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ĒĂuiĠïŪ�ĺsù�sđsƟ�ĒąĆđñ� pĒþąnïþđ mĒïŪ þ pɬđąĊ ēĺsĘù�pĒþąnē�ăĈŪđĘĊđôĂđ�iuĒĂù�

Ăđć: 

pÿć: 

ćāƟć: 

ĺċČ�: 

čđćđĒöï�ĒĂĉđătđ Ăm  (ĺċČ�4 čáðƟđ): 

ön þđĒĉð: 

ĺùĒĊĘĄđĂ�Ăá: 

đöƟ�pĒþąnēþđ�ăĈŪ� mýŪ�ïĉđ�ĎĘĠĘõâđĘĊđôĂđ�iuĒĂù�dđĉđ� ĕ�

Case Number: 

Client ID Number (CIN): 

Disability ID Number (DIN): 

Medicaid application date: 

Medicaid Waiver?  Yes  No 

Waiver type: 

äăĒĂ�Ēï�pĒþąnē�Ĕ� öĂƟ�ïðĂo đćđĒöï�Ĕĉ�kđ�p đčĘĂĉ�(SSA) ïđĘõ�äĘąĀĂ�öđĒĂĘĠĘõĂ?Ēąāđĉ�  ĎƟđà� Ăđ�

ĈĒĀ “ĎƟđ”à�ĎĠ þĘą�ïĘą? (ćđč�/ąõĉ�)  SSA Ēč�dđĘnĉ�þđĒĉð: (ćđč�/ąõĉ�) 

ïē�Ēč�dđn�ĒõĊ�? 

ĈĒĀ�Ĕ� ïĉđ ĎĠĒąāđ�asēïđ� , þđĎĘĊ�þđĉ�ïđĉý�ïē�ĒõĊ�(ĒôĒïƄčđñþ�ĂđĒï�aĒôĒïƄčđñþ)? 

äăĒĂ�Ēï�Ēč�dđĘnĉ�Ēą˙Ęd äĘąĀĂ�öđĒĂĘĠĒõĘĊĂ?  ĎƟđà� Ăđ� ĈĒĀ “ĎƟđ”à ĎĠ, þĘą�ïĘą? (ćđč�/ąõĉ�) 

ĒąĆđñ I – äăĂđĉ đĉēĒĉï aąsđ mĘïŪ þÿƟ 
A. aĂĔgĎ�ïĘ�äăĂđĉ�ćs�đĉēĒ�ï�aąsđĉ (ĺĉđñĒĂýŪĠʟĒĊĉ�) ąƟđăđĘĉ�ĒĊðĔĂ: 

B. äăĂđĉ�đĉēĒĉ�ï�aąsđ�ĒïĆđĘą�äăĂđĉ�ïćŪkćþđĘï�pĆđĒąþ�ïĘ�? (aĂĔgĎ�ïĘ�äăĂđĉ�ĻĀĂĒnĂ�öēąĂĈđăĂ�ïĉđĉ�eąá�ïćŪč�

äăĂđĉ�kćþđĘï�pĆđĒąþ�ïĉđĉ�ćĘþđ�ĺĈ�ĺïđĂo ēćđą dþđʟĒĊĘï�ĒĊðĔĂ।) 

mđĀĂ�ïĉđĉ�ĺkĘt 

C. aĂĔgĎ�ïĘ�äăĂđĉ�îČāʟĒĊ�ĒĊðĔĂ(ąđ�þđĒĊïđ�ĈĔk ï˙Ă)।�
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ĒąĆđñ II – äăĂđĉ�ĒôĒïƄčđñþ�ĺĉïûŪ� mĘïŪ�þÿƟ�
pĒþąnïþđ�ĒĂāŪđĉý�ïĉđĉ�uĘdĘċƟ�äăĂđĉ�đĉ�ēĒĉ�ï�eąá/aÿąđ�ćđĂĒčï�kĒþĉ�ćĕ�ĊƟđĠĂ�ïĉ�đ�öĂƟ�čđmpĒþï�ĒôĒïƄčđñþ�pćđý�

pĘĠđöĂ। äăĂđĉ�kĒþĉ�(ʟĒĊĉ�) öĂƟ�ĈĒĀ�ñþ 12 ćđĘč�ćĘāƟ�äăĒĂ�ĺïđĂo ĒôĒïƄčđ�pĀđĂïđĉēĉ�čđĘÿ�ĺĀðđ�Ăđ�ïĘĉ�ÿđĘïĂ, þđĎĘĊ�

sđĂēĠ eĘöĒn dđĉđ�äăĂđĉ�öĂƟ�ăĉđć�Ūćĕ�Ċï�ăĉēkĘý�ąƟąsđ�ïĉđ�ĺĈĘþ�ăđĘ�। 
A. äăĂđĉ�Ēï�ĺïđĂo pđÿĒćï�ăĒĉôĈŪđ�pĀđĂïđĉē�äĘõ?  ĎƟđà� Ăđ�

