	          
	          

	|_| Assistive Technology
	          
	          

	|_| Communication Support
	          
	          

	|_| Interpreting/Translation
	          
	          

	|_| Medical and/or Behavioral Health Coordination
	          
	          

	|_| DDD Coordination
	          
	          

	|_| Tribal VR Coordination
	          
	          

	|_| School and/or Transition Coordination
	          
	          

	|_| Release(s) of Information
	     
	      

	|_|           
	          
	          

	|_|           
	          
	          

	|_|           
	          
	          





OUTCOME OF THE SERVICE PLANNING MEETING 
[bookmark: _heading=h.2xcytpi]Check one (1): 
[bookmark: Check13]|_| Vendor accepts referral and agrees to begin Discovery within ten (10) business days from the Client 
      Service Plan meeting 
[bookmark: bookmark=id.h8fh96dy91i0][bookmark: Text7]|_| Vendor or VR Client declines referral. Explain why:                     

[bookmark: bookmark=id.c79d0fs3h5dm]If unable to start service within ten (10) business days, please explain why:                   

VR Client Signature: __________________________________________________________     Date:             

VR Client Guardian/Representative 
[bookmark: _heading=h.3whwml4]Signature (if applicable):                                                                                                                     Date:           
[bookmark: _heading=h.tprfm79b63e7]
Vendor Representative Signature:       	                          Date:            

VR Counselor Signature:                                                                                                                    Date:            

Additional Team Member Signature: _______________________________________________    Date:             



11-01-2026	Page 1 of 2

