NOMINATION FORM

STATE REHABILITATION COUNCIL

DEPARTMENT OF EDUCATION

IOWA DIVISION OF VOCATIONAL REHABILITATION SERVICES

DATE:

NOMINEE:


Name:


Address:


Telephone Number:


Disability:

____ Yes
____ No
If yes, explain.

Category of Nomination (as listed in the Rehabilitation Act Amendments, Section 105):

____
State Independent Living Council

____
Parent Training and Information Center - IDEA

____
Client Assistance Program

____
Vocational Rehabilitation Counselor

____
Community Rehabilitation Program

____ 
Representative of Business

____
Representative of Industry

____
Representative of Labor

____
Disability Advocate Group - Physical Disability

____
Disability Advocate Group - Cognitive Disability

____
Disability Advocate Group - Sensory Disability

____
Disability Advocate Group - Mental Disability

____
Parent, family member, guardian, advocate, or authorized representative of individuals who, because of their disability, have difficulty representing themselves

____
Current or former applicants for, or recipients of, vocational rehabilitation services

____
Representative of the State Educational Agency responsible for the public education of students with disabilities and are eligible to receive services under IDEA

____
Representative of the State Workforce Investment Board

____
Other

Please explain why you believe this person qualifies under the category above. (Use

additional sheet, if necessary.)

Nominated by:


Name:


Address:



Telephone Number: 

Have you contacted this person and advised them of your intent to nominate them to

the DVRS State Rehabilitation Council?

____ Yes
____ No

Please list experiences that you believe would make this nominee an effective

advisory council member.  If possible, please attach a brief resume of the nominee’s

work history and/or interest in the field of disability.