(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘĊ�aĂĔgĎ�ïĘ�Ăđć, ǇïđĂđ, ĺĄđĂ�Ăm pĀđĂ�ï˙Ă।) 

ĺċČ�đ kđĘþĉ�þđĒĉð(ćđč�/ąõĉ�): 

B. äăĒĂ�Ēï�ñþ�12 ćđĘč�aĂƟ�ĺïđĂo ĒôĒïƄčđ�pĀđĂïđĉēĉ�(ĺĀĉ�) čđĘÿ�ĺĀðđ�ïĘĉĘõĂ?  ĎƟđà� Ăđ�

(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘĊ�ĒĂĘôĉ�ĒąĆđñǅ�m ĕýŪ�ï˙Ă।) 
aĂĔgĎ�ïĘĉ�äăĒĂ�ñþ 12 ćđĘč�ćĘāƟ�ĺĈ�ć s ĒôĒïƄčđ�pĀđĂïđĉēĘĀĉ�čđĘÿ�ĺĀðđ�ïĘĉĘõĂ�þđĘĀ�Ăđć, ǇïđĂđ�eąá�ĺĄđĂ�Ăm ĒĊðĔĂ�
(uĀđĎĉýs˚ă�ĒĄĒöĒċĠđĂ, Ăđ�Ū�pƟđïǅċĂđč�Ū, ĒĄĒöĒċĠđĂ�aƟđĒččĘùnč�, ćđĂĒčï�sđsƟ�ăĉđć�ŪĀđþđ, ĒĄĒöïƟđĊ�/akĘăċĂđĊ�/Ēsô�
ĺÿ�đĒăs�aĒûo Ēös�iþƟđĒĀ)। (āđĉđąđĒĎïþđ�ąöđĠ đðđ� ïđñö�uăĊ�b) 

Ăđć: ĺĄđĂ�Ăm : ǇïđĂđ: 

ĺĀðđ�ïĉ�đĉ�ïđ�ý : 

Ăđć: ĺĄđĂ�Ăm : ǇïđĂđ: 

ĺĀðđ�ïĉ�đĉ�ïđ�ý : 

Ăđć: ĺĄđĂ�Ăm : ǇïđĂđ: 

ĺĀðđ�ïĉ�đĉ�ïđ�ý : 

C. äăĒĂ�Ēï�ñþ�12 ćđĘčĉ�ćĘāƟ�ĺïđĂo ĎđčăđþđĘĊ�ąđ�aĂƟ�ĺïđĂo sđsƟ�ăĒĉôĈŪđ�ĺïnd�ĺÿĘï�ĒôĒïƄčđ�gĎý�ïĘ�ĘõĂ ?  ĎƟđà� Ăđ�

(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘĊ�ĒĂĘôĉ�ĒąĆđñǅ�m ĕýŪ�ï˙Ă।) 

aĂĔgĎ�ïĘ�äăĒĂ�ñþ�12 ćđĘčĉ�ćĘāƟ�ĺĈ�čćs�ĎđčăđþđĊ�eąá�aĂƟđĂƟ�ĒôĒïƄ�đ�ĺïnd�ĺÿĘï�ĒôĒïƄčđ�gĎý�ïĘ�ĉĘõĂ�þđĘĀĉ�Ăđć�eąá�ǇïđĂđ�ĒĊðĔĂ। 
(āđĉđąđĒĎïþđ�ąöđĠ đðđĉ�ïđñö�uăĊ�b) 

Ăđć: ǇïđĂđ: 

ïđĉ�ý: 

Ăđć: ǇïđĂđ: 

ïđĉ�ý: 

Ăđć: ǇïđĂđ: 

ïđĉ�ý: 

D. ñþ�12 ćđĘčĉ�ćĘāƟ�äăĂđĉ�kĒþĉ�(ʟĒĊĉ�) öĂƟ�ĎđĠþđ�đĘĆĉ�uĘdĘċƟ�äăĒĂ�Ēï�ĺïđĂo eĘöĒnĉ�ĺÿĘï�ăĒĉ�Ę�ąđ�gĎý�ïĘĉĘõĂ?  ĎƟđà� Ăđ�

(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘĊ�ĒĂĘôĉ�ĒąĆđñǅ�m ĕýŪ�ï˙Ă।) 
aĂĔgĎ�ïĘĉ�äăĒĂ�ĺċČ 12 ćđĘč�äăĂđĉ�đ�ēĒĉï�aąsđĉ�öĂƟ�aĂƟ�ĺĈ�ć s eĘöĒn čĘǩ�ĺĀðđ�ïĘĉĘõĂ�þđĘĀĉ�Ăđć�eąá�ǇïđĂđ�ĒĊðĔĂ�
(uĀđĎĉýs˚ă�ąĖĒtćĕ�Ċï�ăĔĂąŪđč�Ă�eĘöĒn, đĎđĈƟć ĕ�Ċï�ôđïĒĉ�ąđ�ĎđuĒöá�eĘöĒn, ĺïč�ćƟđĘĂöĘćn�eĘöĒn, iþƟđĒĀ)। 
Ăđć: ǇïđĂđ: 

ïđĉ�ý: 

Ăđć: ǇïđĂđ: 

ïđĉ�ý: 

Ăđć: ǇïđĂđ: 

ïđĉ�ý: 
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ĒąĆđñ III –äăĂđĉ Ēċ kđ o đ k ĉþđĉ ąƟđăđĘĉ þÿƟ 
ĈĒĀ�ĺïąĊćđt äăĂđĉ�đĉēĒĉï�aąsđĉ�ĒĆĒtĘþ�äăĂđĉ�pĒþąnïþđ�ĒĂāŪđĉý�ïĉ�đ�Ăđ�ĈđĠ þđĎĘĊ�äăĂđĉ�Ēċ�kđ, đ k þđ , eąá�ïđöïĘćŪĉ�iĒþĎđĘčĉ�

ïđĉýʟĒĊĘï�pĒþąnïþđ�ĒĂāŪđĉý�ïĉđĉ�öĂƟ�ąƟąĎđ�ïĉđ�ĎĘą। 
ćĘþđ�

A. äăĒĂ ïþ Āĕ aąĒā ăĞđ˝Ăđ ïĘĉĘõĂ? 

B. ĈĒĀ�äăĂđĉ�21 ąõĉ�ąĠč�aąĒā�ĺïđĘĂđ�čnđĂ�ÿđĘï�ĺĈ�sĔ ĘĊ�ąđ�ąĖĒtćĕ�ï�pïĘl ĈđĘc þđĎĘĊ�aĂĔgĎ�ïĘ�sĔ�ąđ�ąĖĒtćĕ�Ċï�ïćŪ�ĕĒôĉ�Ăđć�eąá�ǇïđĂđǅ�

pĀđĂï˙Ă। 

sĔ�/ąĖĒtćĕ�ï�pïĘl Ăđć: 

ǇïđĂđ: 

aĂĔgĎ�ïĘ�ei sĔ�/pïĘl öĂƟ DOH-5173, HIPAA aĂĔĈđĠē�ĒôĒïƄč�đñþ�þÿƟ�pïđĘ� öĂƟ�aĂĔĘćđĀĂ�m ĕýŪ�ï˙Ă। 
C. äăĒĂ�Ēï�sĔ ĘĊ�ĺïđĂo ĒąĘċČ�Ēċ�kđĉ�kđĘčĉ�čĘǩ�ĈĔk ĒõĘĊ�Ă (äĘõĂ)?  ĎƟđà� Ăđ�

D. äăĒĂ�Ēï�sĔ ĘĊ�ĺïđĂo ĒąĘċČ�čđĎđĈƟ�ąđ�ĔĒąāđ�ĺăĘĠĒõĘĊĂ (ăđĘcĂ)?  ĎƟđà� Ăđ�(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘ�aĂĔgĎ�ïĘ�ąƟđðƟđ�ï˙Ă।) 

(ĈĒĀ�äăĂđĉ�ïđĘõ�äăĂđĉ IEP-e eïǅ�pĒþĒĊĒă�ÿđĘï, þđĎĘĊ�aĂĔgĎ�ïĘ�ĺĄĉþ�ĺĀoĠđ�ĄĘćŪĉ�čđĘÿ�ĺčǅ�ĈĔk ïĉĘąĂ।) 
E. äăĒĂ�Ēï�ĺċČ�12 ćđĘč�ĺïđĂo ąĖĒtćĕ�ï�pĒċ�ký�ąđ�aĒþĒĉ�k Ēċ�kđ�gĎý�ïĘĉĘõĂ?  ĎƟđà� Ăđ�

(ĈĒĀ ‘‘ĎƟđà’’ ĎĠ, þđĎĘĊ�aĂĔgĎ�ïĘ�ąƟđðƟđ�ï˙Ă।) 

F. äăĒĂ�Ēï�ĺĈĘïđĘĂđ�ĆđČđĠ ĺĊðđ� ąđþŪ�đ�ăĞĘþ�ăđĘĉĂ (ĺĈćĂ�čđāđĉý�ĒĂĘĀŪ�ąđ�ĒöĒĂĘč�þđĒĊïđ)?  ĎƟđà� Ăđ�

G. äăĒĂ�Ēï�ĺĈĘïđĘĂđ�ĆđČđĠ ąđþŪ�đ�ĒĊðĘþ�ăđĘĉĂ?  ĎƟđà� Ăđ�

H. ei äĘąĀĂǅ�m ĕýŪ�ïĉđĉ�öĂƟ�eïöĂ�ĎđĠĘïĉ�ąđ�ĺĀđĆđČēĉ�Ēï�pĘĠđöĂ�ĎĘĠĒõĊ�?  ĎƟđà� Ăđ�
(ĈĒĀ "ĎƟđà" ĎĠ, þđĎĘĊ�aĂĔgĎ�ïĘ�äăĂđĉ�pđÿĒćï�ĆđČđǅ�ĒĊðĔĂ) 
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ĒąĆđñ IV – Ēąñþ 5 ąõĘĉ äăĒĂ ĺĈčą ïđö ïĘĉĘõĂ ĺč i mĘïŪ þÿƟ 

äăĒĂ Ēï Ēąñþ 5 ąõĘĉ ïđö ïĘĉĘõĂ?  ĎƟđà� Ăđ�

ĈĒĀ�ĎƟđà�ĎĠ , þđĎĘĊ�äăĂđĉ�ąĘôĘĠ đm�Ēþï�ïđö�čĎ�äăĒĂ�Ēąñþ�5 ąõĘĉĉ�ćĘāƟ�ĺĈ�ïđöʟĒĊ�ïĘ�ĉĘõĂ�ĺčʟĒĊĉ�Ĉþùđ�čmą�ĒąsĖþĆđĘą�eïǅ�þđĒĊïđ�

(5ǅ�ïđö�ăĈŪn�uĘlð�ïĘĉ�) ĻþĒĉ�ï˙Ă। 

ôđïĒĉĉ þđĒĉð: ïđĘöĉ ĒċĘĉđĂđć: ąƟąčđĉ āĉĂ: 

ĺÿĘï: 

ăĈŪn: ònđ/ pđĘĎĉ áðƟđ : ĺąþĘĂ Ďđĉ : 

äăĂđĉ�ćĕĊ�ĀđĒĈtʟĒĊ�ąƟđðƟđ�ï˙Ă: 

ĒĀĘĂ�čđāđĉýþ�äăĒĂ�ïþ�ònđ: uĘú�ĀđàĞđĂ� Ďđàùô�đ�ïĘ�Ă� ąĘč�ÿđĘïĂ�

äăĒĂ�pđĠċ�i ïþùđ�ĆđĒĉ�ĒöĒĂ�ĺþđĘĊĂ? ăđun�

ôđïĒĉ�ĺõĘĞ�ĺĀoĠđĉ�ïđĉý: 

ôđïĒĉĉ þđĒĉð: ïđĘöĉ ĒċĘĉđĂđć: ąƟąčđĉ āĉĂ: 

ĺÿĘï: 

ăĈŪn: ònđ/ pđĘĎĉ áðƟđ : ĺąþĘĂ Ďđĉ : 

äăĂđĉ�ćĕĊ�ĀđĒĈtʟĒĊ�ąƟđðƟđ�ï˙Ă: 

ĒĀĘĂ�čđāđĉýþ�äăĒĂ�ïþ�ònđ: uĘú�ĀđàĞđĂ� Ďđàùô�đ�ïĘ�Ă� ąĘč�ÿđĘïĂ�

äăĒĂ�pđĠċ�i ïþùđ�ĆđĒĉ�ĒöĒĂ�ĺþđĘĊĂ? ăđun�

ôđïĒĉ�ĺõĘĞ�ĺĀoĠđĉ�ïđĉý: 

ôđïĒĉĉ þđĒĉð: ïđĘöĉ ĒċĘĉđĂđć: ąƟąčđĉ āĉĂ: 

ĺÿĘï: 

ăĈŪn: ònđ/ pđĘĎĉ áðƟđ : ĺąþĘĂ Ďđĉ : 

äăĂđĉ�ćĕĊ�ĀđĒĈtʟĒĊ�ąƟđðƟđ�ï˙Ă: 

ĒĀĘĂ�čđāđĉýþ�äăĒĂ�ïþ�ònđ: uĘú�ĀđàĞđĂ� Ďđàùô�đ�ïĘ�Ă� ąĘč�ÿđĘïĂ�
äăĒĂ�pđĠċ�i ïþùđ�ĆđĒĉ�ĒöĒĂ�ĺþđĘĊĂ? ăđun�

ôđïĒĉ�ĺõĘĞ�ĺĀoĠđĉ�ïđĉý: 

ĒąĆđñ IV 

ăĘĉĉ�ăĖɵđĠaąƟđĎþ�
DOH-5139 (Bengali) 07/24 পৃѮা 4 5-এর 



   

        č   

 

      

č  ĉ 

     

          Ċ       

    č   

    

      

č  ĉ 

     

          Ċ       

    č   

    

        

 ĉ  

I 

ĒąĆđñ IV – Ēąñþ 5 ąõĘĉ äăĒĂ ĺĈčą ïđö ïĘĉĘõĂ ĺč i mĘïŪ þÿƟ 
aąƟđĎþ�

ôđïĒĉĉ þđĒĉð: ïđĘöĉ ĒċĘĉđĂđć: ąƟąčđĉ āĉĂ: 

ĺÿĘï: 

ăĈŪn: ònđ/ pđĘĎĉ áðƟđ : ĺąþĘĂ Ďđĉ : 

äăĂđĉ�ćĕĊ�ĀđĒĈtʟĒĊ�ąƟđðƟđ�ï˙Ă: 

ĒĀĘĂ�čđāđĉýþ�äăĒĂ�ïþ�ònđ: uĘú�ĀđàĞđĂ� Ďđàùô�đ�ïĘ�Ă� ąĘč�ÿđĘïĂ�

äăĒĂ�pđĠċ�i ïþùđ�ĆđĒĉ�ĒöĒĂ�ĺþđĘĊĂ? ăđun�

ôđïĒĉ�ĺõĘĞ�ĺĀoĠđĉ�ïđĉý: 

ôđïĒĉĉ þđĒĉð: ïđĘöĉ ĒċĘĉđĂđć: ąƟąčđĉ āĉĂ: 

ĺÿĘï: 

ăĈŪn: ònđ/ pđĘĎĉ áðƟđ : ĺąþĘĂ Ďđĉ : 

äăĂđĉ�ćĕĊ�ĀđĒĈtʟĒĊ�ąƟđðƟđ�ï˙Ă: 

ĒĀĘĂ�čđāđĉýþ�äăĒĂ�ïþ�ònđ: uĘú�ĀđàĞđĂ� Ďđàùô�đ�ïĘ�Ă� ąĘč�ÿđĘïĂ�

äăĒĂ�pđĠċ�i ïþùđ�ĆđĒĉ�ĒöĒĂ�ĺþđĘĊĂ? ăđun�

ôđïĒĉ�ĺõĘĞ�ĺĀoĠđĉ�ïđĉý: 

ĄćŪǅ ăĕ ĉýïđĉē ąƟĒkĉ Ăđć (aĂĔgĎ ïĘĉ Ēpn ï˙Ă): þđĒĉð: 

ĺùĒĊĘĄđĂ Ăm : 

DOH-5139 (Bengali) 07/24 পৃѮা 5 5-এর 


	First: 
	Middle: 
	Last: 
	Date of Birth: 
	Social Security Number last 4 digits: 
	Telephone No: 
	Case Number: 
	Disability ID Number DIN: 
	Client ID Number CIN: 
	Medicaid application date: 
	Medicaid Waiver: Off
	Waiver type: 
	SSA decision date monthyear: 
	If Yes when monthyear: 
	group_2: Off
	What was the decision: 
	If Yes when monthyear_2: 
	fill_15: 
	Did you appeal the decision: Off
	PART I  INFORMATION ABOUT YOUR MEDICAL CONDITIONS A Please list all of your medical conditions diagnoses: 
	C Please list your medications or attach a list: 
	B How do your medical conditions affect your ability to function Please include any limitations in your ability to perform activities of daily living and workrelated activities: 
	A Do you have a primary care provider Yes No If Yes please provide name address phone number: 
	A Do you have a primary care provider: Off
	Date of last visit monthyear: 
	B Have you seen any other medical providers within the past 12 months: Off
	Name: 
	Phone Number: 
	Address: 
	Reason for seeing: 
	Name_2: 
	Phone Number_2: 
	Address_2: 
	Reason for seeing_2: 
	Name_3: 
	Phone Number_3: 
	Address_3: 
	Reason for seeing_3: 
	C Have you received medical care in a hospital or other health care facility within the past 12 months: Off
	Name_4: 
	Address_4: 
	Reason: 
	Name_5: 
	Address_5: 
	Reason_2: 
	Name_6: 
	Address_6: 
	Reason_3: 
	D Have you received services from any agencies to assist you with your impairments within the past 12 months: Off
	Name_7: 
	Address_7: 
	Reason_4: 
	Name_8: 
	Address_8: 
	Reason_5: 
	Name_9: 
	Address_9: 
	Reason_6: 
	A What is the highest grade level of schooling that you have completed: 
	SchoolProgram Name: 
	Address 1: 
	Address 2: 
	undefined: Off
	undefined_2: Off
	D: 
	 Did (do) you receive any special help or accommodations in school?: 

	D Did do you receive any special help or accommodations in school: Off
	E Have you received any vocational training or additional education within the past 12 months Yes No If Yes please describe: 
	E Have you received any vocational training or additional education within the past 12 months: Off
	F Can you read a simple message in any language such as simple instructions or a list of items: Off
	undefined_3: Off
	undefined_4: Off
	H Was assistance or an interpreter necessary to complete this application Yes No If Yes please indicate your primary language: 
	H Was assistance or an interpreter necessary to complete this application: Off
	Have you worked in the past 15 years: Off
	Dates of Employment: 
	From: 
	To: 
	Job TitleFrom To: 
	Type of BusinessFrom To: 
	Number of hoursweek: 
	Rate of Pay: 
	Describe your basic duties: 
	During a typical day how many hours did you Stand: 
	Walk: 
	Sit: 
	undefined_5: 
	How much did you frequently lift pounds: 
	Reason for leaving: 
	Dates of Employment_2: 
	From_2: 
	To_2: 
	Job TitleFrom To_2: 
	Type of BusinessFrom To_2: 
	Number of hoursweek_2: 
	Rate of Pay_2: 
	Describe your basic duties_2: 
	During a typical day how many hours did you Stand_2: 
	Walk_2: 
	Sit_2: 
	undefined_6: 
	How much did you frequently lift pounds_2: 
	Reason for leaving_2: 
	Dates of Employment_3: 
	From_3: 
	To_3: 
	Job TitleFrom To_3: 
	Type of BusinessFrom To_3: 
	Number of hoursweek_3: 
	Rate of Pay_3: 
	Describe your basic duties_3: 
	During a typical day how many hours did you Stand_3: 
	Walk_3: 
	Sit_3: 
	undefined_7: 
	How much did you frequently lift pounds_3: 
	Reason for leaving_3: 
	Dates of Employment_4: 
	From_4: 
	To_4: 
	Job TitleFrom To_4: 
	Type of BusinessFrom To_4: 
	Number of hoursweek_4: 
	Rate of Pay_4: 
	Describe your basic duties_4: 
	During a typical day how many hours did you Stand_4: 
	Walk_4: 
	Sit_4: 
	undefined_8: 
	How much did you frequently lift pounds_4: 
	Reason for leaving_4: 
	Dates of Employment_5: 
	From_5: 
	To_5: 
	Job TitleFrom To_5: 
	Type of BusinessFrom To_5: 
	Number of hoursweek_5: 
	Rate of Pay_5: 
	Describe your basic duties_5: 
	During a typical day how many hours did you Stand_5: 
	Walk_5: 
	Sit_5: 
	undefined_9: 
	How much did you frequently lift pounds_5: 
	Reason for leaving_5: 
	undefined_10: 
	Name of Person Completing Form Please Print: 
	Date: 
	Telephone Number: 


